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Abstract 

Globalization, digitalization, global pandemics, climate change, and infodemic pose increasing 

challenges to individuals, communities, and societies, which require good health literacy to maintain 

and promote health. Empirical evidence on HL (health literacy) has rapidly increased worldwide and 

exposed the inadequate levels of HL in most countries. Especially people with low socioeconomic 

background, low educational attainment, and migrants are considered vulnerable to low HL, based on 

quantitative studies and conclusions. A group that is multiply affected and variously described as 

vulnerable is people of Afghan descent. However, empirical evidence on their actual HL and their HL 

practices in everyday life is scarce. To empower people to respond adequately to current and future 

health-related changes, a good knowledge of HL in the relevant population group is indispensable. 

Since recent qualitative studies indicate that health literacy can only be adequately described as a real 

practice in its specific context and unique situation, I explore in this dissertation how HL can be 

captured and described as a contextual, situational social practice, using the example of people of 

Afghan descent with different research methods. This work incorporates three major research projects, 

each employing different methods to explore HL among Afghans and provide relevant insights into the 

concept of HL. 

Research on health and health literacy is diverse, so it is important to begin this work by outlining 

the different understandings of health and health literacy and common strategies for promoting them. 

Since health is understood from a health promotion perspective as a positive, comprehensive concept 

in a socio-ecological context, HL is consequently not understood as an individual autonomous skill but 

as a contextual, social practice. Accordingly, health and HL are also described in context by the groups 

under consideration, and their possible influence on HL is shown. The use of the term vulnerable is 

critically examined, and the focus is shifted away from the characteristics of the individual to the 

influencing circumstances. Based on raw determinants and health outcomes, HL in Afghanistan is rated 

as low. Given the diverse data on immigrant populations and the different theories explaining their 

health status, it is shown that immigrant populations face many pressures and need to acquire new HL. 

Third, building on the course offering: language course, it is argued that those participating in it 

(including Afghans) need to improve their HL. Building on account of the health literacy of so-called 

vulnerable groups, which traced the complexity and heterogeneity, it is concluded that HL needs to be 

understood and explored as a contextual, situational, social practice to adequately describe HL. 

Therefore, in the three research projects, special emphasis is placed on the respective overall social 

context, the situation's specifics, the use of language, the actual actions, and the meaning of social 

others. Furthermore, it is examined what can be learned from the respective methodological approach 

to HL with regard to HL as a contextual, situational social praxis, as well as how the vulnerability or 

resource wealth of the target group and the vulnerability- or capability-producing context are revealed. 

Last, important lessons for HL promotion were derived from all three projects. 

The first four contributions are from a quantitative, cross-sectional study in central Afghanistan 

that examines HL, determinants, outcomes, but also quality of life, and beliefs in two groups of people 

influential to health, heads of households (N= 524) and female patients and/or caretakers (N=322). 

Participants were in a two-stage randomization process identified and orally interviewed by trained 

interviewers of the same sex. The study provides empirical evidence of poor determinants of health and 
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health outcomes, health behaviors that need improvement, and low health literacy. The analysis showed 

that HL is largely related to schooling opportunities (for women). Surprisingly, despite adverse 

circumstances, an astonishing number of Afghans exhibit positive health behaviors. A qualitative 

examination of the items of the HLS-EU-Q16 shows which activities are particularly difficult and, at 

the same time, particularly prerequisite-rich, which should also be better researched in the future for 

developing interventions. 

The second three contributions stem from the ELMi research project, which ethnographically 

researched the HL of immigrant youth (including three Afghan refugees) in everyday life and embedded 

the findings in a review and theoretical considerations. The limitations of reviews for describing HL in 

vulnerable groups became obvious in these three theoretical contributions. Furthermore, the frequent, 

mostly implicit theoretical orientation of HL as an individual rational-choice model and three 

alternative models for the description of HL were presented, a difference-deficit model was introduced, 

and a plea for applying sociological theories, especially the capability approach, was given. Overall, 

the ethnographic studies revealed the need for further studies of vulnerable groups from a salutogenic 

perspective, the conceptualization of HL as family HL, and the interwovenness of analog and digital 

worlds and respective HL. 

The third three contributions are from the SCURA research project, which ethnographically 

explored the role of health and health literacy in language and integration courses and developed 

appropriate methods for promoting HL in them. The contribution of integration courses to the 

promotion of HL was presented in detail, the corridor of possible interventions was explored and 

described, and concrete suggestions were made as to how the knowledge gained from language 

didactics can be transferred to health promotion and how language-sensitive health promotion can be 

used as an effective and sustainable method. 

Finally, the key strengths and limitations of the studies were highlighted, and the question of 

'vulnerability' was revisited in light of the results found. Furthermore, the five aspects of HL as a 

contextual, situational, and social practice were re-examined with the help of the results obtained, and 

other studies, recommendations for the promotion of HL through context, acquisition, and targeted 

support were presented, and the capability approach was applied to the results. 

In many ways, this multi-project, multi-method, multi-perspective approach to HL of so-called 

vulnerable groups highlighted the need to describe HL as a contextual, situational social practice. Since 

many new, little-trodden paths were taken in this work, this work can serve as an impetus for many 

other researchers to critically examine the topic. The work unmistakably revealed how relevant a good 

understanding and targeted, context-sensitive promotion of HL is. 
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1 Introduction 

Health is among the most critical assets that individuals and societies possess because it enables 

everyone to live a good life, pursue their dreams, and participate in society. The high value of health is 

also fundamentally defined by the WHO 1946 (WHO 2006) and in Article 25 of the Declaration of 

Human Rights (United Nations 1948), and was reaffirmed in recent years in the Sustainable 

Development Goal No. 3 (United Nations n.d.). Health is not existent in and of itself but is influenced 

by a range of factors such as prerequisites for health, economic and social determinants of health, 

genetics, healthy lifestyle, and health literacy. Health literacy is an intriguing new concept in public 

health that promises to bridge the gap between having health information, making appropriate health 

decisions, and behaving healthily based on health information, ultimately leading to good health. Being 

able to use health information effectively (= health literacy) has become even more relevant in recent 

years because of the massive expansion of technology and digitalization in all areas of life, which grants 

access to both reliable and fake health information to many people. Nevertheless, greater accessibility 

to health information and changes in health present new challenges to individuals and societies, such 

as the rising prevalence of diseases of affluence, unequal access to healthcare services, societal changes, 

and climate change consequences that affect health. All these changes require (new) skills to find and 

use information wisely to respond to these challenges and promote one’s health and community health 

now and in the future. Studies show that health literacy is an essential determinant of health, and 

adequate or higher levels of health literacy contribute, at least in part, to more participation in disease 

prevention activities, better disease management, lower healthcare costs, and improved health 

(Berkman et al. 2011). Given the importance of health literacy (HL), the empirical findings from around 

the world are alarming because they revealed that in each society, a considerable large proportion of 

people have inadequate HL, e.g., 90 million Americans (Berkman et al. 2004), or up to 47% of 

Europeans (Sørensen et al. 2015). Owing to this high prevalence of low HL and its severe outcomes, 

HL is discussed as a “health literacy pandemic” and a “silent killer” (Zarcadoolas et al. 2006). 

However, not everyone is equally vulnerable to inadequate HL, as studies on HL unravel striking health 

disparities, which call for more efforts to reduce health inequities. Since HL has proven to be a dynamic 

and modifiable determinant of health, it can be improved through appropriate interventions such as 

health education (Nutbeam 2000). Prompted by the high numbers of vulnerable people, health literacy 

gained attention from global health governance (WHO 2016d) and local policymakers, channeling more 

money into public health research for health literacy and developing promising interventions to improve 

health literacy. So, over the past three decades, research on health literacy increased rapidly (Okan 

2019) and expanded, differentiated, specified, and amplified in complexity. Although researchers, 

policymakers, and practitioners were unanimous in emphasizing the need to focus more on health 

literacy, a heated discussion about the concept itself and the best way to measure, interpret and improve 

it began with countless contributions (Berkman et al. 2011; Sørensen et al. 2012) which are still 

ongoing. 

Insights into HL are obtained mainly by quantitatively assessing HL at the individual level (e.g., 

their literacy performed or self-reported skills) and categorizing people into different HL levels based 

on the results. A thorough look at the characteristics of people on each level reveals that people with 

low HL levels often share similar sociodemographic characteristics, e.g., low educational attainment, 

low socioeconomic background, and low language proficiency, among others. Based on these bivariate 
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correlation studies, these individuals are then classified as vulnerable, and researchers generalize the 

finding by inferring that all people who share these characteristics are vulnerable to low HL. These are, 

for example, (forced) adult migrants or people from countries with incomplete schooling. Although 

correlation analysis allows us to identify possibly vulnerable groups, quantitative studies fail to explain 

the vast diversity in health decision-making and health behavior (=health literacy in action) within the 

vulnerable group. Moreover, quantitative studies do not capture specifics of the situations in which 

people exhibit their HL, nor the opportunities and limitations of acting in them, nor do they depict 

essential aspects for health (and health behavior) such as the individual’s assets, e.g., generalized 

resistance resources, social support. In contrast, these studies conclude that mastering a situation is 

primarily explained by the individual’s skillset and rated as excellent, sufficient, problematic, or 

inadequate (Pelikan et al. 2012). These are severe shortcomings because ethnographic studies 

demonstrate that the specific aspects of the given situation, the context, the complexities of the health 

concern, and the individuals involved and their relationship strongly influence HL use (Papen 2005b; 

Samerski 2019). Although some comprehensive conceptual models of HL attempt to include also 

social, political, and situational determinants of health and numerous health outcomes (for instance, the 

HLS-EU-Q (Sørensen et al. 2012)), the context, the action performed, and situational and social aspects 

remain unaddressed. Knowing nearly nothing about health literacy in practice, interventions based on 

these models and study findings are bound to fail, and multiple assets and resources of the individual 

and community remain ignored. Because of its exclusive focus on the individual’s skills to neglect the 

context, situation, and action, scholars criticize this approach and call for a more complex understanding 

of HL in real life (Papen 2008).  

Considering that health literacy is an urgent medical and public health issue (WHO 2016d), 

interventions to promote HL in the general population and among vulnerable people, such as migrants 

and people with low schooling, are needed (WHO 2013). To this end, it is crucial to develop appropriate 

and effective interventions, which require a profound understanding of the complex influences on 

health literacy, health literacy in use, and strategies to promote it. This is particularly relevant when 

policymakers at the national and global levels pay attention to HL but will lose interest and allocate 

resources differently if HL research and practice fail to improve HL and thus contribute to better health 

and reduced health disparities (Pleasant et al. 2019, p. 78).  

This dissertation aims to contribute to the current debate on health literacy by adopting a different 

approach from the individual-centered, quantitative, context-insensitive healthcare approach and 

learning from those labeled as vulnerable. One group that encounters vulnerability in multiple ways is 

migrants who are not fluent in the official language and did not grow up in a heavily text-based country 

like Germany. Here, Afghan newcomers to Germany can serve as examples. Afghans1 are particularly 

vulnerable because of more than 40 years of conflict, the unstable political situation, incomplete 

education, and poor health indicators. With nearly 2.5 million registered refugees, Afghanistan has the 

second-largest refugee population worldwide and has consistently ranked among Germany’s top 5 

countries of origin of asylum seekers since 2014 (BAMF 2021b). Afghans, like other migrants in 

Western Countries, face a quadruple burden because of their (initial) lack of the host countries’ 

 
1 Another major reason for focusing on Afghanistan is that Uwe H. Bittlingmayer has been working on the topic of Afghanistan since 2014, 

and we have established good relationships with numerous people and institutions from there. A particular interest was in exploring HL in 

Afghanistan, we supported our colleagues from Afghanistan to conduct a research study.  
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language; little knowledge of the health system and health determinants in the new country; likely 

different socio-cultural understanding of health, and their high need for good coping strategies due to 

their health-affecting insecure and challenging life situation. This quadruple burden puts them in an 

incredibly vulnerable situation, even more so if a newcomer is merely viewed individually and not in 

its social context (with all risk and protective factors). Even though their overall living situation 

suggests poor health and health literacy, Afghans, inside and outside Afghanistan, demonstrate 

surprisingly strong survival skills, such as the ability to live under adverse conditions, migrate to 

Germany, and integrate there. Before lightly dismissing their skills (personal and social) and reiterating 

the findings that Afghans are deficient, it is essential to change the perspective on vulnerable groups 

and explore HL from their perspective, when and how they use HL, what influences the use, and how 

they develop HL. Because the use of the health-relevant skills, the situation, and meaning-making in 

all their complexity cannot be assessed in common cross-sectional (quantitative) studies on HL, other 

methodological approaches are required. To assess health literacy as a social practice, qualitative 

studies, especially ethnographic studies, are the methods of choice (Street 2016). However, as each 

chosen method brings both possibilities and limitations and describes a narrow picture of HL, a critical 

examination of the methods is imperative.  

This thesis aimed to explore, describe, and understand health literacy as a context-bound, 

situational social practice in different life contexts of vulnerable people using the example of Afghans. 

As a result, the medical setting (clinical approach to HL) and the everyday life context (public health 

approach to HL) in Afghanistan and Germany came into view. Since these life contexts shed light on 

what determines health, what health concerns are prevalent, what health literacy skills are needed, and 

what resources people have, a better understanding of the context of a person’s life is required. In this 

publication, I dare to look at health literacy in all its complexity and will unfold how the health concern 

itself and the context and social situation with their specifics matter crucially in understanding and 

promoting health literacy as a social practice.  

For this, I bring together findings from three research projects that explore (and promote) HL 

among vulnerable groups using different methods.  

The first research project is a quantitative study on health literacy among the Hazara in central 

Afghanistan, an ethnic group that is particularly marginalized, using the globally known HLS-EU-

questionnaire (The HLS-EU Consortium 2012). Besides poor health preconditions, Afghans’ health 

literacy level is heavily influenced by low access to education because of the ongoing conflict and the 

drastically changing education regulations in Afghanistan. Using this comprehensive HL assessment 

tool, we statistically assessed the relationship between HL and social determinants of health, health 

practices, and health. However, we explored what can be learned about the various social practices 

considered easy or difficult in the Afghan context by analyzing the items of the HLS-EU-Q in detail. 

Young Afghan refugees in Germany are the second vulnerable group studied, and we explored 

their health literacy behavior in everyday life using ethnographic approaches and framed the findings 

with a theoretical discussion (project ELMi). In doing so, we addressed the role of health disparities 

and social determinants of health in the HL debate, critically discussed the conceptualization of 

vulnerable people and their deficits and differences and demonstrated what becomes evident when 

researching HL as a social practice using ethnographic studies. 
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The third study focuses on Afghan migrants, who are part of the vulnerable newcomer group due 

to poor language skills and in need to acquire health literacy skills in German-as-a-second-language 

courses (project SCURA). With this, an ethnographic approach helped explore the context- and 

situation-specific aspects of promoting HL, and an in-depth textbook analysis helped sketch the 

common way of using HL in different settings. Many insights were gained into the process of enhancing 

health literacy skills in a social setting, the actual nature of everyday social interactions on health in 

Germany in clinical and everyday life contexts, including the values, norms, roles, language use, and 

formal and informal ways of promoting HL.  

This doctoral thesis contributes to empirical knowledge about HL by focusing on an often-ignored 

aspect in HL: what people do with health information within a given context and situation (= health 

literacy as a context-related, situational social practice) and the role of the social in HL. Furthermore, 

using a mix of methods to assess HL of vulnerable groups allows researchers and practitioners to 

understand the nature of HL better, critically discuss common measurements of HL, challenge the 

prevailing concept of vulnerability based on the findings, explore promising approaches to promote HL 

and identify relevant topics for future HL research, policy, and practice.  

This doctoral thesis is divided into three main sections and eleven chapters. The first section 

(Chapters 1 to 6) covers the theoretical and empirical background, including clarification of health 

terminologies (Chapter 2), a discussion of the HL concept and ways to promote it (3), description of 

the so-called vulnerable target groups (4), and a critical conclusion leading to the central research 

questions of this dissertation (5). Section (Chapters 6-9) sheds light on the three studies in this doctoral 

thesis. Chapter 6 provides a combined overview of the projects. Chapter 7 discusses selected findings 

from the quantitative study on health literacy in Afghanistan, emphasizing the role of context, social 

determinants, and HL as a contextual, situational social practice. Chapter 8 takes a general perspective 

on health literacy, disparities, the construction of vulnerable, deficient, and diverse groups, and insights 

gained using ethnographic approaches. Chapter 9 highlights the health literacy promotion in second 

language courses, the core features of the situation and social practice on health, and ways to promote 

HL purposefully. Chapter 10 discusses the findings in light of other empirical evidence, and Chapter 

11 provides final conclusions. 
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2 Basic Terminologies Related to Health and Health 

Interventions 

The publications in this thesis address health literacy among vulnerable groups. Since health 

literacy, like other domain-specific literacies, such as food literacy or sports literacy, refers to the 

competencies needed in a particular area of life, it is necessary to clarify the key terminologies 

employed at the beginning of this thesis. For health, these are health, disease, determinants of health, 

and health interventions. Unlink stable and objectively measurable concepts, for instance, meter or 

weight; health is evolving, used worldwide, understood in numerous ways by laypersons, and defined 

by the WHO. Nonetheless, a thorough analysis of the same terminology, here health, in different 

contexts, reveals that it can have several distinct, overlapping, and sometimes even almost contradictory 

meanings. Depending on the conceptualization of health, different interventions are developed to 

maintain and promote it. Due to this heterogeneity, providing an overview of the most common health 

concepts is a relevant foundation for critically discussing health literacy. 

2.1 The Core: Health and Health-Related Terminology 

2.1.1 Health and Health Models  

The first term to define is health, its relationship with diseases, and influencing factors. The major 

challenge with the concepts of health, diseases, and illness is that they are evolving and highly 

dependent on various aspects such as worldviews (e.g., whether health and disease are caused by god 

or nature or fate or natural scientifically explanation of cause and consequence), historical 

developments (advancements in scientific discoveries, inventions of new technologies, and a country’s 

socio-political circumstances at a given time), availability of resources (money, qualified personnel, 

facilities, know-how) but also the interpretive sovereignty of academic disciplines (Castiglioni 2019; 

Sigerist 1987). Already the History of Medicine reports, besides the discovery of diseases over 

millennia, the importance of health-related aspects, for example, nutrition, hygiene, and living 

conditions. After the Second World War and the foundation of international organizations, including 

the WHO in 1949 (WHO 2006), health experienced a tremendous boost with the WHO global health 

surveillance and health interventions, but also the groundbreaking insights into the genesis of health by 

Aaron Antonovsky (Antonovsky 1996, 1997) and the unraveling of social determinants of health 

(Marmot and Allen 2014) 

To approach health, I employ various strategies such as definitions and models to describe health 

concerning other concepts and measurements to assess the health/disease status. Especially for health, 

basic models commonly guide individual and professional perspectives of factors to address and, 

consequently, what actions are proposed. These models differ in their scope, measurements, 

interventions, and role of social aspects. Although several models of health co-exist globally, the most 

prominent models in Western Countries are the biomedical health model, the WHO holistic model of 

health, and ecological models of health, which I will briefly describe next. 
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The biomedical model of health 

The biomedical model of health does not explicitly delineate health but describes in detail the 

opposite of health, namely diseases. This model was and is predominant in medicine and natural science 

and fundamentally informed the descriptors of diseases in the ICD code system. This classification 

codifies the symptoms of diseases, helps the doctor/nurse to distinguish sick from healthy in a 

standardized way, and allows the assessment of the general population’s health status. The view on 

diseases continues to evolve, as evidenced by the modification and expansion of the classified diseases 

from ICD 1 through 11 (WHO 2022a). This classification also allows for measuring and monitoring 

health as linked to the prevalence and incidence of diseases and mortality (the Global Health 

Observatory (WHO n.d.c)) on a global level. With this, the WHO has contributed massively to focusing 

on health/disease, conceiving health as (physical) disease, and developing interventions to improve 

health.  

The bio-psycho-social model of health 

Influenced by the events of the Second World War, the WHO formulated a holistic definition of 

health, which describes health not as the opposite of disease but as 

“a state of complete physical, mental and social well-being and not merely the absence of disease or 

infirmity” (WHO 2006). 

Scholars, policymakers, and practitioners describe health by referring to the bio-psycho-social 

model of health. Over time, scholars argued that mental and social should not be separated but combined 

as psychosocial, and other dimensions, such the spiritual/existential health, should be added (Larson 

1996). This definition brought about a fundamental change in how health is viewed, not only because 

it refers to two other health domains besides physical, frames health as well-being, and introduces a 

high standard of “complete” as the ultimate evaluation criteria.  

The WHO’s definition gained popularity and was cited countless times but mostly without 

specifying the terms: physical, mental, and social well-being as the opposite of disease and infirmity 

(Scully 2004). The lack of specification and the high claim of “complete” urged many scholars to 

strongly criticize the definition (Nutbeam 1998; Huber et al. 2011; Gangl 2015). To comprehend and 

apply this definition, scholars sketched the three aspects of well-being in further detail (Larson 1999; 

Huber et al. 2011). Moreover, to apply this definition in research, the WHO operationalized well-being 

and all its domains in the Quality of Life (QoL) questionnaire (WHO 1996). Overall, the WHO’s model 

has been instrumental in moving away from a purely physical concept of health to include other aspects 

of health and define health as well-being. While mental health has gained more attention (cf. DSM-V), 

the social aspect of health has been largely neglected, and attempts to operationalize it through social 

functioning or social isolation (VanderZee et al. 1996) remain highly controversial (Larson 1999). This 

interpretation of social health refers to life skills such as empathy and solving conflicts and focuses on 

establishing and maintaining social relationships and the individual’s interaction with other people, 

social institutions, and societal mores (Russel 1973; Castel et al. 2008).  

In the 21st century, the struggle to concretize and operationalize the WHO definition’s various 

aspects continues. Much of the ongoing criticism addresses the absolute term “complete,” especially in 

a changing society and new, unforeseen circumstances influenced by climate. To adapt the concept of 

health to the world’s new realities, many experts from the Netherlands discussed the concept of health 
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and suggested understanding health as “the ability to adapt and to self manage” (Huber et al. 2011, 

p. 3). They claim that this operationalization of health would be concreter and easier achievable than 

the WHO holistic health model. However, it exclusively looks at the individual and ignores the 

contextual factors. Another group of experts also sought to define and concretize well-being originally 

for a specifically vulnerable group, people in conflict and disaster situations, but it applies to all people. 

They emphasize the ability to cope and list other crucial aspects of well-being beyond the individual’s 

control. Well-being is  

“a condition of holistic health and the process of achieving this condition. It refers to physical, emotional, social, and 

cognitive health. Well-being includes what is good for a person: participating in a meaningful social role; feeling happy and 

hopeful; living according to good values, as locally defined; having positive social relations and a supportive environment; 

coping with challenges through the use of positive life skills; and having security, protection and access to quality services.” 

(INEE 2010, p. 123). 

While the WHO definition of health might never be achievable, and Huber et al.’s (2011) definition 

runs the risk of seeking the cause of poorer health in the inability of the individual to adapt, the INEE 

definition (2010) distinguishes among multiple social and societal aspects that influence and contribute to 

good health.  

The ecological model of health 

A third important model is the ecological model of health, also called the socioecological model 

of health. It recognizes the genetic, mental, and social contributions to health but states that health is 

influenced explicitly by lifestyle, social network, living and working conditions, and the general 

political (cultural) context. The socioecological approach to health has been popularized by 

Bronfenbrenner (Bronfenbrenner 2004) or the rainbow model of health (Dahlgreen and Whitehead 

2006). These models take up and categorize the WHO’s findings on the role of environmental and 

social factors in individual health. WHO describes prerequisites of health positioned at the societal 

level, such as peace, shelter, education, food, income, a sustainable eco-system, sustainable resources, 

social justice, and equity (WHO 1986) and as social determinants, education, occupation, income, 

gender, race/ethnicity (CSDH 2007). While these models raise awareness of various influences on 

health on societal levels, they do not describe how the factors are linked. Also, Michael Marmot 

examined how different factors influence HL differently and identified social gradient, stress, social 

exclusion, work, unemployment, social support, addiction, food, and transport as key social 

determinants of health (SDOH) (Wilkinson and Marmot 2003; Marmot and Allen 2014; Marmot). 

WHO reaffirms the relevance of SDOH in the Rio Political Declaration on Social Determinants of 

Health (WHO 2011) by establishing a Commission on Social Determinants of Health (CSDH 2007) 

and creating a conceptual framework on SDOH based on empirical studies (see Figure 1) (WHO 2008, 

p. 43) 
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Figure 1: CSDH Conceptual Framework of Social Determinants of Health (WHO 2008, p. 43) 

The CSDH conceptual framework facilitates the assessment of health not only in terms of diseases 

and health status but also in distinguishing various influences on health that lead to health disparities 

and inequality within a society and between countries. Besides the individual’s determinants and socio-

economic position, also socio-economic and political context, including policies that guide the 

availability of and access to healthcare services, impact health. Empirical studies have shown that 

structural and environmental aspects determine health status by up to two-thirds (Giesecke and Müters 

2009, p. 363) and by as much as three-quarters in OECD countries (Tarlov 1999). Interventions based 

on the ecological health model focus not only on the individual but also on other social layers, such as 

the narrow social contexts, the societal contexts, and even the global context. The narrow social context 

includes family, community, significant others, and the general social environment where people live, 

work, and learn (cf. Ottawa-Charter WHO 1986). The social in health is discussed under the 

terminologies social adjustment referring to social network and social interaction, social engagement, 

social functioning, social capital, and social support, which are also linked to the function and adequacy 

of social support. Social support is perceived as a generalized resistance resource (Antonovsky 1987) 

and can take different forms, such as emotional, instrumental, informational, and appraisal support 

(Glanz et al. 2008). At the broader societal level, political, societal, and cultural aspects become 

relevant, such as laws and regulations, healthcare, health insurance and services, and interventions 

(Carrin and James 2005; Normand and Weber). Again, attention is drawn to the social determinants of 

health (Solar and Irwin 2010). e.g., the socioeconomic status of the individual in society (Lampert et 

al. 2016), education, migration, integration, racism, and other political, social, and cultural 

characteristics of society that likewise influence health (WHO and Europe 2008; WHO 2013) (see 

Chapter 4.3). Lastly, at the global social level, as the global pandemic and the transmission of other 

communicable diseases, the propagation of unhealthy food to all markets worldwide contributes to 

diseases of affluence, climate change and its impact on people worldwide, migration, and global 

information sharing have demonstrated the world’s high interconnectedness and the need for humanity 

to cooperate, take social responsibility and show global solidarity, e.g., visible in the discussion on 

Covid-19 (Ba et al. 2021; West-Oram and Buyx 2017). A joint health governance, e.g., through the 

World Health Organization, exchange of health and scientific knowledge, global training opportunities, 
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and transnational networks (e.g., the International Health Literacy Association), but also the holistic 

approach of One Health and Planetary Health are increasingly needed.  

Conclusions on descriptive models of health 

Although the three models co-exist in current medical and health research worldwide, other models 

are used by people, such as the Canadian First Nations model (Pewewardy 1999), the Circle of Health 

(Beattie-Huggan 2016) or common knowledge and interpretation by a layperson (Faltermaier et al. 

1998; Faltermaier 2016). The choice of model is not trivial, as it guides the interpretation of health and 

disease status, diagnoses, interventions, and recovery. However, the choice depends heavily on guiding 

worldviews and other factors such as available data collection methods, resources (such as time, 

financial, personal, qualification), and global and political changes (Richter and Hurrelmann 2016; 

Razum and Bozorgmehr 2016). Being aware of the various co-existing health models and their scope 

helps engage with people from different countries, cultures, and social groups and conceptualize, 

develop, observe, and promote health literacy.  

2.2 Terminology on Approaches to Influence Health 

2.2.1 Approaches to Influence Health: Key Terminology and Their Relationship 

The previous section introduced standard models of health. Although health is often measured with 

stable (objective) measurements at a given point in time, health is not stable but dynamic (Antonovsky 

1987) and can be influenced to a certain extent, see, for example, the interventions at different stages 

to promote and maintain health (Nutbeam 1998). When discussing health interventions, numerous ways 

of differentiation can be adopted, among which I consider the differentiation between a biomedical 

perspective on treating diseases and a health promotion perspective on improving health very useful. 

Biomedical interventions are extensively described and classified in ICHI (WHO 2016a) or guidelines 

(German: Leitlinie) (AWMF 2021) and used worldwide. Various interventions and ideas are also being 

developed for the health promotion perspective, especially by the WHO and at Health Promotion 

Conferences. As three dimensions determine an individual’s health: genetics, environment, and 

lifestyle, each dimension can be considered an entry point to promote it. Although studies report that 

even genetics can be partially influenced over generations, it is beyond short- and medium-term 

interventions that I am looking at in this thesis. Hence, I focus primarily on the environment, lifestyle, 

and interventions that can be addressed in a shorter time frame. Many interventions deal with the 

individual’s healthy lifestyle, which, if one takes the disease perspective rather than the health 

promotion perspective, is described as follows: “A healthy lifestyle is a way of living that lowers the 

risk of being seriously ill or dying early.” (WHO 1998, p. 26). However, before describing several 

purposeful interventions, it is important to mention a very crucial yet informal approach to promoting 

health, the setting approach. “Health is created and lived by people within the setting of everyday life; 

where they learn, work, play, and love.” (WHO 1986, p. 3). Consequently, a person’s social and 

environmental conditions play a crucial role in producing health. In addition, numerous formal 

approaches for improving health are known as health interventions. The WHO describes a health 

intervention as “an act performed for, with or on behalf of a person or population whose purpose is to 

assess, improve, maintain, promote or modify health, functioning or health condition” (WHO 2016a). 
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Health interventions span the full spectrum of health to diseases and death at all stages, e.g., promotive, 

preventive, curative, rehabilitative, and palliative health services (WHO 2021a). Each phase has its 

value, but for long-term sustainability, it is best to tackle the roots of disease, improve health, and 

prevent (the premature onset of) diseases rather than intervening after people are already sick (medical 

perspective) (Manchanda 2013). However, most interventions in our so-called health system aim to 

treat diseases rather than promote health (also seen in the classification manuals IDC-11 and DSM-V). 

As many socioecological factors influence health (Bronfenbrenner 2004), interventions can be 

characterized by levels such as addressing the individual, group/family, community, healthcare center, 

or politics. To advance the idea of a holistic, socioecological understanding of health, participants at 

the Ottawa Conference on Health Promotion in 1986 formulated a radical perspective for health 

promotion that remains relevant to date. They defined health promotion as “the process of enabling 

people to increase control over and to improve their health” (WHO 1986). Moreover, they identified 

five strategies reflecting the different levels: developing personal skills, reorienting health services, 

strengthening community action, improving the environment, and building healthy public policies 

(WHO 1986). At the 9th Health Promotion conference in Shanghai, participants reaffirmed these 

strategies and defined three core pillars of health promotion: good governance, healthy cities, and health 

literacy (WHO 2016d). When embracing a health promotion approach, such as the one adopted in this 

doctoral thesis, the focus on health is less on risk factors or interventions to regain health (e.g., 

medication administration) and more on creating healthy environments and improving individual skills 

(often referred to as health literacy). These different perspectives on health can also be seen in the 

distinction between health at risk or health as an asset (Nutbeam 2008).  

Numerous health communication and health education strategies are used to improve individual 

and community health skills. While health communication refers to activities concerned with sharing 

information to the right people in the right way at the right time and thereby focusing on the activity of 

the sender, health education is more interested in the recipients. With this, health education comprises 

“consciously constructed opportunities for learning involving some form of communication designed 

to improve health literacy, including improving knowledge, and developing life skills which are 

conducive to individual and community health. “(WHO 1998, p. 14 highlighted by the author). 

Nevertheless, although health education interventions (and health communication strategies) are widely 

used, much criticism is raised because some interpretations of health education employ more of a 

telling/instructing rather than an empowering approach (Dixon-Woods 2001). This already points to a 

challenge often faced regarding health interventions: many definitions of the different interventions are 

blurry and often overlap in practice. To help distinguish between the different approaches, the WHO 

has created a model that shows the relationship between the main health promotion interventions (WHO 

2012, p. 16)(see Figure 2). Since all models strive to represent complex issues and inevitably resort to 

reductions and simplifications, this model is not complete either. Nonetheless, it is intended to serve as 

a guiding framework in this work because it allows for describing the interrelationships between several 

interventions and identifying suitable intervention options. 
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Figure 2: WHO Relationship between Health Promotion Interventions (WHO 2012, p. 16) 

This WHO framework draws on a socioecological understanding of health, starts from the 

determinants of health, and outlines two pathways by which health promotion interventions can 

influence health literacy. HL is then considered a determinant of changed health behaviors, resulting in 

improved health outcomes and reduced inequalities. A distinction is made between an individual 

pathway, in which health education is used to reduce risk factors and improve personal capabilities, and 

a policy pathway, which includes interventions that reduce risk conditions and promote health-favoring 

conditions. Three aspects are remarkable. First, this model helps to place the various interventions in a 

logical order. Second, this model illustrates two critical pathways to improve health outcomes through 

increased health literacy: an individual-focused education pathway and a context-focused healthy 

public policies approach. Third, the model recognizes the role of health literacy but does not 

conceptualize it exclusively as literacy skills or knowledge; instead, it embraces a broader 

understanding (for further elaborations on HL, see Chapter 3). Although this model helps distinguish 

between several health interventions and describes their relationship, it still focuses on the active role 

of the individual (see changed behavior as a key contributor to improved health outcomes) and less on 

the improvement of the determinants of health that lead to risk factors and risk conditions. Focusing 

exclusively on empowering individuals and increasing their agency without including and changing the 

structural conditions may maintain rather than reduce health inequities, as opportunities for action and 

access to and uptake of health promotion services vary widely for different social groups. Therefore, 

other more structurally oriented researchers argue and provide evidence that a contextual approach 

leads to better health by improving the determinants of health. WHO could incorporate this pathway 

through healthy public policies, yet the only link to health literacy and health behavior and practice can 

be misleading and needs further explanation. For social conditions, the SODH Framework can provide 

direction. However, it is necessary to move beyond simply describing the determinants and their 

interrelationship to seeking explanations for their relations, for example, by using sociological theories.  
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2.2.2 Theories to Explain the Development of Health, Health-Related Behavior, and 

Beliefs 

Besides a basic understanding of health concepts and a pragmatic differentiation of health 

interventions, more attention needs to be paid to the process of promoting health and the theories likely 

to guide it. This work’s focus is not on the microbiological level but on how individuals can consciously 

influence their health through the use of health information. Two broad approaches can be distinguished 

(see Figure 2): formal, purposeful promotion of health and HL (health education) and indirect, informal, 

incidental promotion of health and HL (environmental support). While growing evidence exists on the 

intentional influence of health literacy (D’Eath et al. 2012; see also Glanz et al. 2008), research on the 

informal influence of health and health literacy is sparse but critically important. Numerous studies 

have demonstrated that health, health behaviors, and health literacy are strongly influenced by family, 

upbringing, and socioeconomic status (Lampert et al. 2016; Giesecke and Müters 2009; Schnabel 

2001). This role of the social context leads directly to socialization theory and other theories from 

sociology that seek not only to describe health and name health interventions but also to explain how 

health (and health literacy) can be promoted. Among the various theories that can be consulted for this 

dissertation, the most important is Antonovsky’s salutogenesis (Antonovsky 1987), Bourdieu’s theory 

of capital (Bourdieu 1987), Weber’s Structure-Agency Discourse applied to health by Cockerham 

(2005), and the Capability Approach introduced by Sen and Nussbaum (Nussbaum 2007; Sen 2015). 

These theories deserve to be elaborated on in detail because of their breadth and depth, yet this is beyond 

the scope of this dissertation. Therefore, following Thomas Abel, I only sketch the most critical points 

without claiming to cover all facets of these theories or relevant publications, or practical applications. 

Aaron Antonovsky, who wondered what keeps humans healthy despite adverse circumstances, 

explored the health of many Jewish women who survived concentration camps of Nazi Germany and 

developed the Theory of Salutogenesis based on these findings. His theory encompasses four crucial 

features: First, he worked out that humans are always fighting against chaos, such as health-

compromising circumstances. Secondly, health and illness are not distinct but form a continuum from 

“ease” to “dis-ease” as opposite poles. People constantly move in one direction or the other and always 

incorporate shares of both (ease and disease). Third, to move towards the ease pole of health, people 

take advantage of generalized resistance resources such as material resources, knowledge, coping 

strategies, and social support (Idan et al. 2016b). Moreover, Antonovsky identified the sense of 

coherence, a general perspective on life composed of three components: comprehensibility, 

manageability, and meaningfulness. Antonovsky highlights that people fight against chaos and are 

pushed toward the diseases pole of health, yet in order to resist and move towards the ease pole, they 

use their generalized resistance resources, which, in turn, increases their sense of coherence that 

strengthens them to ascertain that they will be able to cope with other (stressful) life situations as well 

and consequently improving their health immediately and in the long run (Idan et al. 2016a; Antonovsky 

1987). While Antonovsky states that the sense of coherence is acquired in early life (up to the age of 

30) and that the sense of coherence is relevant at all stages of life, he remains comparatively quiet about 

social aspects such as the role of social context and social networks (see the elaboration by Sagy and 

Mana 2017). Nevertheless, the role of the social network is critical in all phases of life, as shown by 

studies, including the remarkable longitudinal study of the lifetime by Harvard (Waldinger and Schulz 

2010). Although the theory of salutogenesis takes us a long way at the individual level, it does not 

explain how people acquire, learn, and routinize behavior patterns and preferences.  
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While Antonovsky investigated which aspects lead individuals to remain healthy despite adverse 

circumstances (the individual’s actions in the given structures), Bourdieu’s research interest was 

directed at the question of why social inequalities reproduce themselves (the structure in the 

individual’s actions) and which capital people need to move across social structures. Bourdieu 

discovered that people of different classes differ from one another because they possess three types of 

capital to varying degrees. Bourdieu refers to capital as “accumulated labor (in its materialized or its 

‘incorporated’ embodied form” (Bourdieu 1986, p. 241), i.e., resources are generated through labor. 

Besides economic capital, he also discovered and described social and cultural capital. Economic 

capital refers to money and material assets such as income, financial stocks, or property (Abel and 

Frohlich 2012, p. 238; Bourdieu 1983). Social capital, however, refers to the social network of mutual 

acquaintance and recognition that a person has and the wealth of the currently available, but also 

potentially available, material and non-material resources in this network. The third capital, cultural 

capital, appears in three forms: incorporated (referring to skills and knowledge), objectivized (such as 

books and tools) but also institutionalized (for example, educational degrees and professional titles). 

Cultural capital is acquired and learned, for example, in schools, universities, and through social 

learning within the individuals’ social class, status group, and or milieu. Because of its social contextual 

embeddedness, it is therefore dependent on the respective resources available and the social learning 

opportunities therein. Thomas Abel applied Bourdieu’s capital theory to explain health inequalities, 

and he states that health-relevant cultural capital incorporates “all culture-based resources that are 

available to people for acting in favor of their health” (Abel 2008, 2). He refers to health-related values, 

perceptions, behavioral norms and preferences, lifestyle patterns, knowledge, skills (specifically health 

literacy), and material and non-material resources. Since these resources are unequally distributed in 

society, the availability of capitals and their unique combination determines their position in society, 

and by transferring these capitals to the next generation, social and health inequalities are reproduced. 

Bourdieu noted that capitals are interrelated and inextricably linked (Abel and Frohlich 2012, p. 238), 

and he distinguishes between three different relationships: conversion, accumulation, and transmission 

(Bourdieu 1986). Several Public Health experts draw on Bourdieu’s habitus and capital theory to 

explain health inequalities. In doing so, these experts are interested not exclusively in measuring the 

extent of various social determinants of health and their influence on the individual’s health but also in 

explaining why these health inequalities exist (and are even reproduced in society). While Bourdieu’s 

groundbreaking work has contributed to a broader understanding of the reproduction of capitals and 

positioning in society, it is, in Abel and Frohlich’s views, “insufficient to agency for structural change” 

and thus does not support the transition from sociological explanations to public health actions (2012, 

p. 236).  

So how can a practical theory embedded in health promotion look like that includes both the (social 

and structural) conditions and their influence on the individual and the individual and his proactive 

struggle against these conditions and efforts to change the conditions? Abel and colleagues suggest 

utilizing the Structure-Agency-Theory (Abel and Sommerhalder 2015), which echoes the WHO 

Ottawa Charta’s framing of health intervention (WHO 1986; Abel and Frohlich 2012). They argue that 

the structure-agency approach, introduced by Max Weber, does justice to both the acting individual and 

the unequally distributed determinants for health (Abel and Sommerhalder 2015, p. 925). Drawing on 

Weber’s and Cockerham’s work, Abel et al. differentiate between life conduct (agency) and life chances 

(structures). Weber’s concept of life conduct encompasses more than behavior and includes the 

individual’s (re and pro-)active role in addressing the demands and opportunities in daily life (Abel and 
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Frohlich 2012, p. 237). Agency thus refers to the capacity of individual actors to make decisions about 

their behavior irrespective of the influences of the structure (Cockerham 2005, p. 51) and “as the 

socially structured development, acquisition and application of structural and personal resources by 

individuals in a given context” (Abel and Frohlich 2012, p. 239). Here the individual takes advantage 

of his or her different forms of capital (2012, p. 239), which can result in the reproduction or 

transformation of structures. Structures, however, are described as life chances, such as structurally 

anchored probabilities of achieving one’s goal (Abel and Frohlich 2012, p. 237). Cockerham further 

elaborates on it and explains that “structure pertains to regularities in social interactions (e.g., 

institutions, roles), systematic social relationships (e.g., group affiliations, class and other forms of 

social stratification, and resources that script behavior to go in particular directions as opposed to 

others that might be taken” (Cockerham 2005, p. 56). Abel links Cockerham’s work to Bourdieu’s 

work and illustrates that the three capitals interact and strongly influence health chances (Abel 2007, 

p. 56).  

 

Figure 3: Capital Interaction and Health (Abel 2007, p. 56) 

Although the agency-structure approach linked to Bourdieu’s capital theory is useful in capturing 

and describing the duality of both components that strongly determine health outcomes and social and 

health disparities, it does not provide theoretical and practical guidance for public health interventions 

that proactively influence them (Abel and Frohlich 2012, p. 240). Other theoretical approaches should 

be adopted here. A valuable starting point is the Capability Approach by Amartya Sen, an economist, 

philosopher and laureate of the Nobel Prize in Economics. Sen has developed an approach to combating 

inequalities in societies, which has found its way not only into the UN Human Development Index but 

also, for example, into the health sector (CSDH 2007; Marmot and Allen 2014). Sen focused on the 

individual and groups as an “active participant in change, rather than as a passive and docile recipient 

of instructions of dispensed assistance” (Sen 1999, p. 281). Moreover, he looks not only at the 

outcomes but at the individual’s chances to realize their life goals and thus can be related to the role of 

structurally transformative agency (Abel and Frohlich 2012, p. 240). Sen distinguishes between means 

such as resources and entitlements, which can be transformed into capabilities with the help of 

conversion factors and finally into functionings through choice. Functionings consist of doings such as 

activities and actions, e.g., working, resting, and beings such as being in good health, being literate, and 

being an active member of the community. (Abel and Frohlich 2012, p. 240; Robeyns and Byskov 

2021; Sen 1995, p. 39). In contrast, capability is understood as the capability to function. Sen describes 

capabilities as “a set of vectors of functionings, reflecting the person’s freedom to lead one type of life 

or another” (Sen 1995, p. 40), that is, the space of the “person’s freedom to choose from possible 
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livings” and is referred to as “the real opportunities.” Thus, health promotion initiatives that base 

themselves on Sen’s approach do not aim to tell the individual what to do and how to change behavior 

that is less conducive to health but instead aim to expand the person’s capability set so that his or her 

range of options to choose from which to make healthy choices is broadened. A limitation of Sen’s 

theory is that it remains comparably general and does not specify which capabilities should specifically 

be enhanced. Bourdieu’s capital theory or Nussbaum’s advancement of the capability approach 

(Nussbaum 2007) can be consulted here. For more elaboration on the role of the capability set to health 

literacy, see Chapter 8.  

Figure 4 illustrates the capability approach. 

 

 

 

2.3 Concluding Remarks on the Conceptualization of Health and 

Interventions 

This chapter presented the main models of health and illustrated that despite the WHO’s general 

health definition, the concept of health varies in professions, and academic disciplines (biology, 

medicine, public health, and sociology) and their specific ways of obtaining knowledge, understanding 

the cause of disease, the individual’s contribution to it (passive/active), the influence of the structure 

and consequently the preferred interventions for health promotion. The preferred and used health model 

can also vary between and within countries, social groups, or cultures. This means that it cannot be 

assumed that everyone understands health in the same way, but that it is essential to understand the 

prevailing model of health in each context and for each person in order to contribute to understanding 

and to be able to respond adequately. Moreover, not only on the individual level does the concept of 

health remain heterogeneous across social groups, but also in disciplines like medicine and public 

health, several concepts co-exist. Since this dissertation is concerned with the health and health literacy 

of vulnerable groups, not only does the understanding of health-related disciplines become relevant, 

but even more so the individual notions of health and respectively adequate interventions that guide 

their health behavior in daily life. Hence, it is irreplaceable to keep this heterogeneity and diversity of 

health models in mind, reflect it when analyzing health literacy practice, and be specific when using it. 

Figure 4: Capability Approach, adapted from Bittlingmayer (2012, p. 56) 
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Due to the pragmatic character of medicine and public health disciplines, various approaches to 

promote health were developed by the WHO, and these approaches often lack sound theoretical 

anchoring (Saboga-Nunes et al. 2019; Brazil et al. 2005; Crosby et al. 2013). While medical and health 

education approaches focus on the symptoms/competencies of the individual and public health studies 

trace the influence of social determinants on health, these approaches remain predominantly on the 

descriptive level and separate structure from the acting individual. This is different from sociological 

theories, which have emerged through the thorough observation of society, structures, relationships, 

and the individual, allowing health not to be limited to disease-related facets but to describe and explain 

it in its necessary context. The theories of Salutogenesis and Bourdieu’s capital theory move beyond 

describing the relationship between various facets of health and elaborate on individual characteristics 

(resources, sense of coherences, capital) that promote and contribute to health but are also shaped by 

the context. While many theories look at either the acting person or the influence of structure on the 

acting person, other sociological theories, such as the capability approach, argue that both structure and 

agency and their complexity and interconnectedness need to be examined. These theories can serve as 

a desperately needed and valuable orientation for public health interventions, especially when 

interventions should bring about sustainable changes. 

Though broad yet not exhaustive, this chapter’s summary of health models, interventions, and 

explanations shows that numerous aspects play essential roles in health, starting with defining what 

health and disease are and what is associated with health, and how they can be improved. It shows that 

health and what people do in terms of health are influenced by individual factors, the social context 

they live and grow up in, and its opportunities. Thus, to utterly understand a person’s health choices 

and practices in everyday life, a medical understanding of health is insufficient. Conversely, embracing 

the physical-mental-social and socioecological models of health defines and frames, in my view, health 

adequately and allows for exploring impacts, causes, and adequate interventions. Definitions based on 

this holistic and socioecological understanding of health and drawn from practice for vulnerable groups, 

such as those of INEE, can help concretize health (INEE 2010, p. 123). Not only should the health 

status be described in this interplay, but this holistic approach also allows for a more accurate capturing 

of how people obtain, assess, and use health information in a particular situation inside healthcare and 

in everyday life, thus exploring health literacy. This is discussed broadly in chapter 3. 
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3 Health Literacy – the Phenomenon and its Social Character 

Health literacy has moved from the margins to the mainstream of current public health discussions 

(WHO 2016d; Levin-Zamir 2020; Sørensen and Pleasant 2017) and is considered one of the critical 

pillars of health promotion among healthy policy and city in the Shanghai Declaration (WHO 2016d) 

and its promotion even entered health laws SGB V §20 K (2021). It serves as an explanation for 

bridging the gap between health information, making health decisions, and changing health behavior, 

thus contributing to health equity. While the earliest studies and publications on HL originated in North 

America and embraced a literacy- and healthcare-focused perspective, European countries adopted HL 

and integrated a public health and health promotion perspective (WHO 2013). More recently, scholars 

and practitioners from around the world contributed to the evolving understanding of HL. Additionally, 

the global health governing body, the WHO, vigorously promoted the topic in its publications and 

declarations that reiterated the importance of HL for all countries (WHO 2013, 2016b, 2016d). The HL 

concept has expanded in breadth and depth in the process, extending beyond the individual capabilities 

to organizational health literacy (Pelikan 2019). Nonetheless, in recent years, the voices of researchers 

advocating for a more complex perspective on health literacy as a social practice (Papen 2009) or shared 

skill (Lorini et al. 2020) are growing louder, considering the intracity of social-communicative 

interaction with health information (Robin 2014). Because the concept of health literacy is evolving 

and is a “work in progress” (WHO 2013, p. 2), it is necessary to thoroughly understand the concept, 

its influencing factors, measurement, use, and promotion/development. This profound knowledge 

forms the basis for evaluating the concept of HL in a critical, theoretically oriented, and empirically 

informed manner. 

This chapter gradually approaches HL by reviewing definitions (Chap. 3.1.1), models/theories 

(Chap. 3.1.2), standard measurements (Chap. 3.1.3), and interventions to promote HL (Chap. 3.2) and 

linking them to the social aspect of HL (Chap. 3.3). Due to the rapidly growing body of literature on 

HL, it is impossible to account for and adequately cover all publications; therefore, I select some of the 

most globally known and widely cited documents/studies as the basis for my argument (Nielsen-

Bohlman et al. 2004; Berkman et al. 2011; WHO 2013; Nutbeam 2000; Schaeffer et al. 2017). 

3.1 Understanding HL Based on Definitions, Concepts, or Measurements  

First, I will approach HL by deriving an understanding of HL from definitions, conceptual models, 

and survey instruments. Thus, I will establish a theoretical foundation for this doctoral thesis, highlight 

the topic’s complexity and dynamic, and introduce the conceptualization of HL used in this thesis. Then 

I will draw some general and study-specific conclusions. 

3.1.1 Definitions of Health Literacy 

The understanding of health literacy is far from clear and highly debated. Health literacy was not 

in everyday use at the WHO’s foundation in 1948 but was first mentioned in 1974 by Simonds (1974, 

Ratzan 2001). Although existent, it was not taken up in the Ottawa Charter in 1986 (WHO 1986), the 

guiding document for health promotion and, thus, for this dissertation. In subsequent years, especially 

after the World Health Promotion Conference in 2009 Nairobi, Kenya, and its Nairobi Call, the 

terminology gained momentum at the global level (WHO 2009; Catford 2010). It became an integral 
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part of many public health programs and health strategies and was reaffirmed at the last global Health 

Promotion Conference in Shanghai in 2016 as one of the three essential pillars for health promotion, 

also relevant to achieve the Sustainable Development Goals (SDGs) (Nutbeam 2000; Okan 2019, 

pp. 24–25). Various health literacy concepts exist, and what health literacy means and should entail is 

still subject to vigorous debates (Berkman et al. 2011). Several researchers have already endeavored to 

characterize and compare different definitions (Peerson and Saunders 2009; Malloy-Weir et al. 2016; 

Sørensen et al. 2012). Various lines of differentiations can be used to depict the broadness and diversity 

of HL definitions, such as:  

- Disciplines derived: medicine, public health, literacy education, education, adult education. 

- Understanding of health: limited to healthcare or includes disease prevention, health 

promotion at the individual, community, and societal levels 

- Understanding of literacy: skills related to language: reading and writing, oral skills (Rudd 

2015), communication skills or knowledge and broader skills, cognitive skills, competencies 

or even including motivation, willingness, and confidence (Sørensen et al. 2012, p. 3)  

- Level or scope: whether HL is functional/comprehension, interactive /communicative, or 

critical (Nutbeam 2000) 

- Components of HL: scientific literacy, numeracy, civil and social action, theoretical and 

practical knowledge, critical thinking, communication, and further components 

- Specification: by content: from cancer health literacy to health system literacy to general 

health literacy, or based on the domain: analogous versus digital, e.g., ehealth literacy 

- People: a definition for individuals, systems, health professionals, organizations, the general 

public, or even family, community, or society. 

- Purpose of HL: understand health information, make healthy decisions, or more broadly, 

promote and maintain good health, change health practices, and understand the conditions that 

determine and change living situations and health (Dodson et al. 2015b; Ratzan 2001; Abel 

2007).  

- Targeting: only written health information or any type of health information that is either 

written, oral or visual presented, only general information or differentiated between health 

information, support, services, and resources (Dodson et al. 2015b) 

- Perspective: deficit or asset (Nutbeam 2008) or “resources for increasing the chances for 

health gains” (Abel 2007, p. 59) 

- Dynamic attributed: static (literacy level) or dynamic, evolving. 

While some aspects, e.g., its dynamic character, may describe two opposing approaches 

(dynamic/static), most of the lines of differentiation presented are different orientations to the topic 

rather than distinct opposites. This brief, incomplete overview illustrates the diversity and complexity 

of health literacy and its application in HL research and practice; consequently, it prompts a call for a 

transparent, clarifying HL in use. The context of HL’s use and purpose must be included in each 

appraisal of the definition. Moreover, based on recent studies and developments in the field of HL, 

groups of researchers present some considerations for a new definition of health literacy (Pleasant et 

al. 2016a) and also the International Union of Health Promotion and Education outlines a vision for a 

health literate world (Levin-Zamir 2020).  
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Since this dissertation explores health literacy in the context of daily living, the definition 

developed by the European HL Consortium, based on a thorough analysis of commonly used HL 

definitions, is considered appropriate.  

“Health literacy is linked to literacy and entails people’s knowledge, motivation and 

competences to access, understand, appraise, and apply health information 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.” (Sørensen et al. 2012, p. 3) 

Several aspects are worth mentioning in this definition: such as different activities related to HL, 

different domains of health interventions, components of HL (literacy, knowledge, motivation, and 

competences), and the lifelong perspective. 

While most definitions conceptualize health literacy as an individual skill, multiple empirical 

(qualitative) studies challenge this individual perspective on health and HL and call for integrating a 

“social” perspective (Pitt et al. 2019). The importance of a social aspect is not foreign to HL definitions; 

see the WHO Health Promotion Glossary that defines HL as: “the cognitive and social skills which 

determine the motivation and ability of individuals to gain access to, understand and use information 

in ways which promote and maintain good health” (WHO 1998, p. 10 highlighted by the author). 

The social orientation is echoed in the Toolkit for Low- and Middle-Income Countries, which states 

HL is “the personal characteristics and social resources needed for individuals and communities to 

access, understand, appraise and use information and services to make decisions about health, or that 

have health implications.” (Dodson et al. 2015b, p. 12 highlighted by the author). This was reiterated 

during the last WHO Conference on Health Promotion in Shanghai as “increasing knowledge & social 

skills to help people make the healthiest choice and decisions for their families and themselves” (WHO 

2016c, p. 13).  

In summary, social appears in HL definition as (a) skills for interacting with others, (b) resources 

accessed by a person when using HL (Greenhalgh 2015), (c) the actors themselves as individuals and 

communities, and (d) the people for whom health decisions are made or to whom health actions pertain 

(families and themselves).  

3.1.2 Conceptualizations and Theories of HL  

A second approach to exploring a concept is scrutinizing its models, frameworks, and theories. 

Although the terminology theory and model are widely used in science, their distinction varies across 

disciplines (e.g., between medicine and sociology) and is even contested within a discipline. In health 

sciences, in particular, many conceptual models are used for describing the relationship between 

different elements that contribute to health (Ratzan 2001, p. 209; Glanz et al. 2008; WHO 2008). The 

purpose of a conceptual model is to simplify a complex topic, present it visually, and develop 

interventions and instruments to measure and monitor it (WHO 2012, p. 18), often at a descriptive level. 

Prominent examples include an HL model that links determinants of health to HL and HL to health 

practices and health see the HLS-EU-Q (Bröder and Carvalho 2019, p. 41; Nielsen-Bohlman et al. 2004, 

p. 5; Sørensen et al. 2012). In contrast, theories, for instance, from sociology, “provide definitions and 

sets of propositions explaining some facet or facets of social reality” (Cockerham 2013, p. 2). The 

advantages of using and teaching (sociological) theories in public health are that they allow 

understanding of the power and influence of social structures against which individuals find it difficult 
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to defend themselves. They enable one to develop a sense of social relations of power and dominance. 

They enable one to understand own’s professional position in context with other disciplines and to 

generate options for action. Finally, they enable one to better understand oneself and the schematic 

responses of one’s professional field, opening up new personal and institutional possibilities for action 

(Bittlingmayer 2016, pp. 34 f). Next, I will introduce standard theoretical models and the theories used 

in the HL debate. 

Conceptual Models 

Over the past 30 years, several conceptual models of HL have been developed and used in various 

contexts and for multiple reasons. The models differ considerably in their underlying understanding of 

HL, the narrow or holistic nature of the picture portrayed elements included, and their relationships. 

Because health literacy is a concept shaped by and influences many aspects, so the search for an 

appropriate HL model is ongoing. I describe standard HL models and elaborate on the social aspect, 

including health and social practice determinants.  

Like the diversity found in HL definitions, also HL models vary in their simplicity versus 

complexity, facets included and can be subdivided into models that conceptualize HL (see HLS-EU-Q 

(The HLS-EU Consortium 2012), Toolkit (Dodson et al. 2015b)) and models that outline the process 

of promoting health literacy (WHO 2012). Among the most cited models is the comparatively simple 

WHO Health Literacy Framework model (WHO 2013, p. 1), which describes the level of HL as an 

equation between the individual’s skills and abilities and the demands and complexity of the healthcare 

system. Thus, health literacy is not exclusive to the individual or the health system but concerns the 

interplay, i.e., the interaction between the resources and requirements of the individual and the health 

system. Since this situation concerns the exchange of health information, health literacy in practice is, 

per se, a social practice. 

Another simple but very influential HL model, developed by Nutbeam, does not look at the 

competencies or tasks of the individual but focuses on the difficulty levels of the required competencies. 

Here Nutbeam distinguishes three levels of HL: functional, interactive, and critical:  

• Basic/functional literacy – sufficient basic skills in reading and writing to be able to function 

effectively in everyday situations, broadly compatible with the narrow definition of health literacy 

referred to above.  

• Communicative/interactive literacy – more advanced cognitive and literacy skills which, together 

with social skills, can be used to actively participate in everyday activities, extract information and 

derive meaning from different forms of communication, and apply new information to changing 

circumstances. 

• Critical literacy – more advanced cognitive skills which, together with social skills, can be applied 

to critically analyze information, and to use this information to exert greater control over life events 

and situations (Nutbeam 2000, p. 263 f) 

Many researchers took up this tripartite division (e.g., Muscat et al. 2016; McKenna et al. 2018). 

While functional health literacy consists of performing simple tasks and following instructions, 

interactive health literacy is more related to social practice and the communicative side, and critical 

health literacy, understood in its radical way, goes beyond critically analyzing health information and 

touches on the social determinants of health and how society can be influenced to create a healthier 



Health Literacy – the Phenomenon and its Social Character 

 23  

environment (Nutbeam 2000; Rootman et al. 2008; WHO 2013; Levin-Zamir et al. 2017; Levin-Zamir 

2020). Other models look at the concept of health literacy in detail and differentiate between various 

dimensions or components of health literacy, such as literacy, knowledge, and scientific literacy (Frisch 

et al. 2012) or Massachusetts (MDEACLS 2001). While these differentiations provide a better 

understanding of the heterogeneity of the concept’s components, it is rarely elaborate on how these 

components are linked to one another, and they do not explicitly embed it into a broader context with 

social determinants of health or health outcomes and thus remain incomplete. 

Other conceptual models aim to describe the relationship between health literacy and health and 

see the relationship between (demography and resources and prior knowledge leading to health literacy, 

leading to health behavior followed by health status, and eventually health see WHO conceptual model 

(see Chapter 8). This causal pathway is also assessed in correlations but remains on a comparably 

general level (Doak et al. 2007). Whereas other models follow this linear model and specify the various 

aspects involved: such as Paasche-Orlow and Wolf’s pathway (2007) who differentiate between more 

determinants of health and hint at health literacy in different areas of action, Squires (2012) tried to 

differentiate even more by referring back to the equation of health literacy, but adds determinants, 

mediators, and outcomes. She also differentiates between demographics, individual resources, (physical 

and mental) capabilities, and prior knowledge.  

Two other widely known models are the Health Literacy Questionnaire (Osborne et al. 2013), 

measuring HL on nine scales, and the HLS-EU conceptual model (The HLS-EU Consortium 2012). 

This aims to bring together the multitude of different determinants, areas, and steps in health 

information processing (see Figure 5). HLS-EU model already acknowledges the social (and 

environmental determinants) of health and describes that HL is located at all levels of populations (not 

only on the individual). However, not so much is seen in the competence-oriented assessment (see 

Chapter 3.1.3). 

 

Figure 5: HLS-EU Conceptual Model of Comprehensive HL (Sørensen et al. 2012, p. 9) 

Most concepts were developed in Western countries for use there and hence corresponded to the 

situation there. However, many qualitative studies showed that health literacy in other regions of the 

world might be more sensitive to other aspects, such as the availability of a health system or the role of 
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the community in health decision-making in the respective context. To fit the general conditions of low- 

and middle-income and more communal-oriented countries, Osborn et al. developed the ISHA-Q model 

in the Ophelia project. Similar to the equation of health literacy, Dodson et al. differentiate between 

two sides of health literacy: firstly, the individual’s health literacy and, secondly, the health literacy 

responsiveness (Dodson et al. 2015b, p. 13). 

“The health literacy responsiveness of services (includes the availability and accessibility 

of information, environments, resources, supports) interacts with the health literacy of 

people making and supporting health decisions.”  

Health literacy itself is understood as the  

“Ability and willingness to engage with available information, environments, resources, 

and supports,  

Ability and willingness to communicate and assert decisions,  

Ability and willingness to enact decisions and to solve problems appropriately (…) 

and both influence the decisions made” (Dodson et al. 2015b, p. 13) 

The particularity of this model is that it includes information, environments, resources, and support 

(and by this moves beyond the mere health information related approach of many HL definitions) and 

looks besides the ability (so the skills) also to the willingness (motivation) to perform the activities. 

Moreover, based on the verbs chosen, the HL used here is more proactive than in other models. In the 

Ophelia project, Dodson et al. advocate for the toolkit for low- and middle-income countries and 

recommendations and introduce the Information and Support for Health Action Questionnaire (ISHA-

Q), including fourteen scales, categorized into three groups: the supports and abilities scale (37 

questions), the barrier scale (4 questions) and the health actions scales (19 questions) (Dodson et al. 

2015b).  

When summarizing the core elements of these conceptual frameworks, it becomes evident that all 

these models of HL are very heterogeneous, which resonates with the findings described for the 

definitions. In complex models, HL is embedded between the antecedents, often reduced to social 

determinants of health and consequences of HL, also understood as health outcomes which indicates 

an assumed linear relationship. Although the more complex models name various (social) determinants 

of health literacy and health outcomes, they do not elaborate on how these determinants or outcomes 

interact with one another and whether they are associated. This is a shortcoming because an in-depth 

understanding of this would allow exploring HL in further depth and help identify ways to improve it.  

By exploring the role of social aspects considered, one can conclude that it arises in different areas: 

primarily as a social determinant of health based on the people involved, which can start from the 

individual alone, the individual and the medical professionals, the individual in a social group or 

context. However, apart from the ISHA model, all other HL models put the individual at the center and 

do not embrace them as part of a social network but assess the individual’s abilities and skills, detached 

from its social network. Although these conceptual models refer to elements relevant to health literacy, 

they lack in description of what is happening when using health literacy, such as the social interaction 

in each situation and context.  

Theories 

Besides conceptual frameworks, theories on health literacy can help shed light on the topic under 

study. Already a quick search for “theor*” in different documents shows that the word “theory “or 

“theoretical” rarely occurs in recent publications on HL and is then referred to as theoretical framework 
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(Okan et al. 2019, p. 1), theoretical model (Bleckmann et al. 2019, p. 238), theoretical construct 

(Pleasant et al. 2019, p. 67), theoretical concepts (Nielsen-Bohlman et al. 2004, p. 115), theoretical 

knowledge (Okan 2019, p. 24) or theoretical challenge (Okan et al. 2019, p. 1). The analysis of the 

contexts used showed that when referring to theory, mostly people present “concepts” (Firnges et al. 

2019) developed by experts theoretically and only seldom evaluated in empirical studies (Paasche-

Orlow and Wolf 2007) or explicitly referring to theory (Ryan et al. 2012) in real terms (Sørensen et al. 

2012, p. 8). The importance of theories in public health is very scanty and primarily added by sociology 

or educational sciences - for different approaches. The only theories explicitly mentioned and linked to 

health literacy are theories promoting HL. Among these are the most common Bandura’s social 

cognitive theory by Bandura (1971), Vygotsky’s zone of proximal development (Bröder and Carvalho 

2019, p. 45), Erikson’s theory of psychosocial development (Kondilis 2019, p. 636), general theories 

of socialization (Paek et al. 2011), the self-efficacy theory (Pleasant et al. 2019, p. 70), and general 

theories from education such as adult education theories (Knowles 1973; Bitzer and Spörhase 2015), 

but also health education theories derived from psychology such as the Theory of Planned Behavior 

(Ajzen and Fishbein 1980), Health belief model, but even literacy theory (Wallerstein and Bernstein 

1988), and Antonovsky’s Salutogenesis (Saboga-Nunes et al. 2019, p. 650) can be used. This collection 

of theories originating from different disciplines and used in HL cannot claim to be complete given the 

abundance of contributions to HL; it already demonstrates that multiple disciplines from which health 

literacy studies draw, but they also demonstrate that there is no single widely accepted theory of HL 

promotion (Nielsen-Bohlman et al. 2004, p. 156; Nutbeam 2000, p. 260; Mantwill et al. 2015). This 

need for more theoretical underpinnings was already formulated in 2004, when Nielsen-Bohlman et al 

concluded in their study on HL that “Federal agencies responsible for addressing disparities should 

support the development of conceptual frameworks on the intersection of culture and health literacy to 

direct in-depth theoretical explorations and formulate the conceptual underpinnings that can guide 

interventions” (Nielsen-Bohlman et al. 2004, p. 14). Eight years later, Sorensen et al. still concluded 

that “most of the existing conceptual models are not sufficiently grounded in theory” (Sørensen et al. 

2012, p. 8) and also another seven years later Sentell and colleagues came to the same result when they 

were analyzing the social context of HL: “the empirical studies described in this review frequently 

lacked a connection to the theoretical literature, failed to clearly articulate their theoretical basis or 

drew on multiple, sometimes conflicting, conceptualizations of health literacy and/ or social capital 

within a single paper. “ (Pitt et al. 2019, p. 678). So, a better theoretical understanding of HL is severely 

needed (Reder et al. 2020; Freedman et al. 2012) 

Although social determinants of health, especially education, are significantly linked to HL, it does 

not explain the variation between people at the same educational level. Health psychology or 

communication theories can help (Nielsen-Bohlman et al. 2004), yet people’s patterns, abilities, and 

resources in certain situations are also shaped by their upbringing /socialization. So, theories from 

sociology (and health sociology) can also be fruitful. Bauer fills a gap by linking individual and social 

embeddedness by discussing Bourdieu’s social theory (Bauer 2019) and Abel frames HL as 

incorporated cultural capital (Abel 2007; Abel and Sommerhalder 2015). Although these theories are 

very helpful in describing and plausibly explaining the situation in a stable society in general, this 

becomes more difficult when fundamental changes are added, such as in the case of migrants (Berry 

1992) here theories from psychology could be used to explain the behavior of the individual, such as 

the theory of planned behavior (WHO 2012, p. 28 f)). To focus on the health aspects, the theory of 

salutogenesis is valuable (Saboga-Nunes et al. 2019) but also theories that help explain the individual’s 
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free choice within a society, see the capability approach introduced by Sen (Sen 1999; Robeyns 2006) 

and Nussbaum (Nussbaum 2007) and applied to health promotion by Abel (2012). Abel also highlights 

the structure-agency approach (Abel and Sommerhalder 2015). Surprisingly, although some theoretical 

contribution to HL from sociology exists, they are rarely picked up in the health literacy research, 

practice, or policy, and most studies in HL explain variances based on empirical evidence of 

quantitative data rooted in pragmatism but do not explain how it came about and how they are linked. 

One reason might be that it is very complex and requires a more theoretical foundation of public health 

(Bittlingmayer and Ziegler 2012). 

This brief overview of the ordinary understanding of HL has provided insights into the conceptual 

understanding of HL. Overall, existing theories are rarely touched upon, but they are also rarely 

developed further. However, developing conceptual interventions that target HL is challenging without 

a solid theoretical foundation. 

3.1.3 Instruments & Measurements 

Apart from the definitions and concepts, it is equally important to understand how health literacy 

is assessed and how the results of health literacy studies, such as low literacies, are qualitatively 

interpreted because these studies form the empirical basis for political decisions made.  

In recent years numerous instruments have been developed to assess health literacy (Nguyen et al. 

2015) and a selection of more than 100 have been validated. Instruments published in peer-review 

journals are listed in The Health Literacy Tool Shed Database provided by Boston University (USA) 

(Paasche-Orlow 2021). These measures are heterogeneous (Berkman et al. 2011, 4 f; Abel and 

Sommerhalder 2015; Haun et al. 2014). Nonetheless, when looking at the tools used in scientific 

journals, some questionnaires are more prominent in HL studies than others (Pleasant et al. 2019, p. 69). 

The instruments vary, e.g., literacy, HL in medical settings (clinical approaches), and more 

comprehensive HL measures in context (Public Health approach) (Pleasant and Kuruvilla 2008; Levin-

Zamir 2020, 611f). The quantitative measures also differ in terms of  

• Concept of literacy: Whether they measure reading/pronunciation ability (REALM), reading 

comprehension (NVI), the need for help in reading (single-item screener (Morris et al. 2006)) 

or cognitive skills, knowledge, or complex cognitive skills (of deciding and acting), 

communication skills, or a personal trait (Bitzer and Spörhase 2015). 

• Assessing concept: Whether HL is measured indirectly by using literacy as a proxy (WHO 

2013, p. 18) or directly, for instance, by measuring performance in a task-based questionnaire 

or self-rated skills (Nutbeam and Lloyd 2021) and whether they use words (REALM), tasks 

(TOFHLA), cloze activities (= clinical screening tests) or activities that should be rated (e.g., 

HLS-EU-Q)  

• Target population: Whether researchers assess the HL of the general population, a patient 

population, an individual patient, or a healthy person. 

• (Societal) level addressed: Most models concentrate primarily at the individual level or 

include the health system level or society itself. 

• Concept of health: General HL, health service literacy, or diseases specific or domain-specific 

HL 
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• Length: From short questionnaires (one-item evaluator) to multiple facets assessed and the 

respective opportunity to interpret the measures for various domains/dimensions and thereby 

its likeliness of being used  

• Purpose: Individual rating patient, identifying level in society or assessing the level to 

increase/lower the share in health insurance, proving the impact of an intervention 

Several overviews of health literacy measurements exist (Zhu 2018) and reveal the diversity, 

tremendous complexity, and challenge of bringing studies together (in Meta reviews). When discussing 

a construct, it is always necessary to check whether the instrument measures what it is supposed to 

measure. One hint to this is to explore the HL definition that is underlying the measurements, yet, 

Pleasant et al. showed that not all measurements are based on definitions, e.g., REALM and TOFHLA 

have none (Pleasant et al. 2019, p. 70), and from his summary of instruments and underlying definitions, 

one can conclude that the social aspect of health literacy is not always included. As many researchers 

emphasize the sociocultural perspective on HL (Sentell et al. 2017; Bröder and Carvalho 2019, p. 45; 

Anchang and Mbunwe 2019, p. 335), it is necessary to represent it in measurements. This challenge of 

assessing the social context in HL was taken up by Pitt, Sentell, and colleagues (Sentell et al. 2017; Pitt 

et al. 2019), who conducted an exhaustive assessment of the social in HL in quantitative and qualitative 

studies. They concluded that although various terms such as social capital and social network were 

used, they were operationalized similarly (see Chapter 5.1.). Opportunities of how social is included in 

health literacy give, for instance, the HLQ, which is based on the WHO definition including “social 

skills” and operationalized it in the fourth scale focusing on “social Support for Health” (Osborne et 

al. 2013). The HLS-EU operationalizes HL as a cognitive ability used in concrete activities, including 

activities with other people, e.g., talking to the doctor, but that also requires the inclusion of social 

determinants of health when exercising (see Item 16). Similarly, the social is often transformed into 

social determinants of health but does not refer to social support. Yet social support is not always 

considered beneficial because the single-item screener uses social support as a sign of the individual’s 

low HL (single-item screener) (Morris et al. 2006, p. 2). Although researchers in Europe stress that both 

the individual’s skills and abilities and the demands and complexity of the health system form health 

literacy and “[b]oth need to be measured and monitored” (WHO 2013, p. 1), one rarely finds 

instruments that assess both sides of HL. 

Interpreting results of quantitative studies 

However, alongside the discussion of the adequate operationalization of HL (and its validity), a 

second discussion must be considered: the statistical analysis, the qualitative interpretation of the 

results, and the conclusions drawn. All measures describe optimal health literate persons as those with 

the highest levels of HL and categorize individuals according to predefined benchmarks not in high or 

low2 but in adequate or inadequate to meet the theoretically defined requirements. Yet, explanations of 

whether these cut-off values and their qualitative interpretation are plausible and adequate for all 

contexts and situations need to be critically discussed, especially when only HL’s individual side is 

measured and the contextual and situation-specific aspects are ignored. Generally, the following aspects 

must be looked at carefully when discussing HL as a social practice and in its social context: 

 
2 A fundamental understanding needs to be clarified: No person is health illiterate; everyone has already acquired health literacy skills. 

However, whether the available competencies fit the ideal understanding (requirements) of HL in the setting and given situation or not is 

going to be revealed and seen in each situation (see Bauer 2019). 
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- People are conceptualized as individuals and autonomously and rationally acting persons in HL 

studies, and based on the qualitative interpretation of the quantitative study results; the ‚optimal’ 

person is the one with the highest levels of HL who can perform the required tasks or evaluates 

them as always capable of mastering situations. Nevertheless, whether people always behave 

rationally about health and disease is, at a minimum, open for discussion. 

- When framing HL as a situated social practice, many aspects are ignored: such as the complexity 

of the language used, the actions performed, the situation itself, the actors present and their 

relationship, and, in particular, the context, for instance, the political, societal, and cultural contexts. 

Also, the immediate and indirect role of families and social networks are often ignored, and 

sometimes social support is even used as an indicator of poor literacy. 

- Furthermore, it is insensitive to the context-based opportunities and limitations of the individual 

and the situation presented, whether they can have options, influence their life, or live in 

challenging conditions (such as inmates?) 

- It rarely calls for an in-depth study of the relationship between measured competencies and 

decision making and health behavior in society and a healthy society under several situations and 

to explore the explanation for it. 

- Caution in concluding primarily, people are judged based on one dimension, health literacy, and 

the conclusion from cross-sectional studies is that people with low HL will also have impairment 

in health. However, it is not yet proven whether HL is strongly linked (overall) to poorer health. 

Moreover, long-term studies are needed that allow monitoring of the development of HL over time 

in various situations and describe the role of social in it, among others.  

In addition to this criticism, Abel thoroughly discussed the various (and contradictory) approaches of 

HL (2015). 

Besides understanding health literacy as a quantitative, measurable concept, the focus on health literacy 

has expanded, and more qualitative studies on health literacy are slowly but increasingly conducted. 

Here, the focus is on health literacy as a social practice, and researchers assess health literacy in a given 

context (Papen 2009; Samerski 2019). Besides qualitative interviews or focus group studies, the role 

of ethnographic research with participant observation became increasingly relevant. A last and often 

overlooked perspective of assessing HL is approaching it from a theoretical basis, such as the capability 

approach and others (Abel and Frohlich 2012). 

After all these critical remarks on health literacy measurements, it is plausible to conclude that it 

is necessary to have a detailed look at what is the underlying idea of health literacy and how it is 

measured (the performance or competence in which events are described) and to be thorough in 

describing which generalizations can be drawn for which sample and which perspective on HL (medical 

or public health). 

3.1.4 Concluding Remarks on Understanding Health Literacy 

The purpose of the previous passages was to explore health literacy based on different definitions, 

models, and measurements and provide a theoretical and conceptual basis for the thesis. Here, a 

primarily descriptive approach was used, revealing the immense variety and heterogeneity in multiple 

ways (such as the concept of health, literacy, broadness of and multitude facets included, the target 
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group addressed). Due to the heterogeneity and diversity of health literacy and the multiple contexts in 

which it is used (besides clinical settings and everyday life), it is difficult to evaluate each of them 

conclusively because this evaluation requires explicit standards for orientation. Nutbeam’s 

classification of functional, interactive, and critical HL can serve as an orientation, but every other 

evaluation must first describe the underlying premises of health and literacy as well as the context in 

which it occurs.  

The previous passages, both Chapter 2.1 and Chapter 3.1, showed that HL can take on various 

understandings depending on the concepts of health and literacy.  

 

 

This overview helps to differentiate roughly between various approaches to HL and illustrates the 

increased complexity when also looking at the measurements. Due to this tremendous complexity and 

diversity of answers, I argue that it is necessary to define what concept people have in mind when they 

refer to health literacy and understand health as diseases and literacy as reading than the term medical 

literacy (Peerson and Saunders 2009) or disease literacy would be more appropriate. However, when 

referring to a holistic understanding of health, including determinants of health, and literacy is 

understood as multiple competencies, one could argue as a critical comprehensive HL from a 

salutogenic public health perspective. One strategy to make the concept of HL more explicit is to 

specify the underlying understandings by referring to it in the subscription (for instance, HLHLS-EU-Q16). 

In conclusion, the term health literacy is complex, multi-facets and the discussion around it can be 

ambiguous, ambiguous, and even contradictory. For instance, when health literacy is considered an 

asset or a deficit depending on whether HL is perceived from a healthcare or public health pathway 

perspective. Also, it is a favorable and challenging topic: Favorable because there are almost no 

boundaries to that term, and therefore almost all initiatives and interventions can be linked to it seen in 

the tremendous increase of studies and interventions on health literacy). Due to the free interpretability, 

comparing studies is limited and error-prone, and thus conducting meta-reviews that undoubtedly 

demonstrate the contribution of health literacy to long-term outcomes is impossible.3 This can also 

endanger the long-term support of HL by Public Health.  

 
3 Having robust studies on long-term outcomes would allow arguing more empirically based for investments in health literacy. Yet, due to 

the variety of topics included and the multitude of facets that contribute to the situation in which health literacy is used, it might not be 

possible to create meta-studies. 

Figure 6: Differentiating of Understandings of Health and Literacy in HL (own figure) 
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The choice of definition, measurement, and intervention should be guided by the actual health, 

social, and cultural needs of the people affected (Dodson et al. 2015b, p. 7) and not by what is most 

feasible. The social aspect plays a vital role in multiple definitions, frameworks, and measurements at 

the macro level as social determinants, at the micro-level as the target group (not only the individual 

but its family/community) or actors in each situation and relying on social support as an asset (e.g., 

generalized resistance resource) or as a sign of deficit. Although the influence of social determinants 

on the actual activities is undisputed, how this occurs “remains obscured or unmentioned” in most 

definitions (Pinheiro 2019, p. 557). 

In this doctoral thesis, I will embrace health literacy as content- and context-related situated 

social practice used to effectively engage with health information (information, support, service, 

resources to cope, self-manage, and improve health). Yet, how health literacy skills are used, acquired 

health literacy, and promoted needs further exploration, which is what I describe next. 

3.2 Development of HL: Determinants, Acquiring, and Promoting HL 

The previous chapters presented the conceptualization of HL using definitions, models, and 

measurements and revealed that HL has various understandings. Although many of these 

conceptualizations depict (and measure) HL in a static manner (e.g., skill at one point in time), 

ethnographic studies show that it is a competence that is acquired and can be promoted, e.g., through 

health education (Nutbeam 2000). Different interventions are suggested depending on the 

understanding of HL and how it can be improved. The concept of health literacy has developed from 

the observation that some people have difficulties reading health-related information and that 

communicating with them about health topics is challenging. So, in the early stages of health literacy, 

much effort was put into understanding the concept better (cf. reports by Nielsen-Bohlman et al. (2004) 

or Berkman et al. (2011) or WHO (2013) and developing questionnaires to measure it adequately, 

primarily in cross-sectional studies or with brief screeners in hospitals. These questionnaires assessed 

health literacy in different countries, populations, a. o., and worldwide and showed the drastic need for 

improving HL (Duong et al. 2015; Sørensen et al. 2015; Cutilli and Bennett 2009). While the actual 

promotion of health literacy and its contribution to empowerment has been addressed by distinguished 

HL experts (Nutbeam 2000, Ratzan 2001) for many years, it has not received the most excellent 

attention in the HL debate. This had changed in recent years when the focus expanded to developing 

interventions to improve people’s health literacy (Schaeffer et al. 2017; AHRQ 2015). Increasingly 

more approaches can be seen that target the entire population or specific groups, e.g., vulnerable groups 

with low health literacy or those vulnerable to having low levels of health literacy (cf. Dodson et al. 

2015b; D’Eath et al. 2012). In this chapter, I give a brief account of general approaches to improving 

health literacy which helps to discuss the findings of the research projects later in more depth and 

identify adequate strategies. 

3.2.1 Differentiating Various Approaches to Acquiring and Promoting HL 

The basic ideas of supporting and promoting HL were already shared at the 7th World Conference 

on Health Promotion in Nairobi in 2009 and developed from understanding health literacy in the WHO 

papers (WHO 2009). As the WHO has defined HL already in 1998, the conference calls put it in 

practice; e.g., the Nairobi call links HL closely to basic literacy, access to resources, needs/priorities, 
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and empowerment. Here, WHO proposes four approaches dating back 13 years but they are still timely. 

Promote HL  

“by ensuring basic education for all citizens,  

by building on existing community resources and networks to ensure sustainability and 

enhance community participation.  

by designing health literacy interventions based on the community’s needs and priorities 

in their political, social, and cultural context, with particular consideration of the needs of 

people with disabilities,  

by ensuring that communities can access and act on knowledge and overcome any 

barriers.” (WHO 2009, 6 f.) 

Health literacy promotion should be guided by a perspective on empowerment, information and 

communication technology, and evidence base (ibid.). This list in the Nairobi Call for health literacy 

demonstrates a strong focus on the community, which is in sharp contrast to the individual-centric 

health literacy measurements (see Chapter 3.1.3) most prominent worldwide. The social is also very 

prominent in the Shanghai Declaration, which describes HL as “increasing knowledge & social skills 

to help people make the healthiest choice and decisions for their families and themselves” (WHO 

2016d). Taking together the Nairobi Call and the Shanghai Declaration, social is referred to as skills, 

the target group, and the level for interventions suggested. Lately, several countries have developed 

country strategies (Schaeffer et al. 2017; Coleman et al. 2011; Rootman et al. 2008), researchers brought 

forth statements about HL (Pleasant et al. 2016b; Levin-Zamir 2020), and guidelines to promote health 

literacy in low- and middle-income countries or among various populations (Dodson et al. 2015b) in 

general and especially vulnerable groups such as the elderly and migrants (Adam et al. 2019; CDC 

2009). 

Different models were developed to conceptualize the complex process of health literacy 

promotion and categorize the intervention (Squiers et al. 2012; Wagner et al. 2009). One of the widely 

quoted models to differentiate HL is Nutbeam, who distinguishes between three levels of HL and 

conceptualizes HL as an outcome of health education and a contributor to health decisions (Nutbeam 

2000, 2008). The WHO intervention model structures possible approaches to HL (see Chapter 2). In 

recent years, researchers conducted systematic reviews to overview the many HL interventions and 

categorize the interventions found, such as the rapid review of HL approaches by D’Eath and Barry 

(2012) and the study by Geboers et al. (2018), who structured various approaches, key actors addressed, 

and various outcomes in the Final Version of the Health Literacy Intervention Model. Geboers et al. 

argue that HL outcomes contribute to intermediate results and healthy aging. The health literacy’s 

outcomes can be achieved in two ways: either by addressing the individual and the content or the 

professional and the health system. They differentiate between five interventions contributing to it. In 

the middle is the communication between clients and professionals, next are capability-building 

activities either on the individual or the professional level, and lastly, more socio-ecological approaches 

such as community support and reducing access barriers. The strength of this model is that it is derived 

from HL interventions and helps organize the various approaches, but it appears that the situations 

described are all linked to disease literacy and health service literacy, but not to health literacy from 

public health or salutogenic / health promotion perspective. Further limitations– when this model wants 

to be used for analyzing HL as a social practice, are that this model provides an overview of 

interventions but does not include the social influence in all these facets and does not explain the 

theoretical or conceptual models that guide the development or promotion of HL. Other researchers, 
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e.g., Batterham et al., structure the health literacy interventions in a coordinate system and differentiate 

between HL as an individual characteristic versus distributed in social networks on the x-axis and 

between compliance emphasis and empowerment emphasis on the y-axis (2016). In the overviews, a 

developmental perspective is missing, no children, family, etc., are explicitly named, not to mention 

that they are named. Also, other populations at risk, such as migrants, are left out. Yet, decades of health 

promotion showed that it is imperative to develop adequate target group interventions (Weine 2011), 

including the various health understandings and socio, cultural and political contexts. The WHO states 

it as such: 

“Health literacy benefits from diversity. Health literacy initiatives work best when they 

customize approaches based on understanding the diversity of how individuals and 

communities approach health. The roles of family, social context, culture, and education 

need to be factored into the development of all health literacy messages and proposals.” 

(WHO 2013, p. 23). 

In recent years the focus of HL interventions has expanded from the micro-level: the patient-

doctor-interaction to a setting perspective in which people acquire and use HL skills and even 

approaches to create a health-literate society (Kramer et al. 2019, p. 423). Next, I sketch common 

approaches to promote HL in different settings relevant to the thesis’ research projects, healthcare, 

education, and family. 

3.2.2 Promoting HL in the Health System 

More recommendations were developed for healthcare professionals, especially with the increasing 

focus on creating a health-literate healthcare system and hospitals, including approaches to make health 

communication easier. Two central HL interventions can be differentiated: First: making written texts 

easier, and second, improving the oral communication between provider and patient. For both 

categories using plain language (German: einfache Sprache or leichte Sprache) and not easy language 

can contribute to a better understanding of the information. Many organizations pulled together 

recommendations (AHRQ 2015) to reduce the complexity and increase understandability. Many 

approaches are derived from the English language, and other countries, for instance, Germany, simply 

translated the recommendations with the only remark that these recommendations need to be adapted 

to the German language yet without explaining how (Kolpatzik 2019; Schmidt-Kaehler et al. 2017). 

Similarly, in the category of written presentation of information, the infographics approach is 

increasingly used (see the USA), and new knowledge of neurosciences is taken up (such as how much 

knowledge can be processed at once, etc.) (Wright 2016; Piwowarski et al. 2021). 

Secondly, approaches were developed to improve the oral communication between doctors and 

patients, e.g., through techniques such as Ask-Me-Three-, Teach-Back-, Show-Me-, and Chunk-and-

check-Methods (AHRQ 2015, 2014; Schmidt-Kaehler et al. 2017). All these approaches allow checking 

whether the patient has understood the message, so a functional understanding of HL. Whether this also 

develops the individual’s HL skills and contributes to the individual agency cannot be answered 

satisfactorily based on these methods and requires further critical discussions.  

Lastly, in the last years, researchers and practitioners broadened their focus from the interaction 

between patients and doctors and patients interacting with (written) health information to the hospital 

or healthcare organization itself and all the (literacy) and health literacy-related aspects. Various 

recommendations are given to help healthcare settings become health literate in and of themselves. (See 
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the health-literate hospital (Pelikan 2019). Whether these developments also pick up features of positive 

social interaction such as trust etc., cannot be stated based on the recommendations. 

3.2.3 Promoting HL in Educational Settings 

A second crucial setting for promoting skills and competencies, such as health literacy, is 

education. Educational settings play a critical role in individuals’ development, as they are recognized 

as a secondary socialization instance and help the individual acquire specific skills, including health 

literacy and civic skills (Paakkari 2015). Educational settings start from early childcare, kindergarten, 

elementary and secondary school and stretch into adult life in terms of vocational training and 

university, training at the workplace and in adult education centers and are, thus, settings in which 

people live and hence ideal settings for health promotion. Health promotion at school has a long 

tradition and the WHO has developed detailed recommendations for health-promoting schools (WPRO 

WHO 2018; WHO n.d.b, n.d.a). While many health promotion programs take place in kindergarten and 

schools because (almost) all students can be reached there (Bollweg et al. 2020a), adult education 

(centers) can also make a significant contribution to the participating adult’s health (Wagner 2019; 

Santos and Paasche-Orlow 2019; Kolpatzik 2018). Even the hard-to-reach migrant group can be found 

in specific courses for adults, the second language courses (Rudd and Moeykens 1999; Soto Mas et al. 

2013; Santos et al. 2014)). The age, voluntariness, and motives for attending these educational offers 

vary between age groups, purposes, and approaches. 

School 

In recent years, schools have become anew of interest to many researchers because of their 

empirically proven potential (a) to reach all young people in a vulnerable phase in life and (b) the 

interventions can support them in establishing health-promoting skills that will remain throughout life. 

Furthermore, because studies confirmed that also among teenagers/adolescents, a high portion of people 

has low levels of health literacy (Quenzel et al. 2015; Röthlin et al. 2013; Bollweg et al. 2020a; Vamos 

et al. 2020). Furthermore, when embracing an ecological model of health-supporting schooling and 

education, this in and of itself can improve the social determinants of health and thus contribute to 

higher levels of HL but also HL-specific programs and can reduce the health divide between children 

from a different socioeconomic status that received unequal support for developing their health literacy 

skills. 

Promoting health literacy in school made its way into many health literacy policy strategies 

worldwide, and increasingly more guidelines, recommendations, etc., were developed: for example, the 

German National Action Plan on HL (Schaeffer et al. 2017), the National Standards for School Health 

Education (American Alliance for Health, Physical Education, Recreation and Dance et al. 1995) or 

toolboxes (Schulenkorf et al. 2021). Other scholars described different components of HL that can be 

addressed in school, such as critical thinking, self-awareness, and (civic) citizenship (Paakkari 2015). 

Apart from that micro-perspective on the skill, researchers (Okan et al. 2020b) linked HL to health-

promoting schools and created a broad picture of health literacy promotion in school (Okan et al. 

2020b)). However, it is necessary to elaborate on how health literacy promotion and health-promoting 

school imitative relate to each other and whether they are the same or two distinct approaches or 

whether significant overlap needs to be explored. Although they embrace a holistic approach to 

improving health literacy, very little is said about the process of improving it (and its theoretical and 

conceptual underpinnings) and whether health education in school can have positive outcomes (see 
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critical discussion by Begoray et al. 2009) or the role of language, first and second languages in it and 

the difficulties related to it (e.g., vocabulary, linguistic registers (everyday life language, educational 

language, (scientific) technical language) or the sociocultural aspects of it. Also, the unique role of 

health literacy as a social practice is rarely described or explicitly used. The social context might be 

essential but is still relevant to be discussed more; first steps such as the curriculum by Mogford et al. 

can give guidance to further development (Mogford et al. 2011). Furthermore, the role of social media 

in this context is increasingly taken up as it plays crucial role in disseminating information and helping 

people inform themselves (Levin-Zamir and Bertschi 2018; Roberts et al. 2017). 

Besides this general aspect, little is known about whether the school programs target children who 

are especially vulnerable, consider their life situation, etc. or if they primarily share information and 

enhance life skills in general. The role of migrants in school and their struggles to understand language 

etc. remains largely unmentioned; approaches such as a language-sensitive school health promotion 

program are almost non-existing (see the article below Harsch 2021a). 

Adult education 

A further influential approach is adult education which Freeman describes as occupying “a prime 

position” in promoting health literacy (Freedman et al. 2011). This was already emphasized in Nielsen-

Bohlman et al.’s report (2004, pp. 154–161) and is still supported broadly in the multiple contributions 

in the special issue on adult education and HL (Wagner 2019; Santos and Paasche-Orlow 2019) in the 

United States. But it was also picked up in many other countries, e.g., Australia and Germany, more 

interventions were developed, for instance, in cooperation between AOK and DVV (Kolpatzik 2018).). 

Several reasons/benefits exist, for instance, identified by Diehl (2007) that and also flexibility offered 

to ABE and ESL instructors in choosing a curriculum, teaching methods that are friendly to adult 

learners, potential to reach a high-risk population, a long tradition of encouraging social change and 

empowerment, teachers are passionate advocates for their students (Diehl 2007, p. 336; Hohn and 

Rivera 2019; Hohn 1997). 

Although much potential lies in adult education, the opportunity to teach health topics depends on 

the political regulations and the funding scheme (Wagner 2019) and is strongly influenced by the 

participants’ interest and motivation. Some adults attend the course voluntarily or are forced as part of 

a qualification program (vocational and language course). 

The theoretical underpinning of the approaches to promote HL are rarely described, so it remains 

unclear whether they are anchored in health, learning theories, or teaching and learning standards. 

Second language courses 

Migrants are also considered people vulnerable to low levels of health literacy (WHO 2018b, 

2018a, 2013), because they often do not have a high level of proficiency in the local language, and they 

are unfamiliar with the health system (Philippi et al. 2018) and are often exposed to health detrimental 

situations which require a high level of health literacy to cope with it (IOM 2013). One widely available 

approach to help migrants improve their language skills in the official language, but also their health 

literacy, is to offer specific language courses (WHO 2010a, p. 17). In countries in which English is the 

official language spoken, they are well-known as English-as-a-second-language course (ESL) or as 

English-as-second-or-other-language course (ESOL) courses. In Germany, they are called Deutsch-als-

Zweitsprache-Kurse (English: German-as-a-second-language course). While research on German-as-a-
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foreign language has a tradition in Germany, the research on German-as-a-second language, especially 

for refugees with no or low literacy, is still in its infancy. Countries like Canada, Australia, New 

Zealand, the USA, and the UK have a long tradition, allowing countries like Germany to learn from 

them. In past decades, a second language course came to the attention of health experts, and some 

projects were developed to promote HL. The projects vary; for instance, Rima Rudd has investigated 

teachers’ perceptions (Rudd et al. 1998; Rudd and Moeykens 1999)and created a study circle that helps 

teachers create more health literacy units for standard second language courses (National Center for the 

Study of Adult Learning and Literacy 2007). Other researchers/practitioners have developed 

standardized courses, e.g., Levy for several people (Levy 2008)or materials for bilingual courses (Soto 

Mas et al. 2013) or the other very prominent HL material such as staying healthy (Florida Literacy 

Coalition 2014), which is used in the USA and beyond (McCaffery et al. 2016). Although the evaluation 

of all these programs shows that they are efficient in enhancing health literacy, they embrace different 

understandings of health literacy, and are often one-project/time events that are not integrated into 

general second language courses.  

In Germany, the situation is different. Although programs to promote the second language of adults 

have been in place for many years in Germany, only in 2005 a standardized course was introduced and 

legally anchored. The so-called integration course (German: Integrationskurs) is a 700 unit course (each 

unit a 45 minutes) that should help the individual acquire language skills up to level B1 Common 

European Reference Framework of Languages (CERF) (Council of Europe 2018). The uniqueness of 

this course, but also of several similar courses around the world, is that it teaches language out of context 

but permanently embedded in communicative situations and shares knowledge about the country, and 

the culture. To do so, 12 areas of action, including health are identified and lessons created around 

them. Furthermore, second language teachers are these people that the refugees encounter every day 

and can ask those many questions about life in Germany and health issues if a relationship of trust 

exists.  

Regarding the effectiveness of promoting HL in SLC, empirical knowledge on strengthening health 

(literacy) in German as a second language course is scant. Moreover, in English-speaking countries, the 

empirical evidence is scarce yet increasing (Chen et al. 2015). Based on the existing studies, researchers 

conclude that HL can be increased and that the course’s contribution to its original goal: language 

learning and the whole context need to be considered. The theoretical basis of the HL promotion 

approaches in ESL/GSL draws from adult education theory, health education, and intercultural teaching 

and gained increasing attention. While some interventions focus on people from the same linguistic 

background (Soto Mas et al. 2013), others invite all people. However, the HL and second language 

teaching approaches become increasingly more complex in light of very heterogeneous groups, 

refugees, groups of refugees from various backgrounds, and how to promote their health literacy and 

health literacy, specifically the health literacy they need. Health literacy for everyday life practice 

moves beyond knowing words but using them in practice and understanding and questioning one’s 

health within the realm of health disparities and power relations. Research on this is needed. 

3.2.4 Family – a Place to Acquire and Promote Health Literacy 

In the past year, increasingly more interventions, which show incredible effectiveness, are 

conducted in educational settings, yet family, which has the strongest and long-lasting impact on the 

child’s behavior, decision-making, and health literacy, is still not used for HL interventions. 
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Studies on health literacy show that the variation in the levels of health literacy is associated with 

determinants of health, such as education. Furthermore, educational studies show that the child’s 

education performances depend on the child’s social background (Schnabel 2001). All of this gives 

ample evidence of the family’s influence on health literacy (Bröder et al. 2017). There are several 

socialization instances such as family, school, peer group (in free time and at the workplace), media, 

and the health system. But family has a pivotal role, especially in the child’s upbringing, also related to 

health (Kuntz 2011; Richter and Hurrelmann 2009). A child and an adolescent are still in the process 

of learning and acquiring new insights through exchange with others, so they are very formable and 

vulnerable. Hence, family is the primary socialization instance (Schnabel 2001; Hurrelmann 2016; 

Hurrelmann and Bauer 2015) to acquire knowledge and belief systems about health and train health 

behavior. Moreover, the family is also a place where social inequalities are reproduced, social status, 

and social, cultural, and economic capital are inherited (Abel 2008; Lareau 2002). Although increasing, 

empirical evidence about health literacy practice in everyday life is scarce and almost nonexistent for 

families. Besides these acquiring processes, deliberate health literacy interventions can also be 

identified (see Frühe Hilfen (English: Early childhood support) (Clauß et al. 2014b; Brand 2013)) that 

should foster the health literacy skill of the parents and the children. However, many of the factors 

associated with HL are intricately linked to the family. Little is known about the role of family on HL 

in daily life, especially among migrant families. One core reason for this is the common types of 

research done and data collection techniques used (quantitative measures), which cannot capture the 

complexity of social interaction. However, analyzing what is happening in everyday life requires 

qualitative measures and especially ethnographic research design; for instance, Lareau unraveled that 

parents interact very differently with their children and can foster, deliberately, the development of HL 

competences (for example, Lareau and Cox 2020). Also, other ethnographic studies on HL provided 

first valuable insights into the multitude of facets relevant to health literacy as a social practice. Yet, 

further research, primarily ethnographic research, is needed to better understand how, when, and why 

health literacy is used and how it can be promoted, how life changes, e.g., migration or shift in roles, 

e.g., intergenerational family support require different HL skills and to develop interventions that help 

parents support their children in developing these skills.  

3.2.5 Concluding Remarks on Health Literacy Interventions 

Lately, more researchers and practitioners from various disciplines have developed multiple 

approaches to promote health literacy for different populations. The section above structured health 

literacy interventions along the settings, which is common in HL debate. Other ways of categorizing 

interventions can be the component of the health literacy (e.g., literacy, numeracy, or information), the 

breadth of the HL interventions, e.g., focusing on a specific disease, healthcare, health-decision making 

or social determinants of health, and the discipline it is derived from clinical vs. public health and their 

perspective on HL as a deficit (often in clinical settings) or an asset that can be leveraged (in public 

health as disease or health) (Nutbeam 2008), or the level of HL from functional, interactive to critical 

(Nutbeam 2000) while the majority of interventions target the functional level (Fernández-Gutiérrez et 

al. 2018) and whether it should address the individual or the community (Batterham et al. 2016). 

Along with the increasing importance of health literacy in public health, various terminologies are 

used related to health literacy: health education, health information, health communication, negotiation, 

and social capital and empowerment (Ratzan 2001), but they are often not distinctly differentiated. 

Since health literacy has become such a key concept in public health and many initiatives used it, it is 
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necessary to differentiate between health literacy and these terminologies: health literacy is not health 

education (Belcastro and Ramsaroop-Hansen 2017), and health education is not health communication 

(Nutbeam 1998, p.8). Health Literacy is an outcome of health education (Nutbeam 2000). 

Communication is associated with informing the public (cf. Nutbeam 1998, p. 8) rather than with 

conscious interaction between people. However, the distinction between these terms has not yet made 

its way into mainstream HL publications, so some terms are used interchangeably. While the vast 

majority of interventions are concerned with a communication focus on written and oral/visual 

presentation of health information (see the rapid review by D’Eath (2012)), strategies to improve 

negotiation and social capital are still not as prominent. Also, empowerment should be conjoined with 

health literacy (Schulz and Nakamoto 2013). So, the common interventions to improve health literacy 

aim to improve the information-sharing part (generally called health communication) but rarely target 

what people do with it the information nor why they use it in the way they do. 

Besides the necessity to differentiate between core terminologies and approaches to health, it is 

essential to understand the process of promoting health literacy and illuminate the commonalities and 

differences between HL acquisition and HL promotion (deliberate and indirect). With this, two 

approaches can be helpful: Firstly, ethnographic studies allow describing what is happening and 

generate new theories. Secondly, one can base one’s intervention on existing theories, which are often 

recommended (Abel and Sommerhalder 2015) but rarely found. These theories can be derived from 

other disciplines; however, the theories of promoting HL are not made explicit (as a rapid search on HL 

and theor* in title and abstract on PubMed on April 05th, 202,2 showed only 84 results for theor* and 

only 59 results for theories/theory). Theories from neuroscience, adult education, and learning theories 

could be used (Bitzer and Spörhase 2015; Knowles 1973). Interestingly, these theories state that for 

acquiring or promoting health literacy the actual process of what the individual does with the 

information is central and not only how the information is presented. In line with the understanding of 

competences (media competence) health literate person is not only about using (Zarcadoolas et al. 2005, 

p. 196) but also evaluating and criticizing and creating it is crucial (Baacke 1996). Based on New 

Literacy Studies (Street 2003), some theoretical considerations were presented that serve as suggestions 

for health literacy promotion projects, yet it remains unclear whether they are used (Ryan et al. 2012) 

because we could not find any studies based on that in our thorough literature search. 

Lastly, it is necessary to discuss who is the target group of health literacy interventions: is there a 

general precaution reaching out to everyone so that health information is written in plain language, and 

healthcare providers should use plain language for everyone (AHRQ 2015), or should interventions 

target those who “are disproportionately affected by low health literacy” (Nutbeam and Lloyd 2021, 

p. 169) or should the interventions be distributed based on the need, more needy, more support, 

following the paradigm of universal proportionate universalism (Marmot et al. 2012). Pleasant 

questions this profoundly: “Thus, while universal precautions in health literacy can be very helpful in 

avoiding shame and stigma – as well as informing system design at the population level – over-reliance 

on that approach could work counter to the best practice of personalizing and tailoring responses.” 

(Pleasant et al. 2019, p. 76). Furthermore, to improve their health literacy whether HL should be 

improved by targeting healthcare providers and health information side (often done) or the individual. 

Especially about the last one, the individual side, little is known about enhancing an individual’s health 

literacy truly and not only making health information easily available. And even less is known when it 

comes to critical health literacy; especially among people who are particularly vulnerable, such as 

migrants, and for improving migrants’ HL using plain language is not enough. Also, the role of literacy 
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and language, information processing, social group and context, and the area of action and opportunities 

should be elaborated. 

Yet, promoting health literacy so far was discussed on an individual level and in its social context, 

and it was argued that specific groups with certain characteristics (determinants of health) are especially 

vulnerable to low health literacy. Thus, all interventions embrace a competencies/agency approach and 

aim to increase individuals’ health literacy. Yet, other researchers, among them Michael Marmot 

(GHLS 2021), argue that health literacy can be increased by improving the social determinants of 

health, such as education, and favor a structural approach. In this approach, health literacy is not the 

main contribution to better health and reduced health inequities, but it is itself an outcome of improved 

determinants of health. These two approaches echo the structure-agency debate and resonate with the 

discourse of promoting behavior/skills (German: Verhaltensprävention) vs. promoting contexts 

(German: Verhältnisprävention). 

3.3 Critical assessment – Limitation and the Social Aspect to Health 

(Literacy) 

In this chapter, I presented and discussed the concept of health literacy from different perspectives: 

the definition, the framework models, the instruments, and a variety of interventions. Due to the flood 

of new articles on health literacy, it was impossible to capture all the discussions on HL, and I might 

have overlooked meaningful discussions in other parts of the world. The aim was not to portray every 

idea on HL comprehensively but to give a good overview of the current debate about health literacy, 

highlight the diversity and raise critical questions regarding the discussion on HL as a social practice. 

Health literacy is a widely used concept in policy, research, and practices, yet understanding health 

literacy, conceptual models and measurement tools, and interventions differ in many ways. When 

studying health literacy, it is fundamental to make explicit whether one understands health literacy as 

context-independent or whether it is context-bound (see the discussion about the autonomous vs. 

ideological model of literacy) (Street 2016). Depending on the perspective chosen and the study’s 

purpose, no or plentiful attention is paid to the complex nature of HL in use, its development, and the 

role of contextual influences, such as the social determinants of health. In line with the variety of 

definitions of health literacy for the general population, there is not one universal and generally accepted 

definition or model for health literacy neither for parents nor children or adolescents (Bollweg et al. 

2019, 89 & 93), nor other groups such as migrants (Ward et al. 2019), nor is a single definition or model 

customary in countries around the world nor all disciplines (such as medicine, health promotion, 

literacy). 

Similarly, there is no gold standard for measuring HL or HL promotion interventions, and the 

debate about optimal HL measures and interventions will continue. Due to this immense heterogeneity, 

it is imperative to clarify the understanding of health literacy, health, and literacy that one embraces 

when using the terminology. Regardless of how one perceives health literacy, health literacy is on the 

agenda of political programs, even more so since the Shanghai Declaration (WHO 2016d) and the 

Geneva Charter for Well-Being (WHO 2021a), which call for the promotion of health literacy 

promotion and should therefore be taken up by current Public Health professionals. Yet, to promote it 

effectively and tailor adequate interventions, it is necessary to have a good understanding of the HL of 

the target group, their health status, the social determinants of health, and theories of how to promote 
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it. So, “Health literate means placing one’s health and that of one’s family and community into context, 

understanding which factors are influencing it, and knowing how to address them.” (Sørensen et al. 

2012, p. 1). 

So, how should we proceed with this difficulty in comprehending what health literacy is and what 

it is not? This lack of heterogeneity is both: an opportunity and a challenge. Challenging because if 

researchers fail to prove that HL can be promoted and contribute to better health, the momentum for 

HL may wane, and policymakers may lose interest and allocate money differently (Pleasant et al. 2016b, 

p. 3). Nonetheless, as the concept provides copious hope for improving health, reducing health inequity, 

helping the people to navigate the constantly rising infodemic and contributing to empowerment 

(Mantwill et al. 2015), it is relevant to further explore its potential and limitations in people’s numerous 

life contexts. One way to do this is to look at health literacy from a different angle, use other assessment 

tools (not just quantitative questionnaires), and explore HL in practice. As health literacy is considered 

a critical determinant of health (WHO 2016d) and as there are considerable disparities within societies, 

it is of value to look at vulnerable people specifically and explore health literacy practices in everyday 

life from their own perspective; or explore HL from a different discipline, such as second-language 

teaching. In this way, researchers can identify not only predefined challenges but real challenges faced 

by vulnerable people, and additionally their multiple coping and striving strategies, social and 

contextual enabling or inhibiting factors. Thus, health literacy would not be invariably seen as a deficit 

but as an asset from a salutogenic perspective (Nutbeam 2008), echoing “the viability and strength of 

health literacy as a solution” (Pleasant et al. 2015). Secondly, as quantitative instruments can only 

measure predefined issues and multiple qualitative studies showed the broadness and complexity of 

health literacy, it is time to expand the general corpus of health literacy assessment tools and includes 

methods that explore the individual in their specific situation and context and use of health literacy, 

e.g., through ethnographic research, both inside healthcare (e.g., patient-doctor-communication) but 

even more in daily life.  

As this thesis is based on a holistic and socio-ecological model of health, it is essential to describe 

the health and health conditions based on scientific studies before examining the HL of vulnerable 

groups. 

 

4 Vulnerable People as Distinct Target Groups for HL 

Interventions 

HL studies allow describing the HL levels of different countries and better identifying 

characteristics of people who are vulnerable to low HL. As lower HL is associated with inadequate 

responses to health information and poorer health outcomes (Lorini et al. 2018), identifying vulnerable 

groups became critical and helped policymakers and health workers focus their efforts on them (WHO 

2013). The terminology vulnerable became very prominent in the HL debate, along with marginalized 

(Sykes and Wills 2019) or at risk (Levin-Zamir and Bertschi 2019, p. 275). However, most studies do 

not specify when searching for descriptions and definitions of the term vulnerable. Therefore, 

discussing the terminology in depth is necessary to draw informed conclusions and derive practical 

implications. This chapter will elaborate on the term vulnerable by first outlining who is considered 

vulnerable in empirical studies and based on definitions. Then, I will present empirical evidence on the 
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HL of people who are considered vulnerable because, first, they live in one of the world’s least-

developed countries; second, they migrated to a new country; and third, they need to learn the country’s 

official language. Lastly, I will draw conclusions for HL research and this thesis.  

4.1 “Vulnerable” People, Based on Empirical Evidence and Definitions  

Numerous studies (primarily cross-sectional studies and secondary data analysis) of HL among 

adult populations document both a remarkable diversity in HL levels among people from the same 

country or region and a notable large proportion of people with lower HL levels in each country 

(Sørensen et al. 2015; Nielsen-Bohlman et al. 2004; Berkman et al. 2011; Duong et al. 2017). These 

low HL levels are then qualitatively interpreted as “inadequate” and “problematic” (The HLS-EU 

Consortium 2012), and researchers infer that people with these low HL levels are unable to use health 

information effectively to promote health. Studies revealed that people with low HL often share similar 

characteristics, such as the same expression of (social) determinants of health, health status, or health 

outcome. These findings are then generalized and used to label all people with these shared 

characteristics as vulnerable, e.g. because they are exposed to higher risks (Frohlich and Potvin 2008; 

Schillinger 2020). In addition, the terms vulnerable, marginalized, highly vulnerable, disadvantaged, 

and hard to reach are used with overlapping meanings (D'Eath et al. 2012; Sykes and Wills 2019). Due 

to the construction process of identifying (social) characteristics, labeling people as vulnerable, and 

generalizing the findings to all people sharing these characteristics, vulnerability is socially determined 

and socially constructed. Although the term vulnerable is vigorously contested, it is commonly used in 

Germany to refer to at-risk individuals and migrants (Quenzel and Schaeffer 2016). Therefore, I use 

this terminology in this thesis but reflect on it critically. Different people and populations are considered 

vulnerable to low HL based on distinguishing characteristics such as age, diseases, specific social 

situations, and education. For the age indicator, cross-sectional and bivariate studies showed that older 

people (aged 76 or above) (The HLS-EU Consortium 2012; Vogt et al. 2019, p. 157) but also children 

have HL needs and are vulnerable (Bleckmann et al. 2019, p. 240). For diseases, studies show that those 

who are generally ill (Nielsen-Bohlman et al. 2004, p. 168), or those having a specific disease (Vamos 

and Rootman 2013), e.g., chronically ill people (Miller 2016), and people with specific mental diseases, 

e.g., schizophrenia (Sahm et al. 2019, p. 323) and people with disabilities (Chinn 2014; Bruland et al. 

2019) or situations that require exceptional healthcare such as pregnant women (Sentell et al. 2020a) 

contribute to vulnerability. Furthermore, vulnerability is associated with certain social determinants of 

health, primarily education and specifically language/literacy, e.g., people who do not have a high level 

of proficiency in their first language, people with no or limited literacy skills, or also people with low 

socioeconomic level or people with low financial means who cannot pay for medication, doctor visit, 

etc. (WHO 2013, p. 17; Berkman et al. 2011) or those in specific societal situations: e.g., minority 

ethnic groups (van der Heide et al. 2019, p. 406; WHO 2013; Schaeffer et al. 2017). This compilation 

is only a fraction of the multiple characteristics used to identify people as vulnerable to low HL (WHO 

2013, p. 17). This brief compilation already indicates a relationship between HL and socioeconomic 

disadvantages and, thus, health inequalities. However, a thorough analysis of the reports shows that 

most studies merely use a single indicator, respectively determinant, as the crucial characteristic for 

attributing low HL levels (based on correlation studies). Rarely do studies conduct multivariate analysis 

to examine HL and its determinants in greater complexity, indicating that some relationships diminish 

or become nonsignificant, especially when family socioeconomic factors are considered (Quenzel and 
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Schaeffer 2016, p. 43). Therefore, it is difficult but necessary to evaluate whether, for example, ethnic 

minority groups have low HL because of their ethnicity or specific sociodemographic characteristics 

identified in empirical studies or because these social categories are used to produce society and 

constitute hierarchies. 

To gain a profound understanding of the relationship between determinants of health, HL, and 

health outcomes, systematic reviews were conducted that synthesized findings from various studies 

(Lorini et al. 2018; Zhu 2018). Despite a large number of studies, a key challenge in analyzing and 

comparing these results is the wide heterogeneity in the conceptualization and operationalization of HL 

and the variables used for determinants. Education, for instance, is operationalized as literacy level, the 

number of years of school, or the highest level of educational attainment, and similarly, HL is measured 

with numerous, very diverse scales (see the compilation of more than 200 scales in the HL Tool Shed 

(Paasche-Orlow 2021)). An exception is the systematic review by Lorini4 et al. (2018) that focused on 

studies using the HLS-EU-Q (measuring self-reported HL) and the NVS (a performance-based HL tool) 

and examined antecedents and consequences. They found that education (especially post-secondary 

education) is strongly associated with HL across many studies, whereas associations between HL and 

other determinants or outcomes were found in only one study or studies using either instrument. Lorini 

et al. (2018) also explored the relationship between HL and health outcomes and identified that HL 

levels are lower in ill individuals (Lorini et al. 2018). Thus, similarly to conceptual models of HL (e.g., 

the HLS-EU), HL occupies an intermediate position between antecedents (the respective social 

determinants of health) and consequences (the respective health outcomes) used by Lorini. 

Based on studies and reviews’ findings, a common approach is to deductively infer that people and 

countries with these characteristics (such as low education and poor SDOH) and that sick people must 

have low HL levels, regardless of whether these people participated in the study or just share the same 

characteristics. So, the SDOH and health outcomes could be used as proxy indicators of poor HL. These 

findings are then used to advise medical professionals to pay special attention to people with these 

characteristics (=vulnerable groups) and direct interventions that specifically target them (WHO 2013; 

Schaeffer et al. 2017). Due to the broad influence of the conclusion and the research's practical 

implications, it is vital to know how HL is understood and operationalized. Four criticisms, in particular, 

stand out. 

The first criticism concerns standard measures of HL and ways of identifying vulnerable 

populations: The deductive inference that the HL levels of people who share these characteristics might 

also be low has some limitations. The strong impact of determinants of low HL is derived from cross-

sectional studies but not confirmed in longitudinal studies. Therefore, these studies do not allow any 

causal conclusions and are limited in their predictability. Furthermore, the reason for the statistical 

relationship between the indicators and HL is not properly explained. So, it could be because of the 

 
4 Although Lorini et al. looked at numerous antecedents and consequences of health and their relation to two HL scales, the HLS-EU and 

the NVS. Despite the fact that many factors were included in these instruments only a few showed that they are significantly correlated with 

HL. Only one indicator proved to be related to HL measured with both scales: the outcome subdiscipline of the Euro Health Consumer 

Index. gender, age, or ethnicity distribution showed no association. The HLS-EU-Q47 was associated with the antecedents of post-
secondary education, reading achievement, presence of a national breast cancer screening program or of a national cervical cancer screening 

program. Besides the Euro Health consumer Index, no other consequences were reported as associated to HLS-EU-Q47. The NVS score 

was linked to the antecedents of unemployment rate, GDP, Gini coefficient, the national rank of the EPEI total score, the expenditure on 

social protection; and the consequences Consumer Empowerment Index, percentage of adults using the Internet for seeking health 

information, prevalence of overweight, total health expenditure, as percentage of GDP, percentage of individuals using the Internet for 
interacting with public authorities. (Lorini et al. 2018). These findings call into question whether the enormous expectations that are put in 

HL can be fulfilled or not. Whether this is because the concept used for HL, or the instruments used cannot reveal it or because the general 

assumption that HL is intricately linked with health outcomes is too general cannot be answered based on these assessments.  
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concept of HL, the operationalization of HL, or the analysis (and predefined cut-offs for levels) and 

interpretation. Quantitative statistical studies can only explore and confirm correlations but not explain 

them. Here, further explorations and theories from sociology and other disciplines could be helpful (see 

Chapter 2).  

A second criticism is that HL depends on its socio-political context and situation, but studies often 

ignore or overlook these influences. For instance, the level of education cannot be detached from the 

socio-political context in the country. To achieve postsecondary education, the education system must 

be intact and stable, people must be wealthy enough to afford to stay in school longer, and a job market 

for postsecondary graduates must exist. This is more likely in high-income countries than in least 

developed or low-income countries. This dependence of educational attainment on the overall political 

situation can also be seen in the relative number of people with post-secondary education in high-

income countries compared to low-income countries. So merely, by looking at the country's educational 

situation and comparing it to other countries, the level of HL can be estimated. Whether this statistically 

determined low level of HL also reflects the difficulties people in a given situation face when engaging 

with and using health information can only be answered by qualitative studies. 

A third criticism is a stagnant perspective on HL as measured in quantitative cross-sectional 

studies. This perspective disregards the HL of people who are developing their skills and taking on a 

(new) position in life, such as children and adolescents. Secondly, the evolving HL skills of all people 

living in a rapidly changing society, such as least-developed countries ravaged by wars and constantly 

adapting to new situations, including the needed health information, are neglected. Thirdly, the evolving 

HL skills of all those who move from one country to another, such as migrants, who are (often) 

confronted with a new language, new (unhealthy) living situations, health system, and new challenges 

to cope with. 

A fourth criticism is that health in these studies is often viewed as an individual concept, and the 

immediate social context is not considered. This overlooks the fact that a person with low HL and much 

social support will be better off than someone with low HL and no social support. Hence, the social 

aspect should be discussed further.  

All these criticisms arise from the conceptualization of HL used in this study: HL as a contextual, 

situated, social practice (consistent with an ideological model of literacy), which calls for a more 

comprehensive analysis of HL and its associated vulnerability and seeks to carefully reflects that social 

position (and poverty) contribute to disease development (rather than primarily the individuals (low) 

HL and vulnerability to it.) 

Vulnerable based on the terminology: definition and critically discussed 

The previous paragraph outlined who is labeled vulnerable based on epidemiological studies and 

criticized this practice. Although the use of vulnerable is pervasive, surprisingly, it is rarely elaborated 

upon in studies (Quenzel and Schaeffer 2016). As the adjective vulnerable and the noun vulnerability 

are frequently found in many contexts and domains, it is necessary to clarify their meaning and use 

here. The world-renowned Merriam-Webster dictionary of US American English contains three 

definitions, the last of which refers to the game contract bridge and is hence ignored in this thesis.  

Vulnerable is “1: capable of being physically or emotionally wounded; 2: open to attack or 

damage.” The dictionary provides an additional definition for the medical field ": capable of being 

hurt susceptible to injury or disease” (Merriam Webster 2021). 



Vulnerable People as Distinct Target Groups for HL Interventions 

 43  

These definitions describe a condition of a person or object that is not stable but can be negatively 

influenced. Thus, two aspects become relevant: the physical or mental condition and a harmful event 

or influence. This differentiation between situational and individual vulnerability is echoed by WHO 

(WHO 2017a, p. 9). While Merriam-Webster’s definition does not specify the cause of vulnerability, 

other researchers, such as Goodin, distinguish between natural, inevitable, and immutable 

vulnerabilities and others “created, shaped, or sustained by current social arrangements” (Goodin 

1985, p. ix). This distinction underscores that vulnerability is not inherent in the individual but is also 

rooted or influenced by the environment and its requirements. In healthcare and medical research, 

vulnerability often refers to the high likeliness of developing a disease or the possibility of being harmed 

by treatment or participation in research (Hurst 2008). Moreover, being vulnerable to low HL is not 

only about an objectively measured status but about the attributions and behavioral and decision-

making processes associated with it. Consequently, neither empirical data nor definitions help specify 

vulnerability in HL and the nature of the risk in each specific situation. This is where philosophical 

considerations can provide the necessary remedy. Joachim Boldt has thoroughly investigated the 

concept of vulnerability in medicine from a philosophical perspective (Boldt 2019, p. 2). He has 

elaborated that medicine often refers to physical or psychological vulnerability. Drawing on the second 

definition of Meriam Websters, he adds a third type of vulnerability, a cognitive one, and defines 

vulnerability as: 

“Vulnerability refers to a state of physical, emotional and cognitive stability that is in 

danger of being disturbed and destroyed due to being susceptible to destabilizing 

influences.” (Boldt 2019, p. 2) 

Boldt states that cognitive vulnerability refers to convictions, beliefs, and assertions that are 

challenged, criticized, or rendered implausible, forcing people to potentially abandon their beliefs 

(Boldt 2019). Because HL is often conceptualized as a cognitive skill, this definition of vulnerability 

can be particularly valuable and fruitful when discussing it. Moreover, the broad applicability of this 

definition to HL is evident when considering diverse groups, whether migrants who are settling in a 

new country or people who need to change their lifestyle because of a new health problem or because 

of changes in living conditions due to individual choices or climate change. 

Three notable differences stand out between the empirical definition of vulnerability and Boldt's 

definition. First, the starting point: While empirical studies attribute vulnerability to the presence of 

specific individual characteristics at risk, Boldt's argumentation starts with the stability of the 

individual. Second, the influencing factor in empirical studies, vulnerability, is attributed to the 

characteristics of the individual. In Boldt's definition, vulnerability in the sense of instability arises from 

´external influences. Third, while most empirical studies link HL to cognitive information processing 

processes (for example, Sørensen et al. 2012), Boldt includes attitudes, opinions, etc., in the cognitive 

component. This focus on the cognitive component can be used to examine not only how people process 

health information but also what beliefs they hold that become compromised and unstable due to new 

influences. 

Hence, whether people are vulnerable or at risk of poor HL because of themselves or their general 

health is vulnerable because of their characteristics or the situation/condition needs further research.  

The term vulnerable is ambiguous. On the one hand, it allows for a more accurate analysis of 

people in need and, in the best case, the allocation of more funding for interventions for them. On the 
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other hand, there is a great danger in labeling others as vulnerable because it imposes a particular view. 

This view obscures and limits the focus on shortcomings but does not describe these people holistically 

by equally identifying their assets, resources, strengths, and strategies. It also says nothing about 

whether they are inadequately equipped for the unique situation in which they find themselves, whether 

their lack of skills comes from themselves, or whether the system deprives them (e.g., access, 

discrimination). Hence, in the context of vulnerability, it is not enough to look at the individual in terms 

of their characteristics but also to utilize a societal and even global perspective and discuss it in light of 

(health) disparities and (health) equity and to place HL and vulnerability not in the individual but at the 

center of all these influences in a specific contextual, situated social practice (see Chapter 2.1).  

Boldt even reverses the view, saying that not only are patients vulnerable but healthcare 

professionals, including physicians, are also at risk of evaluative cognitive vulnerability because 

although they can explain the health problem to a patient from a medical perspective, they may not be 

able to accurately advise the patient on topics beyond medicine such as which of several treatments is 

best for them without any objections or how to implement the lifestyle changes in lifestyle in their daily 

life with all its specifics. Boldt introduces the idea of describing the healthcare relation as a symmetry 

between patient and physician that are both lacking information and are therefore vulnerable (Boldt 

2019, p. 7). This perspective can also be beneficial for the HL debate. 

Although much criticism can be uttered related to the concept of vulnerability, particularly its 

ambiguity and the question of our initial perspective on the individual, what causes vulnerability, where 

to locate it, and how to describe the vulnerability/vulnerabilities of all people in a given situation, the 

term vulnerable is widely used in HL research in Germany and worldwide. Due to its widespread use 

and in order to tie in with the general HL debate, I retain the term and discuss it critically in this 

dissertation.  

Attributed vulnerability of key target group(s) in this dissertation 

The terminology vulnerable is commonly used in the HL debate and distinguish people with certain 

characteristics as vulnerable, as opposed to people without these characteristics, e.g., people from high-

income compared to low-income countries, people with or without migration background (Quenzel and 

Schaeffer 2016; WHO 2013), or people with or without literacy or language skills. However, it is often 

not further specified what makes them vulnerable specifically and how this relates to health practices 

and health outcomes. Due to this lack of specification and explanation, paying more attention to these 

vulnerable groups is important. Furthermore, little attention is paid to how vulnerable groups 

themselves describe their HL. This raises the question of whether this general attribution of 

vulnerability is accurate or whether crucial factors are being overlooked and other descriptors, other 

than migrant, might be more precise. Since HL is context-dependent, it is extremely important to 

measure HL level not only with questionnaires, mostly developed in high-income countries, at the 

individual level but to include the context and its requirements and opportunities. One way to improve 

our understanding of HL, particularly of vulnerable groups, is to focus on these groups, describe them 

in detail, and compare them (across and within countries). This comparison can be specifically 

informative when a group of people is selected and their HL can be explored in both the country of 

origin and the country of destination, and when the differences between the countries (and cultures) are 

particularly large. The starting point for these studies is Germany, one of the largest groups of recent 

immigrants, with one of the highest proportions of asylum seekers there. Here, Syrians but also Afghans 

come into view (Figure 8). Looking at the educational status of the many young asylum seekers from 
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Syria and Afghanistan, it became evident that Syrians have a significantly higher level of education 

than Afghans and were also more likely to be recognized as asylum seekers in Germany (from 2015 to 

2021). This was not the case for Afghans who immigrated until July 2021 (for more on this, see Chapter 

4.3). The immigrant Afghan asylum seekers were considered highly vulnerable and lived in vulnerable-

making living situations (Schouler-Ocak and Kumeyer 2017). Focusing on Afghans also has global 

relevance, as Afghans were among the groups with the highest proportion of migrants (internally 

displaced and forced migrants) for decades, not only in Germany but also worldwide (IOM 2021; 

BAMF 2021b). For this reason, Afghanistan was chosen as a country for comparison, and HL was 

studied both in this country and among Afghans who migrated to Germany. The need to study migrant 

HL is increasing because, although knowledge on migrant health is growing and barriers to and 

challenges in healthcare exist, little is known about how migrants use and acquire context-dependent 

HL and how to promote the development of their HL. Lastly, studying newcomers, who have many 

things to relearn and HL skills to develop, can serve as a magnifying glass that helps illuminate the 

challenges and practice of HL in the respective country. 

To contextualize the three research projects in this dissertation, it is necessary to better understand 

the groups, their vulnerability, and the available empirical research on their HL. In line with the 

comprehensive socio-ecological model of health, I will elaborate on the vulnerability attributed to the 

selected Afghans in the three projects. First, I will take a detailed look at Afghans' health and HL-

related situation as an example of least developed and low-income countries. Second, I will describe 

the situations of migrants and their health and HL, focusing on migrants in Germany and Afghan 

migrants. Third, I will concentrate on the vulnerable group of language learners, among whom Afghans 

were particularly vulnerable. Although this thesis focuses on Afghans as the target group, the findings 

and implications may apply to other migrant groups as well. 

4.2 Vulnerable Due to the Country’s Situation: HL in Low-Income 

Countries: Afghanistan 

The debate on HL began in high-income countries such as the United States of America (Nielsen-

Bohlman et al. 2004), Australia (Osborne et al. 2016), Israel (Levin-Zamir and Bertschi 2018), and 

European countries (Sørensen et al. 2015), and data from low- and middle-income countries were often 

not available (Pleasant 2013), or people from these countries were primarily recorded as migrants and 

thus considered vulnerable to low HL. In 2013, Pleasant reviewed empirical and policy programs on 

HL outside the United States and could only report from a few low- and middle-income countries but 

not from Afghanistan (Pleasant 2013). In the last decades, notable changes have occurred, and 

increasingly more studies on HL of people in low- and middle-income countries, including 

Afghanistan’s neighboring countries, Pakistan and Iran (Sabzwari 2017; Haghdoost et al. 2015) and 

sub-Saharan Africa (Boateng et al. 2020) have been conducted, using a variety of standardized, self-

developed, or modified questionnaires (including the HLS-EU (Duong et al. 2015)). These studies 

provided empirical evidence that not only in high-income countries but also in low- and middle-income 

countries, a considerable proportion of people lack adequate HL (Sørensen et al. 2015), making HL 

improvement equally important worldwide. Many studies find an association between HL and 

determinants of health and health outcomes, emphasizing that HL is context-and content-dependent. 

This relationship is also plausible when considering the role of prerequisites for and determinants of 
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health (WHO 1986) and the contribution of structural factors to health (Giesecke and Müters 2009, 

p. 363; CSDH 2007).  

Despite this backdrop, it is surprising that contextual aspects, particularly prerequisites for health 

and (social) determinants of health (besides education), are rarely assessed, presented, or discussed in 

HL studies. It is plausible that the country's general state, such as high levels of poverty, corruption, 

instability, and sometimes even war, as well as the state of the health system, also play key roles in 

disease management and health education and create opportunities for HL development. Therefore, 

people from countries with a shortage of health facilities and professionals nationwide (WHO n.d.c) 

have not only poorer access to health services but may also have fewer opportunities to develop their 

HL. These structural conditions contradict the fact that these people lack access to health services and 

need good HL to treat themselves and prevent disease. These considerations suggest that there are 

multiple disadvantages here, as the two low determinants of health also influence low health status and 

increase the need for HL; at the same time, some of these countries can hardly provide opportunities 

for its promotion. 

Since HL is content- and context-dependent, it is not sufficient to examine HL in the destination 

country; instead, HL in the country of origin should also be taken into account. This study of HL in 

both countries helps to better understand the context, content, and nature of HL there. In addition to 

health, the preconditions and determinants of health are relevant because context, including geographic, 

political, cultural, and social conditions that influence health, determines the most common diseases 

and treatments, what HL is needed, and how it can be developed. This general health-related knowledge 

enables the analysis of data to estimate the level of HL of migrants in the destination country and the 

identification of particular needs and resources. In this chapter, I use Afghanistan as an example to 

outline the general health and HL situation in a least developed and low-income country. By presenting 

and comparing the standard health situation in Afghanistan and Germany, two quite different countries, 

the context-bound nature of HL as a social practice can be explored, and the understanding of potential 

health-related challenges and difficulties that migrants may face in the host country because they are 

unfamiliar with that country can be sharpened. 

4.2.1 Health in Afghanistan: A Least-Developed, War-Torn Countries 

Afghanistan is among the countries with the poorest scores on many statistical indicators globally, 

from which many people flee, and little is known about Afghan HL. A quick search of scientific 

databases on HL in Afghanistan in 2016, the start of the Afghan HL study preparation, did not yield a 

single entry. Generally, data on Afghanistan had several shortcomings, data were missing, were of 

mediocre quality because no one knew how many people live in Afghanistan, and data were primarily 

collected in main cities but rarely in remote areas (SIGAR 2017; Broughton et al. 2013; Bittlingmayer 

et al. 2020i). These shortcomings in reporting are because of ongoing conflicts in many areas of 

Afghanistan (see ReliefWeb 2021) and because the country is facing many difficulties such as poverty, 

insecurity, and lack of sufficient food, so research in general and specifically on HL might not be at the 

forefront of people’s concerns (The Asia Foundation 2019). In 2020, more data was made available by 

the Central Statistic Organization (CSO 2022) and organizations such as the Afghanistan Analyst 

Network (AAN 2022). Besides these general country-specific challenges, a concept-inherent challenge 

occurs, namely the appropriateness of the instruments used to measure the culture and context-

dependent construct HL. Most HL questionnaires were developed in Western countries with their given 

healthcare system, widely available health services in which texts play a crucial role, and a high 
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orientation on the individual prevails. These characteristics do not apply to countries that lack facilities 

and access, where information is largely passed on orally, or with collectively oriented cultures. 

Therefore, using the instruments undoubtedly lead to erroneous results. For Pakistan and Afghanistan, 

for instance, using the individual person as the main source of information is also not (practically) 

representative because, as in many countries, the decision-making process about health concerns is not 

done by the individual but by the family (e.g., in collective families) (Levin-Zamir and Bertschi 2018). 

Given the lack of data on HL and difficulties in obtaining representative data, questions arise as to 

why the assumption prevails that people in the least developed and low-income countries are 

particularly vulnerable and how to estimate the level of HL in each country. A different approach needs 

to be taken, which can be guided by the frameworks of HL. The comprehensive framework of HL by 

the HLS-EU-Consortium (Okan et al. 2020a), for example, can serve to identify relevant determinants 

and outcomes and address the issue systematically. While reflecting on the linear model of HL, which 

places HL midway between determinants and outcomes (Zhu 2018; Lorini et al. 2018), two perspectives 

emerge. First, the level of HL is perceived as a consequence of poor determinants of health (so 

deductive), or second, health status may indicate the level of HL (McClintock et al. 2020). Both 

approaches use internationally recognized health measures to refer to a soft, implicit cognitive concept 

of HL without considering the social situations in which the HL practice takes place. 

Although using health determinants and outcomes as proxies for HL is only a weak, imprecise, and 

error-prone approximation of the correct level of HL and cannot reveal anything about the actual health 

practice, it was the only possible approach to estimate people’s HL in countries where HL studies are 

missing. For this reason, I will present some tentative findings using general data on social and health 

for countries. Describing and comparing countries based on general health data has been made possible 

by the fact that the United Nations, specifically the WHO, has provided many common tools for 

collecting core indicators after its establishment, such as the Global Health Observatory (WHO n.d.c) 

and has supported many related research efforts. These data can be used for research on HL5 as they 

offer many insights into health, specifically a country’s disease and mortality status and healthcare 

capacity. However, the WHO data are not sufficient6 because the databases do not (yet) include 

determinants of health (apart from healthcare), which is a surprise given that WHO has strongly 

emphasized and worked on determinants of health in the Ottawa Charter (WHO 1986) and through the 

Commission on Social Determinants of Health (CSDH 2007). To present the determinants of health, 

 
5 Since its inception in 1949, the World Health Organization and its partners in the field have made available an increasing amount of data 

on the health status of countries around the world, such as prevalence, incidence, and mortality rates (WHO n.d.). Health indicator data 

make it possible to describe the health status in each country, compare countries, identify drastic deficits, and reveal serious health 

disparities between countries. Some indicators, particularly infant and child mortality, provide clues to and are used as proxies for the 
overall health situation. They are also important targets for action identified in the Millennium Development Goals (three of the eight of 

which are linked to health, such as reducing child mortality number 4, improving maternal health number 5, and combating HIV/AIDS, 

malaria, and other diseases number 6, which are explicitly highlighted in number 3 and implicitly in other United Nations goals (n.d.) in the 

Sustainable Development Goals) (United Nations n.d.). The crude numbers of diseases and the gaps in reporting show that some countries 

do not have (to monitor) the necessary conditions for a healthy and safe life of their population. In addition to direct health indicators, 
general "development indicators" help describe the health situation of a country, as they give indications about the SDOH and the 

preconditions for health. 
6 Increased monitoring and reporting of health statistics by WHO and ministries of health in countries undoubtedly provides good 

insights into the situation in different years and how it is evolving, which in turn influences the development and financing of interventions. 

However, the health data collected by WHO and ministries primarily relate to hospital capacity and crude mortality rates. Thus, WHO provides 
a lot of data on the disease pole. The (social) determinants of health, quality of life, life skills, coping strategies and resilience resources of 

people are mostly not yet captured and could easily be overlooked. Some recent developments, such as the happiness index, show that more 

attention is being paid to the positive aspect of health. 
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complementary data from other organizations, including other United Nations organizations, must be 

used.  

Afghanistan and Germany, the two countries central to this thesis, differ considerably in many 

respects (see Table 2). Even a glance at the prerequisites and determinants of health reveals this 

difference. Germany is classified as a high-income country that has experienced peace for more than 

75 years, whereas Afghanistan is classified as a least developed country and has faced war and forced 

migration for more than four decades, which is reflected in the large number of people living outside 

the country. In 2020, Afghanistan ranked third in the statistic of major international displacement 

situations by country of origin (UNHCR 2020).  

Living conditions between Afghanistan and Germany differ substantially, as can be seen not only 

in the GNI per capita and poverty rate but also in the Human Development Index (HDI). Surprisingly, 

the difference in equity indicators (GINI) is present but not as pronounced. In terms of population 

characteristics, the picture varies across countries. In the case of Afghanistan, the high number of 

refugees inside and outside the country, the young population with a high proportion of under-

eighteens, and the low life expectancy stand out. By comparison, Germany has no officially listed 

internal migrants and is an old and aging society. 

Looking at other health indicators, maternal and infant mortality rates in Afghanistan are 

exceptionally high, often indicating a poor overall situation, and healthcare is in need of improvement 

(if the Sustainable Development Goals are taken as a target). Depending on the region, the Afghan 

healthcare system is severely affected by repeated war-like fighting, with its lighter and more intense 

phases, which impacts both the smooth running of healthcare and the training of (future) health 

professionals. Moreover, there is a shortage of availability and a good health system throughout the 

country (Frost et al. 2016). In contrast, Germany has noteworthy more health professionals, a 

comparably well-functioning and technically advanced healthcare system, and universal (public) health 

coverage, but also a much older and thus sicker population to care for. Based on quantitative 

(epidemiological) health assessment, countries identify the most pressing health needs and strategies. 

For example, in the German national strategy of 2020 (before the corona pandemic and the withdrawal 

of international troops in the summer of 2021), the main topics concerned non-communicable diseases 

and older people (BMG 2022a). In contrast, Afghanistan’s most pressing needs addressed pregnancy 

and maternal health, communicable diseases, but also nutrition, and sanitation (MoPH 2016; KIT et al. 

2019, p. 9). 

Lastly, a particularly relevant factor for HL is the education system. In Germany, all education 

indicators are much higher than in Afghanistan (see Table 1). The Afghan education system was 

severely affected before 2001 when women were excluded from schooling under the Taliban regime, 

but it improved remarkably by August 2021. As education is a strong determinant of HL level and the 

high proportion of illiterate people in Afghanistan is also shown in the Demographic and Health Survey 

(CSO et al. 2015) and the Afghanistan Health Survey (KIT et al. 2019), it is plausible to conclude that 

countries with a large proportion of the population with low literacy level also have lower HL levels. 

The effect of low access to education for women resulting in low HL may even be amplified because 

women worldwide are responsible for the family's health (Davidson et al. 2011), make decisions for 

their children's health, and support their children in acquiring HL. 
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Table 1: Health in Afghanistan vs. Germany 

 Indicator Afghanistan  

(Rank worldwide) 

Germany  

(Rank worldwide) 

Economics    

 GNI per capita 2229 (US$) 50,900 (US$) 

 Poverty rate 54.5% 14.8% 

 HDI (Human Development 

Index) 

0.511 (Rank 169) 0.947 (Rank 6) 

 GINI 29.4 (Rank 153) 31.9 (Rank 140) 

People    

 Population 38 928 000(a) 83,255,031 

 Refugees outside the country 2.6 million (b) - 

 Refugees inside the country 

(internally displaced people) 

3.5 million (b) - 

 Average age (women/men) M: 19.4, f: 19.5 44.5 (German: 45.6, 

non-German: 36.9) 

 Number of people under the 

age of eighteen 

Under 15: 40.62% 

15-24: 21.26% 

Under 15: 12.89 

15-24: 9.81 % 

Education    

 Literacy rate M: 52.1; F: 22.6% 99 % 

 Mean years of schooling 3.9  

 School enrollment, primary (% 

gross) 

107 102% 

 School enrolment, tertiary (% 

gross) 

11 74 

Health    

 Life expectancy 64.8 (65.8/62.8) (a) 

53.25 (51.73/54.85) 

(WF) 

M: 78.93/ F: 83.8 

 Doctors per 100.000 0.3 (a) 431.1 

 Nurses per 100.000 0.446 1106 

 Maternal mortality rate per 

100.000 

1194 (2016 (WF)) 7 (2017) 

 Infant mortality rate per 1.000 51.7 (a)/ 106.75 (WF) 3.2. 

 Money spends on healthcare   

(Data derived from UNDP UNData Base, (CIA 2021; UNHCR 2020; UNDP 2019; WHO 2019) (b) 

Germany: Statista, Destatis, EU Statistics, Worldbank, CIA world factbook (WF) 

 

While comparing crude numbers allows ranking countries and sketching a general picture, it is 

necessary to explore the context of the countries and these indicators, as well as the diversity within a 

given country, and to interpret both data in context to identify reasons for the respective health level. 

Here country reports such as the Afghanistan Health Survey (KIT et al. 2019) and the Gesundheit in 

Deutschland (English: Health in Germany) (RKI 2015; Robert Koch Institute 2020; Bozorgmehr et al. 

2016) can help explore interesting indicators such as health conditions or even perceptions. The Afghan 

report provides insights into the prevalence of diseases, availability, and awareness of healthcare but 

not on HL. As data are presented in general and not for groups, e.g., ethnic groups, it is not possible to 

analyze necessary differences such as regions, urban, rural, remote locations, and socioeconomic status 

that affect the health of Afghans and different ethnic groups in diverse ways. The influence of social 

determinants on health outcomes (here maternal health) was recently illustrated for Afghanistan by 

Akseer et al. (2018). Furthermore, the attitudes of Afghans differ significantly (cf. The Asia Foundation 

2019), and thus the Afghan as a uniform homogeneous group should be viewed critically.  
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Afghanistan has been a war-like country since 1978, so consequently, several generations have 

grown up in a poor security situation. Within a given country, however, certain population groups are 

even worse off. These include social groups that suffer from discrimination and are less privileged. In 

Afghanistan, the Hazara7 ethnic group is often discriminated against because a substantial portion of 

them is Shia in an otherwise Sunni Muslim country; they have difficulties entering universities, getting 

good positions in society, etc. (informal interview with Afghans in spring 2019). Even before 2015, 

many Hazara left the country and fled to Pakistan or Iran. Also, in the group of Afghans who have come 

to Germany since 2015, many newcomers belonged to the Hazara people. Since data on Afghanistan 

are generally difficult to collect and are increasing slowly, most data do not distinguish by region. Thus, 

the Hazara may be perceived as multiply disadvantaged, discriminated against, and highly vulnerable. 

Yet, despite adverse living conditions, many Afghans are remarkably resilient (Eggerman and Panter-

Brick 2010), raising the question of whether all Afghans are especially vulnerable and what determines 

their ability and vulnerability.  

Even though epidemiological studies make it possible to describe health status using objective 

measures and identify correlations with determinants and prerequisites, these studies fail to explain why 

the correlation exists. Other theories are needed because only a few studies attempt to explain the 

difference by looking at the socioeconomic status and poverty (OECD 2022 see also the criticism by 

van Doorslaer and O’Donnell 2011). Based on these quantitative data, information on the relevance 

and use of HL in everyday life cannot be obtained; for this, a better contextual understanding would be 

needed (see the reference to the use of locals from each of the 34 provinces to collect data for the AHS, 

as they “understand the local social and cultural sensitivities and safety issues” (KIT et al. 2019, 

p. 20).) Unfortunately, the roles of social and cultural aspects are not included in global health indicators 

but play a vital role, especially when communication between people and understanding their response 

is concerned. 

4.2.2 HL in Afghanistan 

A search for scientific publications on “health literacy” AND “Afghan*” (abstract/title) on PubMed 

in January 2021 yielded only eleven articles (nine on Afghans in Australia, one in Austria, and one 

from our study (see Chapter 7)). However, as our interest was the HL of people in Afghanistan, the 

studies on Afghan migrants did not provide valuable insights. To gather any piece of information on 

the HL of Afghans (including studies, interventions, policy recommendations, etc.) in Afghanistan, we 

conducted a grey literature search using the Google search engine and found three documents related 

to HL in Afghanistan. A presentation (Burhani 2009), a newspaper article (Akbari 2019), and a 

reference in a report (GIZ n.d.). The first and oldest publication is a presentation by Burhani, a former 

Deputy Minister for Health Care Service Provision, at the 2009 Regional Ministerial Meeting for Asia 

and the Pacific. She refers to the presence of community health works, communication campaigns, 

improving health facilities, and the health school initiative and concludes that the HL of Afghans 

increased from 2001 to 2009 (Burhani 2009). She stresses the lack of research or study (p.14) and names 

five key challenges to HL such as low socioeconomic conditions, low access to information, women 

being more affected by low literacy, cultural and belief barriers, and insecurity in some parts of the 

 
7 Yet, differentiating between Hazara and others is exceedingly difficult in Afghanistan because of a lack of socioeconomic data of diverse 
groups in English language. Also, the Hazara people are not a homogenous group and although many are Shia Muslim, this does not apply 

to all. In this doctoral thesis, the whole complexity of the tribe system and privileges and disadvantages cannot be addressed. At least there 

is a tendency, and this is what I operate with. For more advance description of it (see Rzhak 2016). 
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country (p. 14), and she lists several recommendations. The GIZ report on its projects also indicates a 

“limited level of HL” (GIZ n.d.), without elaborating or measuring this. More comprehensive 

qualitative insights are provided by Akbari (2019), who argues that HL is a “silent issue” in 

Afghanistan and is “extremely low.” He highlights the need to expand people’s understanding of health 

from a purely physical understanding to include physical, mental, and social well-being and unfolds an 

argument for why mental health knowledge should consider more attention (Akbari 2019). These 

documents offer selected insights from people in Afghanistan into the level of HL presented and the 

nature and the understanding of HL, which is not uniform across documents and may focus, for 

instance, on ICT (Burhani 2009) or mental health (Akbari 2019). Unlike most documents on HL, they 

emphasize the importance of HL's social and cultural aspects. In general, the assumption that people in 

Afghanistan have low HL levels because of poor educational attainment and the high numbers of sick 

people could be supported by qualitative data but not verified by quantitative studies.  

In conclusion, this section provided a condensed overview of the (scant) data on the health and HL 

of people in Afghanistan. Due to the lack of data, we can only describe a trend of how the HL level 

might look based on general social and health data and professionals’ qualitative judgments. In this 

case, HL might be low due to low educational achievements and a high illiteracy rate but also poor 

health status and low human development index. Whether other country indicators, prerequisites, and 

health determinants are directly or indirectly related to HL level has not yet been explored in the HL 

debate. However, because of the missing data, neither the actual HL level nor its determinants nor the 

strength of the association between HL and health behavior and health outcomes can be assessed. 

Therefore, to gain a more profound understanding of the relevance of HL in Afghanistan, it is inevitable 

to conduct a representative study, especially in remote areas. Ideally, this study should measure HL 

with established tools, including contextually relevant variables, determinants of health, and all three 

domains of HL (healthcare, disease prevention, and health promotion) but also the role of religious 

belief and health outcomes (including disease and wellbeing) in Afghanistan. Based on this study, we 

could explore the prevalence of low HL, identify people specifically vulnerable or capable, but also the 

determinants and outcomes, as well as their relationships and confirm or refute prevailing ideas about 

low levels of HL in Afghanistan. The findings can help inform evidence-based recommendations and 

call for financial support for targeted HL interventions and interventions that specifically target key HL 

influencing factors and the most vulnerable groups (see Chapter 7). 

4.3 Vulnerable because of Migration (Empirically and Theoretically) 

The previous paragraphs have illustrated that HL is highly context-dependent (including the 

prevalence of diseases, available services, and required competencies). Therefore, understanding the 

current state of migrant health and its explanations globally (Chapter 4.3.1.) and specifically for 

Afghans in Germany is crucial as a background for exploring the HL of people of Afghan descent. 

4.3.1 Core Data on Migration Numbers, on Afghans in Germany, and Living 

Conditions 

Migration was, is, and will remain one of the leading global phenomena (see Figure 7). The latest 

figures from the IOM Migration Report (2020) show more than 271 million (271,642,105) migrants 

worldwide in January 2022, representing 3.5% of the total world population (IOM 2021). Of these, 82.4 

million are forcibly displaced, 48 million are internally displaced, 20.7 million are refugees, 4.1 million 
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are asylum-seekers, and 2.6 million are Afghans (UNHCR 2020, p. 2 f). Generally, Afghans play a 

crucial role among migrants and refugees, as they have consistently been among the two largest refugee 

groups in recent decades (IOM 2019b, p. 40). Besides the external migrants, there are approximately 

3.5 million internally displaced Afghans.  

 

Figure 7: (Afghan) Migrants’ Proportion Around the World and in Germany (own calculation) 

Although the terms migrants, refugees, and related terms8 are used worldwide, the understanding 

varies in terms of how a migrant is viewed by society, political status, and self-description. The term 

 
8 There are several terms used for people migrating from one place to another. Due to the danger of using the same word to mean different 

things, it is necessary to define the terms. I use the glossary provided by the Global Society on Migration, Ethnicity, Race and Health 

(Johnson 2019)  

CATEGORY DEFINITION 

Refugee A person who, owing to a well-founded fear of persecution for reasons of race, religion, nationality, 

membership of a particular social group or political opinions, is living outside the country of his or her 

nationality. In the European Union, this term is used of a person who has specifically sought and received 

asylum. 

Asylum seeker A person seeking asylum, i.e., leave to stay in a foreign country on the grounds of fear of persecution or actual 
persecution/serious harm in their country of origin. Often erroneously used as a synonym for refugee but 

having a different legal status in most cases. 

Migrant While there is no formal legal definition of an international migrant, most experts agree that an inter- 
national migrant is someone who changes his or her country of usual residence, irrespective of the 
reason for migration or legal status. Generally, a distinction is made between short-term or temporary 
migration, covering movements with a duration between 3 and 12 months and long-term or permanent 
migration, referring to a change of country of residence for a duration of 1 year or more. The term is 
sometimes wrongly applied to the offspring of migrants born in the country of settlement. An error of 
the opposite kind is made when people born abroad, but with ancestry in the country of settlement, are 
not referred to as migrants (e.g., ‘Aussiedler’ in Germany, descendants of colonists or possibly expelled 
from other countries).  

Immigrant See migrant: the term is sometimes used pejoratively. 

Internally displaced 

person 

A person who has been obliged to leave his or her home or place of habitual residence, in particular, to avoid 

the effects of armed conflict, situations of generalised violence, violations of human rights or natural or 

human-made disasters and who has not crossed a recognised international border. 
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commonly used in Germany for migrants is people with migration background (German: Menschen 

mit Migrationshintergrund) and refers to people who moved to Germany themselves (1st generation) or 

their parents (2nd generation), and sometimes even their grandparents (3rd generation). The general 

number of people with migration background in Germany in 2021 is 26.7%, or 21.9 million people 

(Statistisches Bundesamt 2021). This group is highly diverse in terms of socioeconomic status, time of 

arrival, reason for migration, and length of stay. Although a considerable proportion of migrants, 

especially forced migrants, live in precarious situations, some migrants are also highly skilled migrants 

and enjoy the same standard of living as others of similar socioeconomic status. Lastly, social sciences 

studies indicate that when analyzing data and controlling for socioeconomic status, migration 

background is no longer an explanatory factor for (poor) health status (see also the uptake of the 

discussion by the RKI 2020). Thus, to conclude that a person is vulnerable or disadvantaged simply 

because he or she belongs to a group of people with a migration background is inaccurate and does not 

do justice to the heterogeneity among migrants or the individual's strengths. 

Migration to Germany is not a new phenomenon and has been taking place continuously since the 

foundation of the Federal Republic of Germany in 1949, but it became pivotal after 2014 when a large 

number of people from various war-torn countries came to Germany in a brief period. Figure 8 shows 

the number of applicants for asylum from different countries of origin per year. 

 
Stateless person A person who is considered as a national by any country and hence lacks those rights attributable to national 

diplomatic protection of a country, inherent right of sojourn in the country of residence and right of return in 
case he or she travels. 

Person with 

migration 

background* 

Term used in Germany to refer to a person who was either born outside of Germany him or herself or the 

parents. 

Newcomers* A person who has recently moved to Germany. 

In this study, I will refer to the Afghans who have moved to Germany since 2015 as newcomers because it puts the emphasis on the time 

upon arrival and the difficulties people face in this period. 
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Figure 8: Asylum-Seekers in Germany in the Last Ten Years, Separated by Country Of Origin (BAMF 2021b, p. 21) 

While the number of asylum applications was comparatively high in 2015 and 2016, the number 

dropped to below 200,000 per year in 2018 (BAMF 2021b). Afghans have consistently been among the 

top five largest groups of newcomers. In 2019, 297,000 people of Afghan origin lived in Germany, 

which makes up 1.4% of the entire population. Of these, 78.5% immigrated themselves, and less than 

a quarter (21.5%) were born in Germany (BAMF 2020, p. 160). Table 2 shows the residence status of 

people of Afghan descent in Germany at the end of 2020.  

Table 2: Residence Status of Afghans in Germany (BAMF 2020, p. 174) 
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Of the 263,420 Afghans with a foreign passport in Germany, only 0.1 % do not require a residence 

permit, and for those who do, only 9.7% have an indefinite title (permanent residence). Moreover, Table 

2 shows that the majority (56.3%) either have only a temporary residence title or have only received a 

short-term Duldung, meaning their asylum application has been rejected, but their deportation is 

suspended. In general, the overview shows that most Afghans have to live with a precarious, temporary 

residence status that places a heavy burden on them (Schouler-Ocak and Kumeyer 2017, p. 36). 

Originating from the same country does not mean facing the same (poverty- and health-related) 

hurdles, which is evident in the case of people of Afghan descent. Daxner et al. distinguish between 
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two generations of Afghans (Nicola and Daxner 2017): those who migrated to Germany during the 

Russian occupation of Afghanistan in 1980-1990 and those who arrived in Germany around 20159. 

While people in each group had several reasons for migrating to Germany, there is some overlap, but a 

sharp divide is also evident– especially among women. While the majority of the first generation was 

well educated and able to start a business or find a job, the second generation grew up in an Afghanistan 

that was heavily affected by war and where women were denied attending school for a significant 

period. This observation also supports the sociological finding that it is not sufficient to have merely 

the same origin to describe the social and health situation of a person from a country, but that historical 

and contextual factors, as well as individual factors, should be considered.  

Turning the focus not to the large group of migrants but to refugees and asylum seekers specifically, 

it is undeniable that the situation of asylum seekers is challenging in many respects, but it is even more 

challenging for those who have to fear being deported because of their asylum claim has been rejected. 

Recent years have shown that asylum seekers were treated differently based on their likelihood of 

staying in Germany and their country of origin and were even deported. Although the group of Afghans 

is one of the five largest groups of asylum seekers in Germany (see Figure 8), the situation of Afghans 

who immigrated between 2014 and 2021 was incomparably precarious because, unlike people from 

other countries with war-torn or challenging situations, such as Syria, Iraq, Somalia, Eritrea, and Iran, 

people from Afghanistan10 have a comparatively low chance of being accepted as asylum seekers. 

Afghanistan is often discussed as being recognized as a safe country of origin (German: sicherers 

Herkunftsland). Afghans who arrived in Germany after 2015 lived in particularly poor living 

conditions, often in initial reception facilities or refugee dormitories for a long time, because the 

likelihood of being accepted in Germany was extremely poor (in contrast to refugees from Syria and 

Iraq). Due to their uncertain future between 2014 and 2020, Afghans did not immediately gain access 

to a German as a second language course but only later. Therefore, like other refugees and migrants, 

e.g., from Eastern European or African countries such as the Gambia, especially disadvantaged 

(multiple deprived of access to services and opportunities to develop and use (language) skills) and 

vulnerable to poor health and poor HL. It is therefore of particular interest to understand how they live 

in the midst of these challenges, what opportunities and barriers they face, and what coping mechanism 

they have developed to remain strong and healthy amid this tragedy, as there is little research on them, 

and their point of view is often neglected.  

Looking not only at Afghans but at people with a migration background in general, it becomes 

evident that this group is exceptionally heterogeneous in most characteristics and has only one main 

feature in common: they (or their ancestors) moved to another country (Hünlich et al. 2018a). Despite 

this heterogeneity, population-based studies often create two distinct groups: migrants and non-

migrants, comparing health status between the two groups and concluding that migrants have poorer 

health (Robert Koch Institute 2020). This grouping and comparison are wrong in this respect because 

it hides heterogeneity and leads to the conclusion that all migrants are more vulnerable. A more detailed 

analysis that includes other factors shows that migrants often have poorer health not because they are 

migrants but because of their lower socioeconomic status, which is linked to health disparities (IOM 

 
9 While it is plausible to make this distinction based on the period when they have arrived and the socioeconomic status, the migration of 

Afghans to Germany is far more complex and often family ties play a crucial role and bring Afghans of the “first wave” and the “second 

wave” closely together.  
10 Another reason for focusing on Afghanistan is that Uwe H. Bittlingmayer has started working on Afghanistan since 2014 and we have 

established good relationships with several people and institutions from there. Also, a great interest was in studying HL in Afghanistan we 

supported our colleagues from there to conduct a study there.  
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2021, p. 210). Hence, by acknowledging this heterogeneity, further observations can be made at the 

societal level regarding the overall socio-economic situation of migrants and social exclusion. In 

Europe (Eurostat 2021), 5.1% of the 447.3 million people living in the EU are non-EU citizens. While 

only 19.9% of national citizens in the EU (17.6% in Germany) have a risk of poverty, the risk of poverty 

among citizens of other EU Member states is 26.0% in the EU (13.0% in Germany) versus 44.8% of 

non-Eu citizens are at risk of poverty or social exclusion in EU (27.0% in Germany). These data show 

three remarkable findings. First, national citizens are less at risk of poverty, while non-EU citizens have 

the highest risk of social exclusion. Second, the share of 27.0% of all non-European citizens being at 

risk in Germany, while high, is lower than in most other European countries (Eurostat 2021). Third, 

although women have a slightly higher risk of poverty or social exclusion as national and foreign 

citizens in Germany, this pattern is not repeated in all national data. Thus, unlike other studies, these 

data do not confirm a general higher vulnerability of migrant women. These three observations cannot 

be explained based on quantitative data and require further qualitative investigation. Nonetheless, based 

on this study, a general conclusion can be drawn that migrants in Germany are at risk of poverty and 

social exclusion (see also studies by Lampert (2011)), which has an enormous impact on health and 

influences the health-literacy-related concerns and situations a person must deal with. Although this 

study provides a more differentiated view of migrants and their socioeconomic status in their new 

country, the study only presents aggregated data. It does not allow drawing any definite conclusions 

about the individual as part of a social group (e.g., a family), the resources available, or the 

opportunities and constraints of the migrant’s context. Furthermore, as a person’s health is strongly 

influenced by their living conditions and given the large number of migrants who came with their 

families, the argument is that the individual migrant should not be perceived only as an individual but 

rather as part of a social network or family.  

As migration and living conditions strongly influence people’s health and, respectively, the HL 

skills needed (Sørensen et al. 2012), I will take a closer look at migrants’ health in the next sections. 

The health of migrants can be described in different ways: by measuring their health status, analyzing 

the determinants of health status on various levels over time and for different target groups, and drawing 

on (sociological) theories to explain health status. 

4.3.2 Health Status of Migrants and Models to Explain it 

The state of knowledge on migrant health and refugee health is heterogeneous and ambivalent 

(Frank et al. 2017; WHO 2018b). On the one hand, studies show that the health status of migrants is 

better than that of the native population, and on the other hand, studies show that the health status of 

(forced) migrants is worse than that of the native population. Overall, it can be stated that assessing the 

health status of migrants is exceedingly difficult for several reasons, such as definitional difficulties 

and great heterogeneity, issues of accessibility, comparability, and financing. The first major difficulty 

is defining who a migrant is. Is this a person who moves to a country himself or herself or a person born 

to migrant parents? How to distinguish between the migrants who moved within a country or between 

countries and continents (location), for several reasons/motivations, and for different periods (short 

term, long term, periodically, permanent) and from different countries. Secondly, finding migrants who 

want to participate in a study might be difficult due to language reasons, familiarity with research or 

incentives, and benefits for themselves (Unger 2017). Third, what is the adequate group for comparison: 

is this the entire population of the country, a specific group in the country that has a similar 

socioeconomic status, the entire population in the country of origin, or a subgroup that has similar 
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socioeconomic characteristics in the home country or migrants from the same region? Fourth, who 

provides funding for the studies? Medical institutes interested in determining the health status, mental 

health organizations to assess the prevalence of mental diseases and identify needs, public health for 

general comparison, or health insurances to develop adequate interventions to reduce health costs? 

Further reasons can be named.  

All these aspects influence what kind of data is collected and how it is interpreted. Therefore, one 

can conclude that the health status of migrants is generally as mixed as the heterogeneous group, which 

is reflected in the studies on migrant health (RKI 2015, 2020; Frank et al. 2017). The Robert Koch 

Institute’s study repeatedly shows that the mental health of forced migrants is not as good as that of 

non-migrants in the country of destination. Overall, most migrants report a decline in social status after 

moving from one country to another, which can have a negative impact on health. General, empirical 

data on migrants/refugees and health are increasing, showing a mixed picture, and are slowly including 

more than just with or without migration background variables (RKI 2020). Some initiatives in the past 

years helped to bring together scientific evidence on migrants, for example, the MigHealthCare project 

at the European Level (Mig-HealthCare Consortium 2020) and the refudat in Germany produced by 

the University Bielefeld (Uni Bielefeld et al. 2018), which demonstrate the immense heterogeneity of 

findings. Nevertheless, we still lack a comprehensive understanding of the relationship between 

migration and health and health literacy. 

Due to the immense heterogeneity among migrants and the criticism of (statistical) differentiation 

between Germans and non-Germans (Spallek and Razum 2016; RKI 2020), it is not possible to 

adequately draw conclusions from the general information to the individual (based on the characteristic 

migrant); however, numerous factors can be described that can specifically influence migrant health. 

Whether the individual migrant (or the migrant family) experiences these influences and with what 

intensity and with what outcomes need to be explored individually.  

Models and theories to explain migrants’ health 

Before diving deeper into the HL of migrants and refugees, a brief description of the health and 

determinants of migrant health helps deepen understanding of their needs (see IOM 2019b, p. 210 f). 

Nair has described the determinants of migrant health by drawing on and expanding Dahlgreen and 

Whitehead’s Rainbow Model (2006). Figure 9 depicts the determinants and illustrates that numerous 

factors at all levels of society play a critical role and impact health. Furthermore, empirical evidence 

was synthesized at the second Global Consultation on Migration and Health in 2017 to describe the 

relationship between various influences on migrant health to develop evidence-informed health 

responses (Wickramage et al. 2018). They utilized a second useful differentiation by focusing on the 

multiple stages of the migration in chronological order and the various levels of health influencing 

factors therein. Figure 10. 
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Figure 9: Rainbow Model of Migrants’ Health adapted by Nair (WHO 2010b, p. 14) 

 

 

Figure 10: Migration in the Process: Social Determinants of Health (Wickramage et al. 2018) 

Although this model details which factors can influence migrants’ health at different stages 

(Wickramage et al. 2018), the summary does not differentiate between harmful or supportive factors. 

In the original version, the participants distinguished between macro and mesolevel as well as between 

vulnerability and resilience factors. As resilience factors, they listed migrant support programs and 

organizations, CALD-sensitive health services, self-help groups, ethnic and social networks, language 

services, employment support, and childcare in the country of arrival (IOM 2017a, p. 4). Besides the 

effect of all these factors on the health of the migrant at a given point in life, migrants still report various 

experiences, events, and situations that influence their health. This applies to all family members, 

adults, children, and upbringing (see Figure 11). Spallek et al. (2016) have differentiated the three first 
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phases of migration and the multiple factors in the life of an adult and a child, with psychopathological, 

social, and psychological factors also becoming relevant (Rechel 2011, p. 174). 

 

Figure 11: Impact of Migration on Adult’s and Children’s Health (adapted from Spallek (2016)) 

Although these three valuable models or illustrations capture the multitude of influences on 

migrant health on various levels, during distinct phases, and for other family members, they do not 

specifically explain how these factors influence migrant health. To approach the issue of migrant health, 

Spallek and Razum have taken a different approach, gathering different perspectives on migration and 

health and addressing crucial topics that are usually not considered in (quantitative) studies. As 

explanatory models, they point to the healthy migrant effect, which refers to a pre-selection for 

migration of those who are healthier than the average person in the country of origin. (b) The model of 

healthy transgression (German: Modell des gesundheitlichen Übergangs) states that people migrating 

into a higher-income country benefit from the better life of the entire population there and remain 

healthier compared to people in their home country, even though migrants live in socioeconomically 

poor conditions. (c) The life course model (German: Lebenslaufmodell) is interested in how exposure 

at critical stages in life and risk accumulation over the course of life affect health outcomes. Thus, it is 

concerned with biological, behavioral, and psychosocial events throughout life and across generations 

and how these affect morbidity and mortality. (Razum and Spallek 2009; Spallek and Razum 2008; 

Spallek and Razum 2016) Besides these three models, other researchers suggest discussing and 

explaining migrant health based on (d) poorer living and working conditions (see (WHO 2010b, 

p. 14) and (e) acculturation11 and postmigration stress (Berry 1992; Sangalang et al. 2019; Kuo 2014), 

the need of (f) improvement of social cohesion (Maleku et al. 2019; IOM 2017b) and (g) health 

disparities based on social status, sex, and gender, discrimination (Veenstra 2011). The question of 

 
11 Acculturation is a “cultural change that results from continuous, first-hand contact between two distinct groups” Redfield et al., 1936 

cited by Berry 1992 and can encompass physical, biological, political, economic, cultural changes and changes in social relationships. 



Vulnerable People as Distinct Target Groups for HL Interventions 

 60  

which model best explains the health situation of an individual migrant cannot be determined at a global 

level but must be explored individually for each migrant. In general, migration is often understood as a 

determinant of health (IOM 2006). However, as the previous models and elaborations indicated, this 

statement is too general and wrong. As the IOM summarizes in its study on migrant health: “Migrants 

are not automatically vulnerable to poor health outcomes. It is the conditions associated with different 

phases of the migration journey (pre-migration, transit, arrival and return) that may negatively or 

positively affect health” (IOM 2021, p. 210). Already these seven models or approaches explaining 

migrant health are based on different understandings of health (see Chapter 2) and differ in their focus 

on physical diseases, mental wellbeing, or socioecological factors. All the models used to explain 

migrant health include the situation and context the individual lives in and how this influences their 

health. The individual’s resilience (physical, mental, and social) to cope with these challenging 

situations are rarely discussed. This is where HL would have a particularly important role to play, yet 

too little knowledge is available about how individuals actually use their resources and skills to respond 

to situational demands. Research on HL among migrants is all the more relevant because health 

situations, and even more so the health decision-making process, are very complex, and individuals 

make decisions based on a complex combination of multiple aspects, including the individual’s theories 

of health, the origin of heath and its consequences (Faltermaier 2016).  

These models attempt to capture the complex nature of migrant health, necessarily using 

simplifications to make it describable and more understandable and serve healthcare providers to 

anticipate health status. Generally, a detailed description of migrant health models facilitates the 

development of questionnaires and the tailoring of interventions. Nonetheless, due to the reduction of 

complexity, these models do not describe the complex interplay of personal, social, situation, and 

contextual factors in a specific case when people use HL. This simplification, in return, may also distort 

the perception of HL (as an autonomous model) and must be considered with caution. Overall, none of 

these models for migrant health uses the term HL explicitly. However, HL is highly relevant to making 

sense of all health-related events and environments in its broad and narrow understanding. Other terms, 

such as knowledge, personal resources, etc., could provide clues to HL and can refer to the same or a 

similar understanding of HL. Although Schenk (2007), Spallek, Razum (Spallek and Razum 2007, 

2016), and Faltermann (2001) provide a closer look at the black box, the relationship between migration 

and health– and suggest factors to consider when differentiating it, it is impossible to fully describe the 

individual situation a migrant lives in and how this situation can be improved with these models. Here, 

only ethnographic studies (see Eichler 2008; Lenette 2011; Babiss 2002) with case studies can help 

explore and explain the complex nature and, what is rarely included in all models and studies, the 

individual's motives, decision-making processes, and final decisions as well as opportunities and 

limitations to act and the (power-)relationship between the participants. 

4.3.3 Health Literacy of Migrants and Refugees  

Regardless of whether a migrant experiences positive or negative health effects, all migrants have 

in common that their migration fundamentally changes their lives, and to successfully manage it, good 

health and good health literacy are conducive. The previous models and explanations for better/worse 

health status can help decipher the multitude of aspects needed to help migrants develop functional HL 

and critical HL (Nutbeam 2000, p. 263f). In the next paragraph, I summarize the knowledge on health 

literacy of migrants in Germany and Afghan migrants until November 2020.  
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At the beginning of the HL discourse, migrants or people who speak a language other than English 

were soon identified as having low HL in the United States (U.S. Department of Education 2019). With 

the expansion of HL worldwide and the many refugees moving to other countries due to conflicts in 

the Middle East, Africa, and Latin America, more studies were conducted that examined the HL level 

of migrants and refugees (Wångdahl et al. 2014; Riggs et al. 2015). Other empirical studies began to 

compare migrants with non-migrants and reported that migrants have lower HL (e.g., Klein and 

Knesebeck 2018; WHO 2018b). In Germany, people with migration background tend to have a lower 

HL level than those without migration status (WHO and IOM 2020; RKI 2020). Thus, migration is 

considered a determinant of health and, respectively, HL (IOM 2006). The WHO published The Solid 

Facts: Health Literacy which identifies migrants as a specific vulnerable group that needs to be looked 

at more precisely (WHO 2013) and the German National Plan for Action picks up on this (Adam et al. 

2019). Following the migration of many refugees to Europe, the WHO (Europe) has developed strategy 

papers to help states/countries respond to the new challenges. These include recommendations to 

“[i]nvest in language support and health literacy initiatives to develop personal skills in the host 

country” (WHO 2018a, p. 7), noting that strengthening HL will “improve outcomes across the life-

course“ (WHO 2018a, p. 4). In these documents, the low language proficiency in the official language 

of the new country but also general low literacy skills were perceived as determinants of poor HL 

(Statistics Canada, 2005; The Canadian Council on Learning, 2008) or were even used as an indicator 

for HL. In general, these reports do not point to the already existing HL skills as assets but perceive 

migrants’ HL as a deficit that must be enhanced in various programs such as, e.g., second language 

courses (WHO 2013; Adam et al. 2019). 

Since 2015, many studies have used HL as a determinant of health outcomes, ignoring much of the 

current debate on migrant health and the multitude of influences on individual health (see section 4.3.2). 

A definition for migrant HL in general, or one that considers the unique situation of migrants and the 

various components of their HL, does not exist (Ward et al. 2019). Several studies have found that 

migrants’ HL is associated with many health outcomes, e.g., see the reviews by Zhu (2018) and Ward 

et al. (2019). Zhu has provided an overview of migrant HL by synthesizing quantitative and qualitative 

data by describing antecedents and consequences and their relation. He draws on the proposed linear 

model (antecedents influences HL level, which in turn results in consequences) and analyzes the 

interrelationships. He identified three thematic groups for antecedents and five thematic groups for 

consequences. As outcomes, he clustered the consequences into five themes such as “health service 

use or behavior,” “health outcome,” “health cost,” “health experience and perception,” and “health 

knowledge and understanding” (Zhu 2018). Compared to the HLS-EU framework, it becomes evident 

that the included migrant HL studies also target three of the eight HL outcomes, the more tangible ones, 

but health behavior, participation, empowerment, equity, and sustainability are not included. In 

contrast, he adds experience/perceptions and health knowledge/understanding, which might be 

perceived by others as components of HL. Besides personal characteristics and personal skills, societal 

and environmental antecedents (as described by Sørensen et al. (2012)), he does not refer to situational 

determinants but describes the third group of antecedents of HL, labeled as personal belief, experience, 

and behavior. As personal characteristics, he found the following in 21 studies: acculturation, duration 

of residence in the destination country, age at the time of immigration, country of origin, primary 

language, age, gender, marital status, health status, economic status, and educational attainment. He 

found not only very mixed results for these characteristics but also the results sometimes are based on 
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just one study (see the country of origin), which calls for a careful analysis of the data and the conclusion 

drawn (Zhu 2018).  

Figure 12 summarizes the findings in a linear model. 

 

 

Figure 12: Migrant Health Literacy (derived from Zhu 2018) 

Based on his analysis, Zhu concludes that more attention should be paid to personal characteristics, 

personal competencies (referred to in eleven studies) on English proficiency, HL in different domains 

(e.g., HPV literacy), or different dimensions of HL (functional). Furthermore, caution is warranted 

because, following a standard procedure in HL, Zhu presents the result of correlation studies without 

referring to control variables, for instance, educational attainment, and often information is supported 

by only one or a few studies but not all studies. Nonetheless, the study provides a good overview of the 

multiple aspects relevant to migrant HL found in multiple quantitative and qualitative reports. However, 

whether or not these aspects are essential for the individual migrant must be explored in each situation. 

In analyzing this review, further findings, such as the absence of contextual factors and social aspects, 

are astonishing. While the previous section highlighted the importance of numerous factors on various 

levels for the individual's health, it is not apparent whether these factors are considered in HL studies 

or whether the context provides many opportunities to use and promote HL skills (e.g., health education, 

etc.). Also, the role of the social context is barely addressed and could, therefore, not be reported. Some 

are especially important but rarely addressed among the many important aspects, such as language, 

culture, and social integration. A shared language for communicating health information between 

healthcare providers and migrants as well as health information in the individual’s primary language 

are important. Furthermore, the cultural aspects can be linked to different understandings of health, 

preferences in treatment, taboos, etc., and thus influence HL behavior (See also Australia HL among 

migrants (Yaser et al. 2016; Faltermaier 2016)). 
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Health literacy of people with migration background in Germany 

While many reports indicate that migrants’ HL is poor (WHO 2013; Schaeffer et al.), only four 

studies have explicitly investigated it among this group in Germany until 2021. The main findings are 

presented succinctly below. 

Quenzel's study, conducted in 2014 before the large influx of migrants, used the HLS-EU-Q and 

found in a bivariate analysis that young and old migrants have lower HL levels than others of their 

respective ages. However, multivariable analysis showed that for younger migrants, the difference in 

HL level disappeared when controlling for parental education and family socioeconomic status 

(Quenzel and Schaeffer 2016, p. 43). Whereas for older migrants, the difference in HL level remained 

even when controlled for completed years of schooling and income (ibid. 2016, p. 47). The authors of 

this study explain this remaining difference by referring to cultural factors without specifying them. 

The mixed-methods study by Philippi et al. aimed to explore refugees’ HL and areas in which 

refugees need further health information and improved HL. They identified six areas, three of which 

relate to the healthcare system: structure and access, financing (insurance and services), doctor-patient 

relationship, and three specific health topics, such as health promotion and prevention, medication 

management, psychology, and somatization (Philippi et al. 2018). 

The third study focused on the general population in Germany and conducted a sub-analysis of the 

situation of migrants and non-migrants. Although the Robert Koch Institute raised several concerns 

about the inappropriateness of using the category migrants due to the immense heterogeneity, they kept 

this inappropriate differentiation between migrants and non-migrants. In their most recent quantitative 

study on women's health (Robert Koch Institute 2020), they included an HL scale and reported that 

migrants’ HL is significantly lower than the HL of non-migrants (ibid).  

The fourth study on migrant HL adopted an ethnographic approach and analyzed what migrants do 

when they need health information for a specific health concern. Samerski (2019) shows that other 

people play a crucial role, and interaction with people they trust is especially important. Using 

ethnographic research methods gives insights into how people gather information and what they do 

with health information, which cannot be gained with usual measures. 

In recent years, more studies on migrants in Germany and their health and health behavior have 

been published until March 2021, yet they did not focus specifically on HL but emphasize the 

importance of the social and environmental determinants of health (Eichler 2008; Stein 2004; 

Mackovic-Stegemann 2005; Schouler-Ocak and Kumeyer 2017; Robert Koch Institute 2020) The study 

among refugee women, including Afghan women, showed that many Afghan women experience mental 

burden or disease and associate it with their experiences before and during the flight as well as the 

insecure future prospective (Schouler-Ocak and Kumeyer 2017, p. 36). The uncertain chance of 

residence also has tangible consequences. Without approved asylum, they cannot attend language 

courses, which is the first and essential step into society and to be able to advocate for oneself and one’s 

health (ibid p.52). The role of the social context in Germany and worldwide with other family members 

in different countries are mentioned in the study (Schouler-Ocak and Kumeyer 2017; Wächter-Raquet 

2016). Furthermore, experts repeatedly emphasize the low level of German proficiency, diverse cultural 

preferences, and lack of knowledge as reasons for the low level of HL (Quenzel and Schaeffer 2016). 

Although not all quantitative studies could prove that migrants have lower HL than non-migrants, 

and the qualitative studies showed the great heterogeneity of topics necessary to consider when 
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discussing migrant HL, the policy advice in the National Action Plan for Health Literacy (German: 

Nationaler Aktionsplan für Gesundheitskompetenz) (Schaeffer et al. 2017) still resonate the statements 

in the Solid Facts (WHO 2013) and depict migrants as groups which need specific attention due to their 

risk for low HL. Hereby, they group all migrants into one group, ignore the heterogeneity among them 

and replicate the narrative of migrants as vulnerable and deficit, which should be viewed with caution 

and does not help create adequate interventions. The possibility of taking a different approach was 

demonstrated by McCaffery in Australia (Kristen McCaffery et al. 2020; Nutbeam 2021), who 

interviewed migrants on HL regarding Covid and developed leaflets for other migrant groups outlining 

the knowledge, typical ways of informing about health as well as how best to approach them.  

Another observation is worth noting: Despite the growing body of literature on migrant health (literacy) 

in Germany, knowledge about children's HL or family HL, as well as about Afghan refugees and their 

HL, is relatively scarce. Some references to health and HL relevant to Afghan refugees could be found 

in the female refugee study (Schouler-Ocak and Kumeyer 2017) without explicitly using the term 

HL. Another possible approach to understanding the HL needs of Afghan migrants is to explore what 

other countries report about Afghan HL.  

Health literacy of Afghans outside of Afghanistan 

The systematic literature search in PubMed on “health literacy” and “Afghan*” (in title and 

abstract) yielded 11 results (see Chapter 4.2). Most studies are conducted outside Afghanistan, 

particularly in Australia. New results emerged when the search was expanded to include “Dari,” such 

as the studies by Wangdahl (2014) and Hamrah (2020). These studies are very heterogeneous in terms 

of conceptualizing HL, measuring HL, main foci, and people involved. 

The only study that assessed the HL of Afghan migrants using quantitative measures is Wangdahl’s 

study (2014). She interviewed 464 refugees in Sweden in language courses upon arrival and used the 

HLS-EU-Q16. Among her respondents were 41 Afghans (young men), with 29.6% having inadequate 

HL, 40.7% having problematic HL, and 29.6% having adequate HL. Since this study’s focus was on 

the individual HL detached from context, obtaining a picture of the challenges migrants face in 

healthcare and everyday life or the social support they receive will affect how they respond to the items 

on the scales is not possible.  

In a qualitative study, Riggs et al. explored the provision of health information to Afghans during 

pregnancy and the first year and interviewed Afghans and providers. They identified individual and 

health systems issues that may hinder or enable the availability and use of information. They also 

proposed recommendations to improve communication (Riggs et al. 2020), which embraces a more 

functional approach to HL. They focused specifically on access to dental services for women of refugee 

background during pregnancy and used participatory methods and focus groups among bicultural 

community workers, refugees, midwives, and dental service workers to identify perceptions of dental 

care during pregnancy, navigation to dental services, maternal oral HL, and potential solutions. To 

improve dental health, both community and clinicians should be involved (Riggs et al. 2016). Harrison 

et al. examined the barriers and facilitators faced by people from culturally and linguistically diverse 

backgrounds (CALD), including Afghans, in accessing healthcare and identified six core themes: 

Navigating the health system, accessing services, seeking meaningful interpretation, understanding, and 

managing expectations, respectful professional care, and feeling unsafe (Harrison et al. 2020). 

Identifying barriers and facilitators were also the primary concern of Cyril et al.'s study on childhood 
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obesity prevention in culturally and linguistically diverse populations (CALD) (2017), including 

Afghans. Besides low nutrition and HL, they identified other barriers such as competing priorities in 

the post-migration settlement phase, language, cultural, and program accessibility barriers, advertising 

of junk food for children, and lack of mandatory weight checks for school-aged children. They 

advocated using bicultural staff to increase HL and matching health promotion materials to the reading 

levels of the CALD community but also recommended targeting advertisement and context. Slewa-

Younan et al. examined the mental health and help-seeking behavior of resettled Afghan refugees in 

Australia. They indicated the need for mental health promotion programs that improve mental HL 

(Slewa-Younan et al. 2017b). In another study, they used a vignette to assess mental HL and unraveled 

that differences in mental HL could be due to cultural origin (knowledge and beliefs) and country of 

resettlement (Yaser et al. 2016). Another article identified the causes and risk factors for post-traumatic 

stress disorder, of which mental HL should be improved through culturally sensitive health promotion 

and early intervention programs (Slewa-Younan et al. 2017a). The mental health of Afghan refugees 

was also at the center of Hamrah et al. study of post-traumatic stress disorder. After finding elevated 

levels of PTSD among Afghan refugees, they proposed health promotion, prevention, and early 

intervention programs that address communication difficulties, separation from family, isolation issues, 

and aspects of mental HL likely to improve help-seeking (Hamrah et al. 2020). Another article is the 

study protocol of a randomized controlled trial examining a brief transdiagnostic psychological 

intervention for Afghan refugees, asylum seekers, and refugees in Austria (Knefel et al. 2020), which 

also addresses the mental health topic. However, no further information on HL, the intervention, and 

enabling or inhibiting factors can be reported due to a lack of results.  

Lastly, Manchikanti et al. focused on interactions with healthcare and explored the acceptability of 

general practitioners’ services using semi-structured interviews. They identified different narratives of 

newly arrived and established refugees and outlined the evolving needs and acceptability over time 

(Manchikanti et al. 2017). 

Other relevant studies were identified by expanding the search to the ERIC database and grey 

literature using the Google search engine. For example, the article by Im and Swan (2019) from the 

U.S. qualitatively explored the critical HL of Afghan and Congolese refugees built through community 

health workshops. Four important themes emerged in their research: critical appraisal, self-efficacy and 

confidence, empowerment, and collective problem-solving. All of this underscores the importance of 

the social group, but also the variety of additional skills needed by the individuals to cope with health 

topics. Two other study reports come from Australia (Karimi 2016a, 2016b). These studies provide 

more detailed insights into Afghan community health and wellbeing needs, and they identified specific 

health needs and barriers to accessing health services (preventative health, early intervention services). 

In summary, the evidence from these studies shows that HL or specific forms of HL in Afghan 

migrant communities, while low, are influenced by multiple aspects (enabling or inhibiting), which are 

partly in the healthcare system, existing intervention, individual's knowledge, cultural preferences but 

also context. Generally, HL among Afghan refugees is often used concerning access to healthcare or 

mental health and changes over time, and adequate interventions should consider the social and general 

context. 

At the end of this section on HL of migrants, it can be concluded: While the previous section estimated 

Afghan HL based on determinants of health, this section approached migrant HL from a different 

perspective by describing the numerous factors that influence migrants' health vulnerability and 
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resilience (IOM 2017c) at different levels, during different phases of migration and for different family 

members. In doing so, it was possible to identify what health needs migrants might have that require 

HL and, likewise, what theoretical explanations exist for migrant health. Moreover, empirical findings 

on the HL of migrants in Germany and the HL of Afghan migrants worldwide were presented. Here, it 

became apparent that the HL needs are far beyond what could be derived from a single value (from HL 

questionnaires) and that the so-called vulnerable group of migrants is as heterogenous (Rechel 2011, 

p. 246) as their health needs, resources, social networks, and options for action, but also the societal 

requirements they encounter. Moreover, the blanket attribution of vulnerability to migrants is not only 

wrong (see models) but also risks overlooking particularly vulnerable groups such as asylum seekers 

and undocumented migrants (Rechel 2011, p. 247), but also detainees and victims of human 

trafficking (Rechel 2011, p. 170) and failing to provide appropriate support. Topics in which HL 

should be improved are sexual and reproductive health, nutrition-related diseases, cancers, mental and 

psychological illnesses, and healthy lifestyles in general (Rechel 2011, p. 232). Furthermore, it has been 

surprising that most studies on migrant HL do not take into account the influence of different socio-

ecological factors or different phases of migration or people’s roles (see Figure 9 and Figure 10) and 

thus can only provide a tiny glimpse into HL, which at the same time is still incomplete and risks 

looking for vulnerability exclusively in the migrants themselves, rather than in the causes of 

vulnerability in the context and situation. Therefore, I argue that the specific situation of an individual 

migrant should be examined from multiple angles, including intersectional perspectives (from the 

health determinant side) and a structure-agency approach to assess an individual migrant’s HL. 

4.4 Vulnerable Because of Poor Literacy and Language Skills – 

Perspectives of Adult Education 

Aside from associating vulnerability based on the general status of a country or the specific status 

of a social group within a country, a third way to identify people as vulnerable is to look at specific 

services for socially considered vulnerable people. This can be Frühe Hilfen for first-time parents 

(Clauß et al. 2014a), patient education sessions for people diagnosed with a life-threatening disease that 

requires lifestyle changes (Vries and Petermann 2010), or language classes for newcomers (BAMF 

2015). In the third research project, we shed light on people with migration or refugee background in 

second language courses. 

General vulnerability of people with lower literacy/language skills 

Several studies demonstrate that low health literacy skills are linked to low education (Berkman et 

al. 2011), low literacy (Nielsen-Bohlman et al. 2004), and low language proficiency (Chen et al. 2015; 

Sentell and Braun 2012; Paasche-Orlow et al. 2005). Therefore, the third group of people considered 

vulnerable to poor HL are people with low literacy and language skills (WHO 2018a). These can be 

newly arrived migrants, previously arrived migrants who do not use the official language in everyday 

life and have not fully developed their second language skills, or adults with low literacy skills. 

Globally, the number of people classified as illiterate is high, up to 775 million worldwide (UNESCO 

n.d.), and also in Germany, up to 6.2 % (12.1 million) are considered illiterate according to the LEO 

study (Grotlüschen et al. 2018). Here a distinction is made between primary, secondary, and functional 

illiteracy (German: Analphabetismus) (Egloff et al. 2012). Primary illiteracy refers to when a person 

could not acquire literacy competencies because of a lack of schooling. Secondary illiteracy refers, on 
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the one hand, to people who attended school for a while and have lost their literacy; on the other hand, 

secondary illiteracy also refers to people who can already read and write in a different script than the 

officially used one (for example, in Arabic script) and need to learn a new script (Egloff et al. 2012; 

Hirschmann 2017). Functional illiteracy is when people can read letters, syllables, words, and even 

sentences but cannot derive (sufficient) meaning from them to use the language in everyday life (Egloff 

et al. 2012). 

 Often, (quantitative) studies do not differentiate between low HL, low language proficiency, low 

literacy levels, or even between the different forms of illiteracy. This overlap may be due to the 

conceptualization of HL (HL as educational attainment in studies, e.g., McClintock et al. (2020) and 

Clouston et al. (2017) or as literacy skills (see REALM by Davis et al. 2006)), the assumptions that HL 

is closely related to determinants of HL and that these determinants may serve as HL predictors, the 

language complexity, and the lack of understanding the role of language in HL by health workers. A 

critical and insightful analysis of the concepts measured in HL tools was provided by Rudd (2007). 

However, a more detailed exploration showed that in many studies on migrant HL, language, literacy, 

and HL skills are used interchangeably. The example of a Syrian doctor who moves to another country 

and needs to learn the official language illustrates that his/her language skills may be poor, but his/her 

HL (understood as health knowledge and skills to act in a health-promoting way) are excellent. Thus, 

a distinction is needed between language (or low English proficiency), literacy (e.g., specific literacy 

skills at a functional level and above), and health literacy (e.g., the skills needed to engage with health 

information) (Andrulis and Brach 2007). Although this distinction helps to more accurately analyze the 

challenges an individual may face, these constructs intersect, and each individual skill cannot be sharply 

separated from the others. An example of the close connection is that sometimes language is considered 

the mediator for HL (Berkman et al. 2011) or a critical dimension of HL (Chen et al. 2015).  

Furthermore, using a second language in official encounters is the norm rather than the exception 

globally, considering that approximately 7,139 languages are spoken in the world’s 242 countries 

(Eberhard et al. 2021). Even in high-income countries, a wide variety of languages are spoken in each 

country; for example, the Ethnologue lists 340 distinct languages in the U.S. and 93 in Germany (ibid.). 

This multilingual view is often distorted because English-speaking countries strongly lead the debate; 

nevertheless, even in Germany, the development to broaden the view of a monolinguistic school system 

and acknowledge that multiple languages are spoken in schools is new (Fürstenau 2011). 

In the HL debate, all people with migration background are considered vulnerable to poor HL 

(WHO 2013), regardless of which illiteracy category or language they belong to. Special interventions 

are created for them, for example, in adult education centers (Kolpatzik 2018; Projektträger im 

Deutschen Zentrum für Luft- und Raumfahrt 2012). Repeatedly, migrants are attributed with low HL 

skills due to their poor language proficiency, a key barrier, and the WHO proposes to “invest[ing] in 

language support and health literacy initiatives to develop personal skills in the host country” (WHO 

2018b, p. 7).  

As the study of this project takes place in a specific country, Germany in this case, the importance 

of literacy in this country's socio-cultural, political, and healthcare context must be considered. This 

results in both the skills required for it and the vulnerable groups derived from it. In Germany, literacy 

is of enormous importance for any official public activity. Written health materials are relevant because 

not only do people have to give written consent for many forms of treatments or surgeries but also most 

health information is provided in written form, “text-based” (Mackovic-Stegemann 2005; Eichler 
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2008). Moreover, even for applying for health insurance or booking a doctor’s appointment, reading 

and writing skills are required. Besides the need for literacy, German language skills are essential 

because most documents are only available in German. (Although it should be added that increasingly 

more documents are being translated into another language). Due to the high importance of writing and 

German language skills, great emphasis has been placed on integration courses since 2005 (BMJV 

2017). Second language courses are designed to improve the language skills of newcomers or people 

whose proficiency in the official language is too low for full participation. As a rule, second-language 

courses are designed for people who are vulnerable in several respects: vulnerable due to low levels of 

language skills and vulnerable due to unfamiliarity with the new environment and its culture. Hence, 

the aim of second language courses is twofold: improving language skills and supporting people to 

integrate into society by teaching them the skills and knowledge they need (Goethe-Institut 2016). 

However, while many quantitative studies only intend to measure migrants’ health, HL, or language 

levels, and qualitative studies seek to describe and understand the course experience and various 

phenomena therein, language courses aim to specifically reduce identified vulnerabilities. The few 

existing studies on this topic show that this does not succeed to the same extent and that vulnerability 

varies within the vulnerable group of language learners (Hünlich et al. 2018b). 

 

 

Specific Vulnerability of Vulnerable People 

The studies commissioned by the organizer of the courses, the BAMF, show that specific learners’ 

characteristics favor course success. These success factors lie mainly in the participants and partly in 

the teaching design and context. Success factors for faster improvement in language skills include a 

higher educational background, prior experiences learning another language, a linguistically similar 

first language, and younger age (Scheible and Rother 2017, p. 5). Conversely, people with no formal 

education, poor literacy skills (in any language), no prior foreign language training, older age, and also 

with no or only a few social contacts have more difficulty learning the language and passing the B1 test 

and are therefore specifically vulnerable. Interestingly, nationality or belonging to a specific ethnic 

community, standard categorizations in public health studies, were not listed as a factor for 

differentiation. In the absence of detailed data on educational attainment and test results separately for 

Figure 13: Theory of Change of Language Acquisition in Second-Language Courses (own figure) 
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individuals of different nationalities, it is impossible to provide data specifically for Afghan migrants. 

These findings may call into question the frequent subdivision of migrants by origin and the needs then 

attributed to them. 

Conclusively, it turned out that although second language courses aim to improve both the low language 

skills and the lack of information (on a global level) of vulnerable groups, ethnicity does not matter. 

Moreover, it was found that even within the group of vulnerable people, there are certain individuals 

who are particularly vulnerable, and not all of them succeed in learning the language and thus become 

more competent in communicating about health in the new country. As applied in the course, this 

vulnerability is measured as a deviation from the requirements to be met, in this case, reaching the B1 

level of language proficiency, which needs to be questioned. 

4.5 Concluding Remarks on the Vulnerability of Groups 

In this chapter, I addressed the issue of vulnerability in the context of HL and elaborated that most 

studies use the term vulnerable group in an unreflective and undefined manner. On the one hand, the 

dictionary definition refers mainly to a threatened state. On the other hand, Boldt differentiates the term 

vulnerable for medicine and public health and defines it as a physical, emotional, and cognitive stability 

threatened by external influences (Boldt 2019, p. 2). Boldt's specification immediately allows for 

moving beyond physical vulnerability to include cognitive instability. Cognitive instability is a key 

phenomenon that occurs when dealing with HL but has not been labeled as such in HL discourse to 

date. There are myriad cognitively challenging and instability-causing situations in HL, e.g., starting 

with an unknown health condition that needs to be treated to the situation where a person is diagnosed 

with a chronic disease or pathological condition and needs to make decisions based on it or even to 

situations when people seek policy changes to create a healthier living environment. The latter is overly 

complex and requires consideration of multiple different opinions, motivations, and scopes of action 

(of those responsible and involved). Second, Boldt’s definition also changes perspective by looking not 

primarily at the inadequacy of individuals but at the cause or trigger of instability, i.e., factors that make 

them vulnerable. This shift in perspective away from symptoms to cause is also found in movements 

such as upstream doctors (Manchanda 2013) or preventive medicine, and even more so in health 

promotion (WHO 1986). Like the holistic and socio-ecological understanding of health, Boldt’s 

definition allows researchers to explore different dimensions of vulnerability and the causes of 

instability at various levels and in several people (Boldt 2019). Consequently, they can describe the 

(influencing) mechanisms and causes of vulnerability more accurately and thus may recommend 

appropriate interventions that actually effect change rather than primarily curing symptoms. 

The chapter then sets out what is known about the HL of so-called vulnerable groups, such as 

people in the least developed, conflict-affected country of Afghanistan, migrants, including Afghan 

migrants, and newcomers without language skills in the official language of the country. To understand 

the context and key health issues relevant to these groups, quantitative data were used to describe 

Afghans' countries or health status. In addition, the findings of the few publications on the HL of these 

groups were presented. Due to the lack of data on HL in Afghanistan, HL of Afghan migrants in 

Germany, and in language courses, an approach to their HL had to be made by collecting secondary 

data, theories of health and migration, and studies that allow researchers to make inferences about the 

HL of the group. The conceptual model of comprehensive HL (Sørensen et al. 2012) guided this 

process, while at the same time, the reports and qualitative studies revealed greater complexity than this 
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linear model predicts. This chapter explored the vulnerability of individuals labeled vulnerable using a 

variety of approaches. First, it became clear that simply comparing country indicators is not sufficient 

to adequately describe vulnerability, but that policy and societal indicators and developments must also 

be taken into account when assessing the level of constructs such as health or HL. Furthermore, the 

discussion on migrant health showed that numerous influences can have a positive or negative impact 

on migrants (parents and children) at various stages of the migration process, that there are many other, 

also contradictory, explanatory patterns and that contextual conditions have a major impact on health 

in the short and long term (rather than individual capabilities). Last but not least, it has been shown that 

even in the group of those who are considered particularly vulnerable due to a lack of skills, there are 

groups of people who are particularly vulnerable because they have fewer personal and social resources 

to act appropriately in the country (also in terms of health). 

In the quantitative and qualitative studies, it became apparent that the (prerequisites and) social 

determinants of health for Afghans in Afghanistan and Afghan migrants in Germany are mostly 

precarious, potentially leading to various health problems. However, the analysis of the theories on the 

health status of migrants allows for different, even contradictory, assumptions about their health status, 

such as the healthy migrant and the sick migrant effect. HL reports and studies reported that the HL of 

Afghans and migrants is low, but we can also find enormous differences between the quantitative 

studies that assessed the level of HL among these groups and described it as low or poor and the 

qualitative reports about their HL. The latter revealed many reasons for the low HL of Afghans in 

Afghanistan and migrants, primarily due to the demands and needs in the new context (e.g., language, 

orientation to the new place, and lack of social network). These qualitative findings suggest the question 

of whether migrants as a whole have low HL regardless of their place of residence or whether they have 

not yet acquired the HL needed in the new country. Similar to the misconception that while the 

migration is a determinant of health, being a migrant in and of itself is not necessarily detrimental to 

health (see also theories), but that context makes a migrant more vulnerable to disease (IOM 2021: 

210), I argue that coming from a low- or middle-income country, or being a migrant, or having low 

language skills does not in and of itself mean a person is vulnerable. Rather, the context defines the 

health competencies required and valued and provides opportunities for people living there to acquire 

these competencies (including knowledge, communication skills, etc.). Hence, when analyzing HL and 

attributing low HL, it is essential to do so in all its complexity and diversity and to include the various 

levels (individual, social, societal, systemic) to capture the causes of people's vulnerability/instability. 

Another surprising finding emerged from this empirical literature review. Overall, the group and 

its vulnerability to HL were studied, but rarely were their opinion and judgments asked or their HL 

practices explored, nor was the diversity within the group highlighted. Further on, the strengths, 

resilience, success, and enabling factors were rarely considered in the studies. All of this distorts the 

picture of vulnerability and attributes it to the individual as a deficit without paying sufficient attention 

to the circumstances that cause vulnerability. This overview has also revealed that depending on the 

definition used, frameworks or models employed, theories adopted, perspective obtained (by the 

researcher or the vulnerable person themselves), simplification or complexity of the situation 

considered, and the classification in society, different aspects of vulnerability come into view, and 

different people are considered vulnerable. Focusing on vulnerability can also concentrate exclusively 

on the negative and ignore the positive and empowering. This compilation and its discussion urge 

researchers to move away from broad categories to label vulnerable people, define vulnerability more 
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precisely, investigate the cause or causes of the vulnerability specifically, and use these as entry points 

for interventions. 
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5 Conclusion – Health Literacy as a Social Practice in Context 

The previous chapters provided an overview of the main concepts and strategies of how health and 

health literacy among people (including so-called vulnerable people from low-income countries, with 

migration background, or with low literacy and language skills) are defined, discussed, and assessed in 

current mainstream public health research. The elaboration showed that how we conceptualize, explore, 

and measure HL has an enormous effect on whom we classify as vulnerable, the implications we derive, 

the interventions we propose to promote HL, how we monitor and evaluate the intervention, and how 

we interpret the results. Given the dynamism, complexity, and diversity of understanding health and 

HL, it is indispensable to explain the understandings on which I base this work and why. I will draw on 

the holistic, socio-ecological understanding of health, and accordingly, I will approach HL from a health 

promotion perspective. This is precisely what Sørensen et al. proposed back in 2012. “Health literate 

means placing one’s own health and that of one’s family and community into context, understanding 

which factors are influencing it, and knowing how to address them.” (Sørensen et al. 2012, p. 1). With 

this in mind, it is necessary to conceptualize HL as dynamic and contextual, hence as a social practice. 

To better understand and incorporate the context of HL, it is helpful to first draw on existing models. I 

will focus on two models. The HLS-EU Conceptual Model by Sørensen et al. can serve as a starting 

point for analyzing macro-factors that influence HL. Also, the WHO Generic Model of Health 

Intervention (WHO 2012) can serve as a guide for structuring interventions. However, neither the HL 

definitions, nor the assessment tools, nor the models specify what happens when people use HL (HL as 

a practice), what characterizes these practices, and what influences the multiple situations in which HL 

is used. Despite decades of research on HL, descriptions of HL in practice are scarce. One example is 

Robin (2014), who illustrates the various situations in which a person engages with health-related 

information, such as interacting with a doctor, reading a leaflet at home, asking others, searching for 

information on the Internet, and other activities. Other researchers and practitioners also list the myriad 

possible activities when using HL (Nielsen-Bohlman et al. 2004, p. 21; MDEACLS 2001). Still, other 

researchers point to the need to explore HL as “lived experiences” (Rowlands et al. 2017) or a social 

practice (Papen 2009; Samerski 2019). Pleasant et al. also advocate in their new considerations for HL 

for the “attempt to embrace rather than ignore, the true, deep and meaningful complexity of health 

literacy in action” (Pleasant et al. 2019, p. 68). They elaborate that HL use is not as linear and easily 

understandable; rather, there are “complex pathways they [people] are taking and the difficult choices 

they are making” within the context (ibid).  

Despite listing various activities and the call for greater inclusion in the HL debate, the HL 

measurements and studies remain mostly one-sidedly descriptive, without taking into account the many 

factors of the situation or, more specifically, examining the communicative behavior specific to each 

situation. One exception is the doctor-patient conversation, which has been studied in countless 

empirical studies from communication sciences (Nowak and Spranz-Fogasy). Scholars have 

extensively dealt with the numerous facets of spoken language, language use in context, interaction 

patterns, existing power structures, and their reproduction or breaking (see, for example, Kliche et al. 

2018; Koerfer et al. 1994; Schwörer 2010). It is astonishing that despite the knowledge of the 

complexity of the speech act and the numerous influences, the HL discussion largely neglects these 

findings and even uses a comparatively naive understanding of language and communication (seen, for 

example, in (Altgeld 2018; Schmidt-Kaehler et al. 2017). 
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In recent years, however, a few HL studies have focused on HL use. These studies are all 

ethnographic in nature and are inspired by the literacy-as-a-social-practice movement in applied 

linguistics initiated by the New London Group (Papen 2009; Samerski 2019). The literacy-as-a-social-

practice approach does not perceive literacy as context-independent but rather assumes that literacy 

practices always occur within and are influenced by a societal and social context. This approach can be 

particularly informative in analyzing HL of vulnerable groups because it allows researchers not only to 

capture the vulnerable groups’ deficits, derived from quantitative studies, but to understand more deeply 

what difficulties they face in using HL, what factors influence them, but also what strategies they have 

to obtain and successfully use the health information relevant to them, and what situational and 

contextual conditions hinder and facilitate this. Based on this thorough understanding of the complex 

situation, more precise suggestions and concrete ideas for promoting HL in vulnerable groups can be 

derived, and the view of the cause of vulnerability can be clarified. 

In arguing that HL should be researched and understood as social practice in context, it is first 

necessary to set out what is known and unknown about the role of HL as a social practice and the role 

of the social and context in HL practice. Although most definitions and studies describe HL as an 

individual skill, detached from others and context (Chapter 3), there is growing evidence that these 

aspects of HL are fundamental, as indicated by definitions, conceptual frameworks, and even some 

operationalization in HL questionnaires (Pitt et al. 2019). To contribute to a deeper understanding of 

HL as social practice in context, I will first summarize the knowledge about HL and social (context) in 

order to then elaborate on the particularity of the approach of HL as social practice more clearly. 

Thereupon, I will present research questions for analyzing HL in vulnerable groups in light of the 

understanding of HL as social practice in context. 

5.1 Common Approaches to Include Social and Context in HL (Practice)  

A rapid literature research on social (context) and HL revealed that social is mostly brought to bear 

as social determinants of HL, a distinct social determinant of health (education) (WHO 2013; Cho et 

al. 2020), a social interaction/dyad interaction (WHO 2013), social support in HL (Lee et al. 2004), and 

HL as a social practice (Papen 2009). Even the HLS-EU-Q refers to the social in HL as the societal and 

environmental determinants of HL and specifies it as: “social support, family and peer influences, 

media use and physical environment” (Sørensen et al. 2012, p. 11). Similarly, the WHO Generic Model 

of Health Intervention emphasizes the social in the form of community empowerment to HL (WHO 

2012). However, neither the study findings nor the conceptualized frameworks explain how HL is 

holistically and appropriately linked to the social. To bring together the scattered and loose knowledge 

about social in HL, Sentell and colleagues explored the social context of HL in a systematic review of 

quantitative studies on HL (Sentell et al. 2017). They noticed that HL researchers use various terms for 

social, such as social capital, social support, and social engagement. Their in-depth analysis of the items 

used to assess social showed that sometimes the operationalization of the terms, although using 

different words, was almost identical (ibid.). Following this quantitative study, they expanded their 

search to include qualitative studies and conducted a narrative meta-analysis of quantitative and 

qualitative studies (Sentell et al. 2020b) on social in HL. After extracting, analyzing, and triangulating 

the results, they identified six research traditions about how social becomes relevant for HL. The author 

defined traditions as “a body of research with a shared conceptualization of health literacy and social 

context, drawing on a shared theoretical and empirical background” (Pitt et al. 2019, p. 666). The six 
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traditions were classified as: association, resource, distributed, definition, aggregated, and knowledges 

and could be clustered along two axes with HL as an individual skill versus HL as a social practice axis 

and the focus on the individual versus focus on collectives axis (Pitt et al. 2019). Figure 14 provides an 

overview of the traditions organized along the two axes. 

 

Figure 14: Social in Health Literacy – Research Traditions (Pitt et al. 2019, p. 672) 

The in-depth analysis of the studies in each research tradition revealed that, depending on the 

method used, different research traditions are prominent: While the research traditions aggregate, 

association, and definition are primarily derived from studies using quantitative measures, the 

categories resource, knowledges, and distributed originate from qualitative studies (see Pitt et al. 2019, 

p. 669). Thus, it suggests that several aspects of HL can be seen depending on the data collection 

method chosen. Furthermore, Pitt et al. concluded that the quantitative studies portrayed HL 

predominately as functional but not as interactive, critical, or a social practice. Moreover, although all 

studies included in Pitt et al.’s review claim to focus on the social aspect of HL, their understanding of 

social varies widely; and they often lack theoretical underpinnings and plausible explanations: “The 

empirical studies described in this review frequently lacked a connection to the theoretical literature, 

failed to articulate their theoretical basis clearly or drew on multiple, sometimes conflicting, 

conceptualizations of health literacy and/ or social capital within a single paper “(Pitt et al. 2019, 

p. 678).  

This review begs the argument that it is imperative to carefully examine HL, its social aspects, and 

its context and be aware of each methodological approach’s strengths, limitations, and theoretical 

foundation. Since I was interested in exploring the role of the social context of HL among vulnerable 

groups, I have decided to focus on two main approaches rooted in either the quantitative or qualitative 

research tradition: the contextual embeddedness of HL and HL as a situational social practice in 

context. The first approach assesses HL as a static variable with quantitative measures and allows 

identifying correlations between HL and contextual aspects, including determinants of health and 

deriving generalizations, whereas the second approach explores the dynamic nature of HL in action.  
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The contextual (social) embeddedness of health literacy 

The importance of context for HL is recurrently emphasized in HL studies and reports. Many 

scholars refer to context by using terms such as “context-specific” (Mantwill and Diviani 2019, p. 144), 

“context-dependent” (Pinheiro 2019, p. 559), “contextual” (Bauer 2019, p. 583), and the need to 

respond to the context (Banister et al. 2011). Many frameworks or models also pick up context as a 

relevant influencing factor, but context is rarely specified. In their review of available HL definitions 

and models, Sørensen et al. embed HL amid determinants of HL (such as factors that influence health) 

and health outcomes (such as factors that HL influences). However, Sørensen et al. stick to describing 

it in general terms, referring, for example, to “so-called distal factors, including societal and 

environmental determinants,” precisely the “demographic situation, culture, language, political 

forces, societal systems” (Sørensen et al. 2012, p. 11). Even in the operationalization of this framework 

model in the HLS-EU-Q86, these factors are captured by only a few indicators, mainly 

sociodemographic data (The HLS-EU Consortium 2012). A closer look at how contextual factors is 

addressed in the various studies reveals that they are mostly reduced to social determinants of health, 

and little information is provided about the general context and the overall situation in a country, the 

opportunities, and limitations of practicing HL, as well as health behaviors and health and HL 

promotion opportunities. However, without this information, it is difficult to adequately explain the 

measured HL levels or even compare them with other countries. 

Multiple studies in recent years have examined the relationship between SDOH and HL and 

identified moderate and minor relationships (such as Cho et al. 2020; Schillinger 2020; Rowlands et al. 

2017) (see also Chapter 3). However, a closer look at how SDOH is measured reveals that 

sociodemographic indicators are often used (e.g., education, age, minority groups, and culture) 

(Quenzel and Schaeffer 2016; McClintock et al. 2020). With this, it becomes evident that these 

individual descriptors hardly characterize general society and the individual’s positioning in it, as do 

the SDOH identified by Marmot: social gradient, stress, social exclusion, work, unemployment, social 

support, addiction, food, and transport (Wilkinson and Marmot 2003; Marmot and Allen 2014; 

Marmot). Sociodemographic characteristics are, in and of themselves, mere descriptors with no 

evaluative judgment; however, when placed in a societal context and used to describe a person’s social 

position (see in the Conceptual Framework of the WHO Commission Social Determinants of Health 

(2007)), they have ascribed a value. The variety of concepts associated with SDOH requires a thorough 

analysis of what the terms mean: social determinants of health and health literacy. I use SDOH in its 

general understanding as characteristics to distinguish between people living in different social, 

cultural, political, and environmental conditions of people as well as their access to power and resources 

(WHO 2021b, p. 32), which is similar to the European HL study’s comprehensive model. The model 

also guides the analysis of the influence of various aspects on HL (Sørensen et al. 2012). Sørensen et 

al. distinguished between societal, environmental, situational, and personal determinants of HL, which 

calls for further exploration (as demonstrated by Lorini et al. 2018; Zhu 2018). Generally, the influence 

of social determinants of health on HL is mostly explored using quantitative correlation studies, 

unraveling a social gradient in HL that merely replicates preexisting health inequities (WHO 2013, 

p. 7). Nevertheless, two major shortcomings of SDOH studies in public health and for HL need to be 

considered: Mostly, SODH are studied and analyzed with quantitative measures and, thus, can only 

describe an association but not explain how and why the association occurs. Second, HL should be 
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explored using different methods to investigate how these SDOH influence the individual’s thinking, 

decision-making, and acting and their influence in a given situation. To assess HL in context and as a 

social practice, quantitative studies at a particular point in time are not sufficient, but ethnographic 

studies can provide valuable insights, as exemplified by Lareau (2002), Samerski (2019), and Papen 

(2009). 

5.2 The New Approach: Studying HL as a Social Practice in Context  

Now, when the focus is shifted from capturing the influence of context and social on HL through 

quantitative methods to the concrete practice of HL, other methods are needed, and a new perspective 

can be gained, a perspective that is irreplaceable given the extraordinary complexity of HL. 

First of all, the question of what constitutes a social practice must be answered. Studies on HL as 

a social practice follow the tradition of the New Literacy Studies introduced by the London New 

Literacy Groups, whose multiliteracies have recently been developed into pluriliteracies studies (Meyer 

et al. 2015a). Papen and Walters define social practice as activities “that are always embedded in 

particular cultural contexts and that are shaped by the purposes they serve and the activities they are 

part of” (Papen and Walters 2008, p. 11). The discussion around the social practice view of literacy, 

and also of HL, has sparked debates “not only about the nature of what literacy really is, but – more 

importantly – about how it is used by people in their everyday lives, how it is learned and how it can 

best be taught.” Papen and Walters argue that the social view on literacy allows clarifying the 

following: “the role of reading and writing in everyday life and what this tells us about learners’ 

literacy-related demands and interests; what exactly is going on in adult language, literacy and 

numeracy classrooms; how is literacy taught and learned; what literacies are being taught and how 

these are learned; current literacy, numeracy and language education policy in Britain and elsewhere.” 

(Papen 2005a, p. 2). These questions and insights gained by looking at the social practice of literacy 

and HL can make an invaluable contribution to the sustainable promotion of HL. Following Santos, 

“[t]he social practice view provides health literacy researchers with a framework for understanding 

how the social contexts, purposes shape health literacy skills, and relationships within which reading, 

writing, math, or speaking skills are put to use” (Santos et al. 2018, p. 4). In contrast to HL assessment, 

which focuses on the individual (regardless of skill-based or performance-based), a social practice view 

on HL states that a person’s skills but also the situation and context are relevant at the moment of action 

and thus need to be included if the situation is to be utterly understood.  

Scholars advocating for a social practice view of literacy, such as Street (2016) or Meyer (2015a), 

have in common that they question the autonomous model of literacy and propose understanding 

literacy as a set of social, contextualized processes that can only be understood in context. Also, Meyer 

draws attention to the myriad of different forms of texts and uses of literacy and that each discipline 

(and thus also each area of life, including health) requires different skills (Meyer et al. 2015a). Street 

distinguishes two models of literacy: first, the autonomous model of literacy, which assumes that 

“literacy in itself has consequences irrespective of context” (Street 2016, p. 336). Second, the 

ideological model of health states that literacy always takes place in a specific context and that context 

and the practice together give meaning to reading. Furthermore, Street argues that “the uses and 

meanings are always embedded in relations of power” (Street 2016, p. 337), which “contests over 

meanings, definitions, boundaries and control of the literacy agenda” (ibid) and therefore embedded 
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in the worldviews not only of health professionals but also of individuals (Barton and Hamilton 1998; 

Street and Street 1984). The latter model is sometimes also referred to as a sociocultural approach to 

literacy (Pinheiro 2019, p. 559). This influence of the worldview on terminologies was already 

exemplified in the discussion on health (Chapter 2). Moreover, this perspective can also be linked to 

an empowerment perspective that aims to improve literacy so that people can read the word and the 

world and is thus an empowering and liberating approach (Demetrion 2001).  

The impetus for this shift away from measuring HL as a static skill toward social practice was 

provided in the 1990s by the New London Group (1996) and Street (1995) and taken up by Papen 

(2005a) and Samerski (2019), who specifically explored and thickly described what people do when 

they engage with health information. 

Despite the many benefits of exploring HL as social practice, its discussion is relatively new. A 

systematic search on PubMed (title/abstract) for “health literacy” and “social practice” in Title and 

Abstract in December 2021 yielded only four results. Rubin et al. drew inspiration from the HL as a 

social practice movement and explored the use of a measure of information exchange component of 

health information and participants’ satisfaction and comprehension (2011). Fairbrother et al.’s study 

on children’s HL practice assessed how children construct the meaning of health information (2016). 

Santos et al. assessed the impact of second language instruction on health by surveying teachers about 

their modeling of effective pedagogical practices that mediate social interaction around health and 

students’ opinion of their own learning success about diabetes and whether they shared it with their 

social network (2014). Samerski interviewed people with migration background about their health 

knowledge, creative practices, and experiences related to health and healthcare. She found that the 

common notion of an individualistic, rational model is proven false in light of her findings and suggests 

framing HL as a social practice, situational, multidimensional, encompasses several sources and forms 

of knowledge, and is co-produced in social relations (Samerski 2019). Therefore, focusing on HL as a 

social practice allows for assessing the people’s agency and the influence of time, situation, and social 

structures on it (Fairbrother et al. 2016; Samerski 2019; Sentell et al. 2017; Rubin et al. 2011). 

Expanding the search for HL and social practice to other databases yielded a few other studies: such as 

Freebody & Freiburg, who responded to Nutbeam and argued that the perspective of HL as a social 

practice has much to offer (Freebody and Freiburg 1999). Renwick proposed a multidimensional model 

(3D) for HL as a situated social practice and included the components of cultural, critical, and 

operational (Renwick 2017, 2014). Papen (2009) describes various factors that influence HL practice 

in everyday life. Also, Pinheiro briefly sketches the origin of HL as a social practice and argues that it 

is insightful to shift the focus from measuring skills to what people actually do (2019). Surprisingly, 

most studies on HL as social practice are conducted among migrants. However, given the extensive 

body of research on HL (PubMed recorded more than 11,436 results for “health literacy” in title or 

abstract as of January 26th, 2022), these few results on health literacy as a social practice are 

comparatively marginal. When considering HL as social practice, it is fundamentally important to 

define which factors come into focus. Hamilton (2010), for example, suggests the consideration of 

participants, activities, setting, life domain, and resources (tangible/intangible) for the analysis of 

literacy situations. However, a slightly different subdivision is chosen in this work: Overall, proponents 

of HL as a social practice emphasize that the micro situation, engaging with health information, cannot 

be separated from the context, the situation and its purpose, the language/literacy used, the activities 

performed, the people involved (and their relationship among each other). Therefore, from the 

perspective of HL as a social practice, any use of HL can only be properly interpreted if all of this is 
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considered (= consistent with the sociocultural and ideological model of literacy/HL). In short, I explore 

HL as a context-related, situational social practice. In the following paragraphs, I unfold these five 

aspects based on empirical findings on so-called vulnerable groups presented in Chapter 4. I begin with 

the general context, followed by the situation, language, actions, and end with the role of social others. 

(I) General context and its role in HL  

With these introductory remarks in mind, the question arises as to what would happen if context 

were understood from the perspective of HL as a social practice. A first change would be that the view 

would move away from using quantitative methods to capture how the context presents itself to draw 

conclusions about how it affects the individual. Instead, from the agent’s perspective, the focus would 

turn to understanding how the context influences, shapes, opens up the space for action, prescribes 

scripts for action, and constrains action by the individual. 

The example above (Chapter 5) and several ethnographic studies show that the diversity of 

activities depends strongly on the situation and context in which it is embedded (Bauer 2019), as well 

as on the lived experiences in each context (Nielsen-Bohlman et al. 2004, p. 111). For example, the 

ability to fill out a form may be different in Afghanistan than in Germany; decisions about treatment 

options may be different in countries with a universal public health insurance system than in countries 

with high out-of-pocket expenditures; everyday situations such as reading health information from a 

reliable source may differ from those from an unreliable source. Also, the sociocultural customs in each 

healthcare system, such as whether patients are allowed to ask a second doctor for their opinion and 

have the opportunity because multiple doctors are available or not. Moreover, differences exist in 

whether health decisions are made by individuals or in context and what power relationships exist. 

These examples illustrate that health policies and the availability of health services, the availability and 

credibility of health information, norms and values in interactions, and the status of literacy in society 

all play crucial roles. All of these examples point to the “complexity of the contexts” (WHO 2013, p. 1) 

and influence health practices in multiple ways. Hence, it becomes apparent that myriad context factors 

could be included in the analysis of HL. Which ones actually prove relevant in the exercise of HL can 

only become visible in the ethnographic study and cannot be determined in advance. Nevertheless, from 

the previous quantitative and qualitative studies on HL, some contextual factors can be identified that 

can potentially exert an influence, such as the societal and environmental determinants by Sørensen et 

al. (2012, p. 11). Since Sørensen et al. did not specify these five factors further, I will elaborate on them 

below in light of the findings presented in Chapter 4 for the vulnerable groups studied in this thesis. 

Political forces can refer to governance and policies (macroeconomic, social, health), which 

decide upon all laws regarding healthcare (including access) and allocation of funds for health 

promotion and disease prevention. They also determine who is considered a migrant or refugee based 

on which requirements (immigration law) and what access to healthcare this person perceives. 

Moreover, policymakers are also responsible for education and integration offers, such as the 

Integration Course Act. In general, the government provides laws that influence SDOH and can fight 

against health disparities (Mantwill and Diviani 2019; Rowlands et al. 2017) and for greater health 

equity. 

The second factor is the Societal systems or settings in which people live, love, work, and learn 

(see Nutbeam 1998; Nielsen-Bohlman et al. 2004, p. 21). Regardless of whether it is the healthcare 

setting, the family system, the community, the educational setting, the workplace, or any other setting 
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in which individuals operate, all of these settings have their own rules and patterns and contribute 

positively or negatively to health but also determine the HL competencies required. Furthermore, these 

settings and interactions can unintentionally or intentionally contribute to the development of HL, for 

example, through health education in schools or in adult education, language classes for migrants, or 

informal conversations.  

The third factor Sørensen et al. mention but do not elaborate on is culture. The CDC describes that 

“[c]ulture can be defined by group membership, such as racial, ethnic, linguistic, or geographical 

groups, or as a collection of beliefs, values, customs, ways of thinking, communicating, and behaving 

specific to a group.” (CDC 2021). UNESCO has elaborated on culture and cultural diversity vastly 

(2001). The WHO shortens the UNESCO definition and defines it as “the set of distinctive spiritual, 

material, intellectual and emotional features of society or a social group, and that it encompasses, in 

addition to art and literature, lifestyles, ways of living together, value systems, traditions and beliefs.” 

(WHO Europe n.d.). Furthermore, culture determines how people make meaning of health information 

and how they are expected and allowed to act in different domains of life, e.g., in healthcare, what the 

role of the physician has, how the patient is perceived in society, and which cultural pattern should be 

learned (and passed on to others) (Nielsen-Bohlman et al. 2004, pp. 109ff). 

A fourth factor is the demographic situation. This may relate to education, occupation, income, 

gender, and ethnicity/race closely linked to social determinants of health (see discussion above 5.2). 

Furthermore, it can be looked at the individual level but also the general composition of society. 

Sørensen et al. list a fifth factor: language, which I will elaborate on in the next paragraph. 

Applied to the three vulnerable groups presented in Chapter 4, HL research that takes context into 

account would pursue questions such as: whether and, if so, what influence politically influenceable 

factors such as schooling, access to healthcare, but also overall societal influences, such as war 

conditions, have on the development of HL in Afghanistan or Germany, but also what role cultural or 

sociodemographic factors play. Similar questions can be asked for the group of immigrants in Germany, 

complemented by questions about equal access to services, the general social position of people with a 

migration background, and how this affects their ability to choose and make changes in their own lives. 

Last but not least, questions can be raised about the situation of new language learners in Germany, 

such as how language learning, the offer, access, content, acceptance, and also the individual 

sociodemographic situation influence the acquisition of HL in language courses. 

These five factors refer to general influences of context on HL and are one way in which contextual 

influences can be categorized. Other categorizations are also plausible. The recommendation often 

expresses that HL should be taught in the context of its application, which relates more to the micro-

level situation than the general context (Nielsen-Bohlman et al. 2004). However, both the general 

context and the specific situation contain several factors that would be blurred and potentially ignored 

if considered together. Therefore, I will distinguish between context (general macro-level 

characteristics) and situation (micro-level specific characteristics) for analytical purposes. In this last 

section, I listed the macro-level so that I will turn to the micro-level context, the specific situation, in 

the next section. 

(II) HL in situation and event 

In addition to the general context, HL use is also strongly influenced by the particular situation 

with its unique features and characteristics. The relevance and importance of the situation are mentioned 
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several times in HL recommendations and reports by referring to “everyday situations” (Rademakers 

and Heijmans 2018, p. 4) by using terminologies such as “situation-specific” (Sørensen 2019, p. 15) 

and “situational” (Don Nutbeam 2017), “situational demands” (Bröder and Carvalho 2019, p. 49), as 

a “situational resource” (Sentell et al. 2020b), as well as “situated practice” (Pinheiro 2019, p. 562) 

and situational complexity (Rowlands et al. 2019, p. 1). The HLS-EU conceptual model also 

incorporates situational determinants of HL, citing “social support, family and peer influences, media 

use and physical environment” (Sørensen et al. 2012, p. 11). The WHO Framework of interventions is 

silent about situational influences. As we distinguished between macro-level contextual factors and 

micro-level situational factors, we wanted to better understand both levels and core factors based on 

our studies and informed by other research studies. Consistent with other ethnographic findings, we 

argue that “social and material conditions affect (if not determine) the significance of a given form of 

communication, and it is inappropriate, if not impossible, to read off from the channel what will be 

either the cognitive processes employed or the functions to which the communicative practice is put.” 

(Street 1995, p. 1). Little is known about the role of the situation in HL, and therefore it requires further 

exploration. Specific situations in settings require certain structures/procedures learned in the family, 

upbringing, and (social) media, but migrants also need to learn it anew and appropriately for the new 

context in second language courses. However, when looking at HL in public health and not healthcare, 

the respective situational characteristics and situations in HL research do not further specify its 

influence. Surprisingly, all recommendations and references remain surprisingly quiet about how to 

influence the situation and are rarely explored and explained.  

When referring to the use of HL on a particular occasion, the terminology event is used beside the 

terminology situation. I employed the beneficial differentiation by Heath from applied linguistics, who 

described a “literacy event” as “any occasion in which a piece of writing is integral to the nature of 

the participant’s interactions and their interpretative processes” (Heath 1985, p.50 cited in Street 2015, 

p. 111). Applied to HL, therefore, an HL event is any occasion in which health information is integral 

to the nature of the participant’s interaction and interpretative process. The activities that occur in these 

events will be described under practices in HL, so I will focus on the situation as a whole and distinguish 

between naming general situations of HL practice (such as receiving a diagnosis) and describing 

specific situational features (e.g., place, purpose). 

The most obvious situation in which HL is used is the doctor-patient conversation in healthcare. The 

content is about a disease or health concern, the aim is to restore and improve health, and the people 

involved are the doctor and the patient. While this situation may seem simple, studies on doctor-patient 

interaction revealed its extreme complexity (Hunter and Franken 2012). The main focus of these studies 

is usually on communication and the role of the two parties involved (or three if a family member or 

translator is present), i.e., the patient-provider relationship in Paasche-Orlow’s causal pathway model 

of HL (2007)), but the influence of the entire situation is rarely considered. In addition to these common 

situations, the HLS-EU addresses many others, such as communication with pharmacists. Nonetheless, 

the HLS-EU does not specify these situations and instead leaves them open for discussion. This can be 

a shortcoming, as even the everyday situation of seeking information is very complex as Robin’s 

example shows (2014) when interacting with friends or searching for information online (Nikolaidou 

and Bellander 2020). Due to the situation’s complexity, even a mere description may examine multiple 

facets such as place (setting), content and purpose, actors involved, and activities people perform (see 

Hamilton 2010). By embracing HL from a public health perspective, HL in practice does not only occur 
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in healthcare settings and outside in daily life. When referring to situations, one can differentiate 

between situations such as making an appointment at the doctor’s office or picking up medicine at the 

pharmacy that follows a standard procedure, or one can refer to activities in HL questionnaires. 

However, qualitative and ethnographic studies show far more HL activities in various daily life 

situations, such as casual encounters with information in analog and digital media, conversations with 

others, and information in which the person proactively seeks information and advice on health 

(Bittlingmayer et al. 2020d; Wigglesworth 2003; Papen 2009). Nevertheless, the situational context is 

rarely explored or its influence explained. Applied to the three vulnerable groups presented in Chapter 

4, HL research that takes the situation into account would address questions such as: what are the most 

common situations in which people (whether people in Afghanistan, people with a migration 

background in Germany, or newly immigrated people learning German) find themselves, what are they 

characterized by, what determines the situation such as professional setting, position, power imbalance, 

what space for action is available to those involved. Decades of HL studies showed that even when 

people have health information, their decision-making might be influenced by other aspects such as 

“emotional or situational impulses” (WHO 2013, p. 40). Therefore, being aware of the various 

situations, their specific characteristics, and how they influence decision-making is necessary to 

understand the difficulty of HL practice, attribute vulnerability to health adequately, and develop 

appropriate HL interventions.  

(III) Literacy & language in HL –– the mean of transferring information 

The term health literacy originated in literacy research (Simonds 1974) and referred to the ability 

to read and write in a narrow sense (Ratzan 2001; Rudd 2015b). However, the HL debate also expanded 

and embraced concepts such as competence, knowledge, motivation, and skills (see Chapter 3) and 

moved from viewing HL in isolation as “autonomous” to viewing HL in context (Pinheiro 2019). 

Regardless of whether or not a narrow or broad concept of HL is adopted, HL is always a matter of 

literacy and language, as these are the media of information exchange. In the frequently cited 

publications, literacy and language are referred to in various ways; among the most prominent ways are 

literacy level, enhanced level, language complexity, and proficiency in first and second or other 

languages (Berkman et al. 2011; Nielsen-Bohlman et al. 2004; DeWalt and Hink 2009; Zarcadoolas et 

al. 2005). Neither the comprehensive framework of HLS-EU nor the WHO Generic Model for Health 

Interventions do explicitly list language or literacy, but both refer to education as linked to personal 

determinants or capacity without elaborating it (WHO 2012). Even this brief compilation reveals the 

lack of a common understanding of literacy or language and their relationship to HL and that these 

terms are often used in general ways without examining exactly which facets of language or education 

influence HL and how. This ambiguity often also prevails in qualitative studies. Quantitative studies on 

HL demonstrated that not only people with low levels of literacy but also people with poor language 

proficiency struggle with health information, regardless of whether the information is provided in 

written or oral form. Similarly, the general population complains that high levels of literacy skills (such 

as scientific terminology or jargon) are needed to understand health-related information (Berry 2007). 

Even when broadening the perspective from the clinical setting to everyday life, it becomes evident that 

the HL debate is surprisingly silent about the role of literality and language in everyday life in solving 

health issues. Given the lack of precision on the role of literacy and language in the HL debate, let alone 

its concrete promotion, it is also not surprising that the recommendations that are recurrently heard 
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remain general, such as “invest in language support and health literacy initiatives to develop personal 

skills in the host country” (WHO 2018a, p. 4) or the general strategies such as translating written texts 

into migrants’ first language and reducing the complexity of language when using plain language 

(Altgeld 2018) (see Chapter 4.3). Furthermore, the discussion around literacy and language in HL has 

been shaped primarily by a very monolingual understanding of healthcare in many countries of the 

Global North (Gogolin 2013), which have quickly taken up the HL debate. However, because of this 

monolingual perspective, the multilingual practices of migrants or people from multilingual countries 

were rarely discussed and largely overlooked. To overcome the first crucial barrier in HL practice, of 

understanding information (linguistic comprehension), expressing health concerns, and interacting, a 

more detailed understanding of literacy and language, their connections to HL, and their role in HL 

practice is crucial (see, e.g., Ravid and Tolchinsky 2002). For the three vulnerable groups in this 

dissertation, this would also mean exploring the role of HL among illiterate people in Afghanistan and 

understanding the importance of oral and written health information; understanding the role of first and 

second and other languages used by migrants to seek and communicate about health information; and 

also examining the support that language students receive to enhance their communication skills related 

to health encounters. 

(IV) HL as a practice 

Besides understanding the role of literacy/language in HL, it is vital to thoroughly understand what 

people do when they use HL (=interact with health information). The approach of studying HL as a 

social practice shifts the focus away from the HL level determined in surveys to what happens when 

people engage with health information, i.e., their actions. This shifts the focus from inferring agency 

from a measured level of HL to observing HL from performed actions (in ethnographic studies). This 

shift raises the question of what can now be considered HL practice. The operationalization of HL 

practices in quantitative questionnaires gives an idea of how diverse HL practices are, including an 

understanding of activities to be performed (e.g., reading nutrition labels Parker et al. 1995) or self-

rated HLS-EU (Sørensen et al. 2013). While initially reading, writing, and even numeracy activities 

were predominant (for example, Davis et al. 2006), later questionnaires have broadened the scope to 

capture multiple activities related to finding, understanding, appraising, and applying in various health 

domains (Sørensen et al. 2015; Sørensen et al. 2012). Besides these cognitive activities, other 

definitions and models include more expressive activities, for example, to “engage,” “communicate 

and assert,” “enact decisions, and solve problems” (Dodson et al. 2015b, p. 13) and other models, like 

the WHO Generic framework, do not explicitly state what activities are done but refers to health 

practice and behavior in general (WHO 2012, p. 16). Nielsen-Bohlman et al. identified a variety of core 

activities that people must perform, ranging from health promotion to disease-related activities to 

understanding advocacy for rights (Nielsen-Bohlman 2004, p. 42). In summary, numerous activities are 

associated with HL that are often listed but rarely related to each other or comprehensively described. 

However, activities associated with HL involve various difficulties and require different skills to 

perform effectively. For instance, deciding whether to receive a routine vaccination requires fewer skills 

than deciding whether to receive a (specific) cancer treatment or make a lifestyle change. To account 

for the different levels of difficulty of HL activities, Nutbeam introduced the distinction between 

functional, interactive, and critical HL and outlined the activities at each level (Nutbeam 2000). This 

distinction is often picked up for intervention design and analysis of qualitative studies’ findings (e.g., 

Muscat et al. 2017). Even though these operationalizations and distinctions of HL activities are helpful 
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and raise awareness of what HL practices can look like, they cannot describe what people do and what 

strategies they use in the respective situations. In particular, looking at vulnerable groups by capturing 

HL with quantitative methods obscures what so-called vulnerable groups actually do with health 

information and why their HL is classified as low in these quantitative methods. Already the diversity 

of the Afghan people (as displayed in the Afghan people survey), the different theories on migrant 

health, and the different characteristics of individuals in language courses suggest that they are likely 

to behave differently with respect to their unique health situation. 

To this end, ethnographic studies that provide a dense description of people’s activities are 

indispensable. A major advantage of studying HL as a social practice with ethnographic studies is that 

ethnographic research makes it possible to understand why people behave the way they do and why 

they have (good) reasons to behave differently than expected. 

(V) HL in a social context: individual or social network  

Although HL is mainly defined and measured individually, countless qualitative studies report that 

the social is relevant in HL. Already some HL definitions provide hints that community plays a vital 

role in HL practice, either whether HL is conceptualized as an individual or a group-inherent skill, or 

the social skills needed, and emphasize the role of social support or the social, community-oriented 

outcomes of HL (see 3.1.1). However, social support takes on conflicting roles in HL measurement 

because, on the one hand, ample evidence suggests that social support is beneficial to the individual 

(and even a generalized resistance resource (Idan et al. 2016b)). On the other hand, some measurements 

consider social support as an indicator of poor (health) literacy (Morris et al. 2006). Also, Sørensen et 

al. describe proximal factors as a personal and situational aspect that explicitly refers to social support 

but also family and peer influences (Sørensen et al. 2012, p. 11) but do not elaborate on how these are 

interrelated. In the WHO framework, the social domain is one of the approaches linked to the healthy 

policy pathway to HL and reducing risk conditions through social support. Although Sentell et al. 

thoroughly analyzed the social support in HL, they only provided general insights; yet, the aspect of 

social support remains fuzzy in HL definitions, models, and measurements (Sentell et al. 2017) and is 

measured with different measures (see Chapter 3.1.3). As I am specifically interested in the social in 

use, I pay particular attention to the three traditions derived from qualitative studies: resource, 

knowledge, distributed, and successively unfold specifics related to HL as social practice. 

In most HL measures, the health system sketches the individual as socially detached, relying only 

on their abilities to engage with health information. The social aspect gained more interest in HL 

debate as the focus of HL discussion expanded from looking at the HL of autonomously constructed 

individual adults in Western countries to exploring HL of children and adolescents, as well as HL of 

older people, and HL in more collectively oriented countries, and as qualitative research revealed the 

role of social others. The family’s role gained increasingly more emphasis; still, more evidence is 

needed to describe the family skills, immediately and long-term, and the social system itself, 

emphasizing HL as a shared skill (Lorini et al. 2020), a shared function of cultural, social, and individual 

factors (Nielsen-Bohlman et al. 2004, p. 32) or as socially embedded (Bauer 2019). Existing studies 

show multiple associations between social and HL. Although many studies have been vocal about the 

importance of social in HL, there is no overarching model and explanation of how it affects HL. 

Moreover, data are scarce, particularly for vulnerable groups such as immigrant populations. Therefore, 

in the various projects in this dissertation, we wanted to investigate in more detail how social groups 
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can influence HL. This involves examining several questions besides who is involved and how and for 

what purpose. The questions may be who is generally involved in HL activities, how the actors behave, 

their relationship, and how they influence each other. Here the focus moves beyond the individual to 

his or her family, to the role of the health workers, the role of other actors in the community (e.g., 

mullahs, friends, other migrants, language teachers), and the relationship between the established and 

new communities and others. Apart from the importance of social at the moment of practicing HL, 

social also plays a vital role in acquiring and promoting HL skills (in the family (Lareau and Cox 2020). 

This role of social interaction is relevant not only in the life of people without migration backgrounds 

lives but even more in the life of people with migration background, as can be seen in numerous studies 

on migrants, e.g., other people form a social network, support, and can be explained sociologically as 

social capital, or social support. Despite the importance of the social context of HL use, empirical data 

on HL use is still scarce.  

5.3 Conclusion and Objectives of the Research  

In this chapter, I elaborated on the guiding understanding of HL in this dissertation and the various 

aspects of HL as a situational social practice in context. The previous sections have given the first 

insight into the multifaceted nature of the five components, as they can be found in numerous studies 

and discussions about HL. I did not claim completeness or the best structuring of the results found but 

chose the path of carefully approaching the factors in an exploratory way to identify possible focal 

points and subthemes. By concretizing HL as a situational social practice in context, HL has been 

sketched out as a large and broad topic. On the one hand, this is an attempt to do justice to the topic’s 

complexity. On the other hand, it becomes difficult to limit and restrict the subject to a few key points 

or aspects as well as to determine what is generally crucial given the context-, situation- and activity-

dependency of HL. This doctoral thesis explores an acceptable middle ground in the tension between 

theoretical complexity and practical comprehensibility of the topic. In doing so, however, I am aware 

that I can never deal with the issue in its entirety and that my work remains open to attack. Nevertheless, 

I endeavor to illuminate central aspects of HL as a social practice through the methodological 

approaches adopted. As the study on HL as a situational social practice in context is still in its infancy, 

this study contributes to it by systematically exploring it in three subprojects. This exploration provides 

initial indications of how HL as a social practice can be studied, what can be observed, and what open 

questions are worth further exploration. A major advantage of studying HL as a social practice in 

context using ethnographic studies is that ethnographic research allows understanding of why people 

behave the way they do or differently and what is the role of the social in developing, using, and 

assessing HL.  

In this dissertation, I highlight the role of the social practice of HL by examining it in three different 

studies on a vulnerable group, Afghans, by using various approaches. Afghans are specifically 

vulnerable when measured merely with quantitative questionnaires and when the context and actions 

are ignored. In all three studies, I want to focus on the role of sociocultural and political context, the 

people involved, the activities performed, the language explicitly used, and the characteristics of the 

situation itself to better understand it. Besides exploring HL as a social practice among vulnerable 

groups, each of the three projects will shed light on three aspects of assessing HL, identifying vulnerable 

groups, and strategies to promote HL. If HL is understood as a social practice, the measurements, the 
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definition of vulnerability, and interventions should reflect this conceptualization, yet publications on 

this are rare.  

In addition to the respective questions of the individual studies, the following study questions will be 

examined within the three projects with their respective approaches to HL and their target groups 

1. What role do the sociocultural political context, activities performed, social actors, 

language/literacy, and situation play in HL? Alternatively, in short, how can HL as situational 

social practice in context be described in the particular studies and what can be learned from 

it? 

2. What contribution do the different research methods make to assessing and exploring HL as 

situational social practice in context.? 

3. How is vulnerability defined and expressed in HL? For example, to whom or what is the reason 

for vulnerability attributed, what characterizes so-called vulnerable people, and how are 

abilities addressed in the vulnerability debate? 

4. What do we learn from the three projects regarding promoting HL as a situational social 

practice in context? 

This study’s findings contribute to a more differentiated and interconnected discussion of HL in 

all stages of research and intervention implementation in public health. The answers provided by all 

three projects and the implications for the research community are outlined in the coming chapters. 
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6 The research projects and methods employed 

This doctoral thesis synthesizes the findings of three research projects, which address the topic of 

health literacy among vulnerable groups, as exemplified by Afghans. This dissertation focuses on a 

particular understanding: health literacy in context and as a contextual, situated social practice. 

Each research project employs a different methodological approach to explore, describe, and analyze 

health literacy from different ankles. This chapter briefly describes the background of the three research 

projects and their interrelationship, provides an overview of the publications selected for this 

dissertation, and introduces the four different methodological approaches and objectives. 

Background and embeddedness of the three projects 

This doctoral thesis is grounded in or closely related to several projects of the Consortium on 

Health Literacy in Childhood and Adolescence (HLCA), financially supported by the German Federal 

Ministry of Education and Research (Okan et al. 2020a). Although research on health literacy was 

rapidly taken up in the 1990s and many projects began to measure HL globally, these projects primarily 

examined HL of individual adults and rarely considered the individual as part of a family, including 

children or adolescents. In 2015, a research consortium, the HLCA, was initiated to broaden our 

understanding of children’s and youth’s health literacy (in Germany). The collaborating partners were 

the University of Bielefeld, Robert-Koch Institute, University Duisburg Essen, and the University of 

Education Freiburg. While all sub-projects share the focus on the health literacy of children and 

adolescents, the individual projects vary and range from projects investigating the general 

understanding of HL in children to the development of questionnaires, mental health, digital HL, 

migrants HL, and policy recommendations for HL. The migrant studies’ societal and scientific 

background was that, at the beginning of the project in 2015, a substantial proportion of particularly 

vulnerable children and youth in Germany had a migration background, and little was known about 

their HL. In line with the sociodemographic characteristics and language competencies of the two 

researchers, the groups of young girls with Turkish migration background and Afghan refugees (as well 

as Spanish-speaking families in Switzerland) were chosen and ethnographically studied for an extended 

period of up to nine months. Throughout the 3-year ELMi project, the participants with refugee history 

benefited greatly from second-language courses that provided information about health in Germany and 

how to use health information. However, during the ELMi project, an ethnographic exploration of 

second-language courses was impossible due to ethical research considerations because the proposal 

and ethics vote specified research on everyday life rather than educational settings. Therefore, in the 

second funding phase of the HLCA consortium, which began in April 2018, we explored the role of 

second-language courses in developing health literacy. Due to its broad focus on the setting of language 

courses, rather than Afghans specifically, we did not search for language courses with exclusively or 

many Afghan participants. However, several Afghans from the Hazara ethnic group attended the two 

courses I observed.12 Lastly, during the first HLCA funding period, a summer school on health literacy 

took place in Freiburg, and three colleagues from Afghanistan attended it. During one workshop, we 

focused specifically on HL in Afghanistan and initiated and conducted a study in an Afghan region 

 
12Additionally, I had much contact with Afghans in the German-as-a-second-language courses I taught. 
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where one of the participants worked as the chief physician in a hospital (in Hazarajat in Central 

Afghanistan). The Afghan health literacy study became a third research project for this dissertation. 

Overview of the projects and publication 

Although the three projects are all concerned with the same topic: health literacy among vulnerable 

groups, here Afghans, they varied enormously in their approach (empirical quantitative study, 

theoretical consideration, ethnographic study) and the aspects of HL they looked at: the measurement, 

conceptualization, interpretation, use, and promotion. 

The following overview shows the publications used in this doctoral thesis and their main 

objectives. 

Table 3: Overview Publications Included 

Part 
HL in  

Title Reference Kind of 
publication 

Method Topics 

People in 

Central 

Afghanistan 

Health Literacy and Health 

Behavior Among Women in 

Ghazni 

(Harsch et al. 

2021b) 

Peer-

reviewed 

article 

Cross-

sectional 

study 

Women: HL, determinants 

of health, health practice, 

health outcomes 

People in 

Central 

Afghanistan 

The relationship of health 

literacy, wellbeing and 

religious beliefs in neglected 

and unequal contexts 

(Harsch et al. 

2020) 

Peer-

reviewed 

article 

Cross-

sectional 

study 

Relationship of HL, QoL, 

Beliefs  

People in 

Central 

Afghanistan 

Health without formal 

Education? I 

(Harsch et al. 

2021c) 

Peer-

reviewed 

chapter 

Cross-

sectional 

study 

Men: HL, determinants of 

health, health practice, 

health outcomes 

People in 

Central 

Afghanistan 

Quality of life in rural areas in 

central Afghanistan. Results of 

the heterogeneity of various 

quality of life dimensions 

(Harsch et al. 

2021a) 

Peer-

reviewed 

chapter 

Cross-

sectional 

study 

Quality of Life, HL, 

Beliefs in context 

Families with 

migration or 

refugee 

background 

Health Literacy in the Context 

of Health Inequality – A 

Framing and a Research 

Overview. 

(Bittlingmayer 

et al. 2020g) 

Peer-

reviewed 

chapter 

Literature 

review 

Health disparities, SDOH, 

migrant health 

Families with 

migration or 

refugee 

background 

Health literacy of youth and 

families from a health 

ethnology perspective. A 

theoretical framing. 

(Bittlingmayer 

et al. 2020h) 

Peer-

reviewed 

chapter 

Theoretical 

consideration 

Embedding HL in theories, 

introducing dialectic of 

difference and deficit 

Families with 

migration or 

refugee 

background 

What do you see when you 

look from a different angle? 

On the potential for insight in 

ethnographic health literacy 

research. 

(Bittlingmayer 

et al. 2021) 

Peer-

reviewed 

chapter 

Conclusions 

drawn from 

ethnographic 

studies 

Derive conclusions, 

propose new research 

(foci) 

Participants in 

Second 

Language 

Courses 

State-organized Health 

Education in Germany: Health 

Literacy Promotion within 

Health Compromising 

Regulations. 

(Harsch and 

Bittlingmayer 

2020c) 

Peer-

reviewed 

article 

Ethnographic 

study: 

textbook 

analysis 

Health content, language 

content, and strategies to 

develop HL  

Participants in 

Second 

Language 

Courses 

A foreign, second look at 

health literacy: what second 

language didactic can teach us 

(Harsch 2021a) Peer-

reviewed 

chapter 

Ethnographic 

study 

Common use of language 

in migrant HL, SLC 

contributions to HL, 

language-sensitive HL 

promotion 

Participants in 

Second 

Language 

Courses 

Promoting health literacy of 

migrants in second language 

courses: current situation, 

limitations, and potential in 

Germany and around the world 

(Harsch et al. 

2021d) 

Peer-

reviewed 

chapter 

Ethnographic 

study 

Conditions, strategies, and 

content of HL 

development; emerging 

health topics, options to 

promote it 
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Although these publications can be reviewed individually, providing an overview of the key 

methodological aspects of the projects can help allow a comparison of the strengths and limitations and, 

thus, a further professional evaluation.  

Table 4 shows the three projects and compares them briefly from various aspects. 

Table 4: Overview of Three Projects in The Dissertation 

  HL in Afghanistan ELMi SCURA 

Academic 

discipline 

Medical sciences / Public Health / 

Global Health 

Sociology, Ethnographic 

research 

Second-language acquisition, 

andragogy, health promotion 

Paradigm Positivism Naturalism Naturalism 

Research 

design 

Quantitative study, cross-sectional 

study 

(Unsystematic) Literature 

review, Theoretical 

considerations  

Ethnographic studies  

Ethnographic studies 

General 

objective 

Assessing the distribution of HL 

among a group, identifying 

specifically at-risk people, 

identifying associations between HL 

and antecedents and outcomes; 

testing hypotheses; testing framework 

Exploring, describing, and 

explaining HL in everyday life 

and interpreting it through a 

sociology lens 

Purposefully developing skills 

Understanding phenomenon (HL in 

practice), focusing on situations of 

HL use and their unique features 

(including language) 

Data  Quantitative data Data from other authors, theories 

from philosophy, and critical 

politics 

field notes, empirical studies 

Interviews, 

Field notes, 

textbooks 

Data 

collection 

Randomized sampling. 

Standard questionnaire 

Orally administered 

(Participant observation) Participant observation in two  

textbook analysis 

Data 

analysis 

Descriptive and inferential statistical 

analysis 

Describing and interpreting 

through a sociology lens 

 Qualitative content analysis 

(Kuckartz 2012) 

Quality 

criteria 

Objectivity, validity, reliability Plausible selection of theory, 

Adequate application 

Quality criteria: credibility, 

dependability, confirmability, 

transferability, reflexivity 

Strength Representative data of people of 

influence.  
 

Literature review (and 

participant observation) 

Gaining insights into the process of 

developing HL, the role of language, 

and characteristics of situations 

Limitations No qualitative interpretation, 

contextual relevance not included 

 Generalization Multitude, diversity, and complexity 

of influences on a given situation  

Link to HL 

as a social 

practice in 

contexts 

Assess the relations between HL and 

determinants of health and health 

practices,  

Explore which activities are 

specifically difficult 

Explain how contextual factors 

influence HL 

Explain theoretically how 

society and upbringing shape HL 

practices 

Introduce theoretical 

explanations to conceptualize 

HL practice holistically 

Describe common situations to talk 

about health 

Describe how people respond to 

health information and make use of 

it 

Explore how HL is promoted 

 

As Chapter 5 has already described the different dimensions, interventions, and the various aspects of 

HL as a social practice in context specifically, and Chapter 3 has already presented standard quantitative 
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measurement, it becomes relevant to discuss the three different approaches to studying HL utilized in 

this dissertation briefly. 

Research methods used 

When studying health literacy, numerous research paradigms and methods can be utilized (Pleasant et 

al. 2019). The most common approach is based on positivism and uses quantitative research methods 

such as questionnaires in population surveys to assess the HL level in populations, compare the results 

with other countries, identify subgroups that are especially at risk for low HL, and test hypotheses 

(Yilmaz 2013, p. 314). Another approach aims at obtaining an overview of the HL and/or a subproject 

through systematic literature reviews. Furthermore, other researchers use the naturalistic paradigm and 

qualitative and ethnographic studies to understand health literacy practice, associated meaning, and 

processes in real-life situations (Yilmaz 2013, p. 314) or even analyze textbook materials. The three 

research projects in this dissertation extend the standard ways of researching HL by reflecting on the 

context-dependency and the social practice of HL. 

The study in HL in Afghanistan uses a standardized questionnaire, the HLS-EU-Q16, and follows its 

ordinary procedure for assessing and analyzing the data: calculating levels and means (The HLS-EU 

Consortium 2012), even statistically exploring the determinants and outcomes at the macro-level and 

comparing the findings to the HL level of other countries. Thus, this work follows the most common 

way of studying HL, whose ontology and epistemology lies in positivism. Based on the definition and 

conceptual framework (Sørensen et al. 2012) and chart (dimensions and domains), the experts 

developed activities for each cell linked to one of the four types of (cognitive) activities, which would 

be called operators in teaching: finding, understanding, appraising, and applying in three domains: 

health care, disease prevention, and health promotion (Sørensen et al. 2015). Subject to criticism is that 

the focus lies mainly on the overall scale and rarely attention is paid to the individual items, the 

contextuality of HL (health care providers’ HL and the challenges of the context), the health literacy as 

a social practice, or the constituent items. Our approach to assessing HL in Afghanistan using the HLS-

EU-Q is not limited to determining the level and distribution of HL and its association with determinants 

and health outcomes. It goes further by examining the individual items of the scale and their social and 

contextual embeddedness. This exploration became possible because the questionnaire claims to 

decipher the underlying concept, in this case, the concept of HL, by asking people questions regarding 

concrete health-information-related activities. Analyzing the constituent items of the HLS-EU-Q (and 

their reported difficulties) can turn the focus and reveal whether the reason for the difficulty in 

performing this task lies solely in the individual and their deficits or in the task itself. Many 

ethnographic studies show that a more appropriate way of researching HL is to understand it as an 

ideological model of HL rather than an autonomous one and, therefore, analyze the activity embedded 

in the context and situation. This conceptualization would also place HL in the middle of health care 

needs and the individual’s capabilities and even go beyond that by including contextual and situational 

aspects. 

Second, several research articles are overviews of research and literature reviews that summarize 

empirical evidence on a particular aspect of HL or a target population (Zhu 2018; Mantwill and Diviani 

2019; Pitt et al. 2019). The strengths of these reviews are that they provide the reader with an initial 

general overview of the topic, the proven empirical evidence, contradictions, and missing evidence. 

These reviews are precious for informing policymakers. Nevertheless, they fall short of explaining more 
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in detail why specific effects occur or correlations exist. Here, theoretical considerations by drawing on 

health and sociology theories such as the theory of salutogenesis (see the example of Saboga-Nunes 

(2019)) can help illuminate and explain the correlations. However, theoretical embedding and reflection 

are rarely done (some exemptions are presented by Abel (Abel and Sommerhalder 2015)). Without a 

theoretical sound analysis, empirical results remain descriptive and on a statistical analysis level but do 

not allow understanding a phenomenon in-depth and in the real world. This makes it more difficult to 

propose appropriate interventions or interpret changes in a theoretically sound way. Since no study is 

devoid of theoretical assumptions, and these assumptions are often not made explicit or discussed in 

detail in the discussion section of the articles, it is first necessary to identify the theories underlying the 

studies, point out their limitations, and introduce alternative theories that may greatly influence not only 

the research on HL but also the analysis and interpretation of the results as well as the conclusions. 

Third, quantitative research on HL has been criticized for studying HL predominantly in isolation 

from its context and situation. Apart from identifying vulnerable groups, it has little informative value 

for the concrete development of interventions. Therefore, there has been a call for more qualitative and 

ethnographic studies, in particular, to explore the individual’s health literacy in their specific social 

environment with all their situational and contextual circumstances. Ethnographic research, like other 

qualitative research, is “an emergent, inductive, interpretive and naturalistic approach to the study of 

people, cases, phenomena, social situations and processes in their natural settings in order to reveal 

in descriptive terms the meanings that people attach to their experiences of the world “(Yilmaz 2013, 

p. 312). It explores the dynamic reality of people in their respective contexts by immersing researchers 

in the reality of the people’s lives, accompanying them, observing all events, and striving to describe 

and understand what is observed from the logic of the field (ibid.). Although this research method is 

very beneficial for studying HL in practice (Street 2016), there are few research projects on it so far 

(Chase and Sapokta 2017; Papen 2009; Samerski 2019). The qualitative (expert) interview and the 

focus group discussion are the most commonly used qualitative research methods as they require 

relatively little time and few financial and human resources. However, these methods are demanding 

because they strongly rely on the accessibility of knowledge and the interviewees’ communicative 

competencies (apart from the researchers’ expertise in interviewing, analyzing, and interpreting) (Hussy 

et al. 2010). 

In recent years, a slow but steady shift has occurred in research that conceptualizes HL not as a stable 

competency but as dynamic and context-dependent (D’Eath et al. 2012). Acknowledging this non-

stagnant and contextual embeddedness view on HL requires that the concept be studied in real-world 

situations as a social practice rather than an autonomous skill (see also the two literacy models by Street 

(2016)). This would allow HL to be explored only at the functional level as most HL questionnaires do 

and at an interactive and even critical level. The New Literacies Studies have strongly influenced this 

move toward health literacy as a social practice (see elaboration by Chinn (2011)). As early as 2014, 

Chinn concluded that the New Literacies Studies, drawing on ethnographic studies, “offer valuable 

ways to understand how engagement in critical health literacy might work” (Chinn 2014, p. 254). 

Along these lines, Gozdziak argues that ethnography is a highly recommended method for analyzing 

and understanding health practice, especially among migrants (Gozdziak 2004). Despite these 

advantages of ethnographic research, ethnographic studies in the field of HL are limited. Since 2014, 

the situation has slowly improved, but ethnographical studies are not yet at the core of the common 

health literacy phenomena. Among the studies that have received the most attention (in terms of 
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citation), Papen’s study on English-as-a-second-language learners (Papen 2009) and Samerski’s study 

on healthcare-seeking behaviors among migrants stand out (Samerski 2019). Freebody’s study on HL 

of migrants (Freebody and Freiberg 1997) and Nikolaidu and Bellainder’s study on pregnancy are also 

recommendable (Nikolaidou and Bellander 2020), and they demonstrate that ethnographic studies can 

help describe what is going on. Even before HL became a commonly used term, Annette Lareau’s 

ethnographic study (Lareau and Cox 2020) was able to portray that parents interact very differently 

with their children and institutions and can consciously foster the development of HL skills. (See the 

mother that talked with her son about what he likes to ask the doctor, they practiced in the car while 

driving to the doctor, and at the doctor’s place, she encouraged her son to ask questions (Lareau 2002).) 

Unlike other research methods, ethnographic studies allow exploring many aspects of the specific 

situations, such as focusing on space, actor, activity, object, act, event, time, goal, and feelings 

(Spradley 1980). Fundamental ideas are underlying ethnography, such as meaning (fullness of social 

life and interaction), context (actions occur in context, need to be interpreted within context and 

culture), process (social life, identities, and meaning is dynamic and changing), knowledgeable actors 

(of own culture, social competences, tacit knowledge), rational actors (behaviors are rational for 

situation and context) (Goodson and Vassar 2011). Researchers immerse themselves in the field and 

closely observe events and contexts over an extended period, conduct numerous informal conversations 

with participants, and record their findings in field notes. From these notes, they produce extensive and 

thick descriptions of actions in everyday life, including meaning-making or decision-making process, 

the role of social others, and thus offer the possibility to describe the manifold personal, social, 

situational, and contextual influences on concrete actions, the opportunities, constraints, and limitations 

of the action and to explain them by developing new theories or drawing on adequate theories (e.g., 

from sociology, psychology or pedagogy). Ethnographic studies can be used to investigate whether the 

deficit perspective, particularly that certain vulnerable groups have low health literacy and exhibit poor 

health behaviors in everyday life, is true when observing these people in daily life. It also allows 

drawing a nuanced picture of whether or not vulnerable groups exhibit lower health literacy and what 

contextual factors enable, facilitate, or impede the optimal use of health literacy. Furthermore, 

ethnographic studies allow a critical look at how health literacy is operationalized in quantitative studies 

and conceptualized in recommendations.  

Lastly, this thesis expands the typical way of approaching HL with another ethnographic method: 

artifact analysis, in this case, textbook analysis. While most research methods conceptualize HL either 

in terms of measurements or by exploring the specific interactions, mainly in the health care sector 

among doctor-patient, materials that help people acquire the interaction skills needed for particular 

health concerns in a specific context are rarely discussed. One setting in which people learn to 

communicate about health information and interact appropriately with the healthcare providers in a 

given country is second language courses. Since the linguistic turn from language instruction following 

a more autonomous model of literacy to a more situation-based literacy, language courses teach not 

only words but situation interaction and role patterns. Second language courses are the key politically 

supported intervention to help newcomers settle in and integrate into the new society. Therefore, the 

purpose of the language courses is two-folded: to learn to communicate in the German language in 

many everyday situations in real life and to navigate society (and the health system). Due to its political 

relevance, the German Federal Office for Migration and Refugees (German: Bundesamt für Migration 

und Flüchtlinge, short BAMF) sets the syllabus of the language courses and approves textbooks for use 

in the courses. Furthermore, the majority of the textbooks are also designed to be used as the only 
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material. Therefore, textbooks play a prominent and very influential role in German-as-a-second-

language courses. In applied linguistics, textbooks are considered “carriers of cultural information” 

(Raigón-Rodríguez 2018) and “cultural products that have a significant cultural mission with a 

formative influence on the development of individuals and the cultural reproduction of society” 

(BouJaoude and Noureddine 2020). Analyzing students’ textbooks, focusing on science textbooks, is a 

relatively new but slowly growing research field in HL research; examples are (Bölsterli 2015; 

Chiappetta et al. 2004). The SCURA study follows these examples. Analyzing situations in textbooks 

allows describing the depicted situation with all the words and phrases used but also the pattern of 

interaction, pictures, and norms/values, the said and unsaid aspects, and thus model desired behavior 

and people can learn through observation and practice. Despite their insightful and explorative power, 

analyzing textbooks or other teaching material is rarely done, which is an immense shortcoming, as 

these very practical and teaching-oriented approaches can inform the development of more appropriate 

and effective health literacy interventions but also the improvement of the situations depicted in 

textbooks. Language courses and textbooks are fundamental because people learn (behavior and 

interaction patterns) by observing others, including the characters portrayed in the book. The interactive 

situations depicted in the textbooks model the behavior expected/desired from the German Federal 

Office for Migration and Refugees as the key representative. Qualitative inductive analysis of textbooks 

helps understand the culture portrayed better and infer health literacy practices. Although analyzing the 

situation in further depth helps to expand our knowledge, the situations depicted can never fully capture 

the complex interaction. Linguistic studies of patient-doctor interaction revealed many more aspects 

relevant to this micro-interaction. 

Hence, the research projects in this dissertations go beyond standard research by considering not 

only quantitative measurement but also the items used to measure HL (as a social practice), by 

extending literature reviews to reflect theoretically on the concept of HL and the categorization of 

migrants as vulnerable, and by going beyond qualitative interviews to exploring health literacy in use 

in real life and how it is taught to newcomers.  
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7 Measuring HL in Afghanistan – Social Influence and Social 

Practice of Neglected People 

7.1 Relevance and Research Project HL in Afghanistan 

Health literacy is being studied worldwide because it holds the promise/hope that people’s health 

can be improved by measuring health literacy, identifying vulnerable groups, and developing and 

implementing appropriate health (education) interventions. Therefore, a better understanding of the 

people living in one’s region and their health literacy enables local politicians and health care providers 

to address their needs better and monitor change. The Afghan HL Study in Ghazni Province sought to 

contribute to this effort. Besides local politicians, health professionals, experts, and practitioners in 

migrant health, the international health literacy community also benefit from these empirical findings. 

Knowing the level of HL and specific HL practices in migrants’ countries of origin allows for a better 

understanding of similarities, differences, and difficulties migrants face in the new country. It also 

allows identifying the migrant’s wealth of experience and resources to draw on and develop adequate 

programs. By learning more about health literacy in other countries and comparing it globally, the 

international health literacy community can sharpen its understanding of the concept of health literacy, 

its multiple aspects influencing it and the applicability of the framework used. Based on this, more 

targeted policy recommendations can be made, and examples of good practices for interventions can 

be shared.  

Context of vulnerable groups – in remote areas in Afghanistan 

In general, data on health and other topics are scarce in Afghanistan, and most studies have been 

conducted among people in major cities such as Kabul, Mazar-e-Sharif, or Herat. Little is known about 

remote areas such as Hazarajat, a central region in Afghanistan. This region is particularly interesting 

for migrant studies because this region is inhabited by the Hazara ethnic group, which faces several 

disadvantages and hardships (UNICEF 2018, p. 37), and Hazara people emigrate in large numbers. 

Although I refer to the Hazara living in these regions as a whole in this study for pragmatic reasons, I 

do not claim that all Hazara share the same characteristics because the study illustrated the remarkable 

heterogeneity within the population of Hazarajat (Rzhak 2016). The Hazara are described as vulnerable 

due to living remotely, high levels of poverty, limited access to many services, including health, the 

need to cope with poor prerequisites for health, and increased demands on health (education) due to 

high rates of preventable disease and overall poor health (UNICEF 2018, p. 37). 

To date, the only available data on health literacy in Afghanistan come from qualitative studies or 

reports by experts working in the health and medical sector in Afghanistan (Burhani 2009; Akbari 2019; 

GIZ n.d.), who report on the low level of knowledge about health and the widespread different 

perceptions (e.g., regarding mental health). A low level of health literacy can also be assumed due to 

low levels of education and poor health (see Chapter 3). However, no quantitative study exists to 

substantiate this or identify the various subgroups among Afghans with higher or lower HL. In this first 

research project, we studied people’s health literacy in remote areas in Afghanistan to better understand 

health literacy, its determinants, and health practice.  
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In order to assess HL among Afghans in different groups, multiple strategies are possible, such as 

creating a new questionnaire, modifying existing questionnaires, or using existing questionnaires, 

which affect relevance, the opportunity for comparison, and feasibility (Jawid et al. 2021). However, 

to compare the level of health literacy to other countries, we used a standard HL instrument, the HLS-

EU-Q16, which measures comprehensive HL (Sørensen et al. 2012) and assessed HL in general and its 

distribution in a multiply deprived population. By assessing the determinants of HL, its association with 

health behavior and health status and the role of personal/religious beliefs and empowerment, we aimed 

to draw a broader picture and critically investigate standard models of HL.  

In order not to collect just any data but to make it relevant to the region, we incorporated several 

social and cultural characteristics. In the absence of data on HL and related social practices, we wanted 

to assess the HL among the Hazara to inform policymakers and future health education. However, we 

decided to refrain from investigating HL among the general population but focus on the health literacy 

of the key decision-makers in the family (head of households and caretaking women). 

Objectives of research projects 1: HL in Afghanistan 

For this thesis and its specific focus, I discuss selected results in light of the role of social practice. 

Further results can be found in published articles, such as findings on the general level of HL and its 

relationship to QoL and SRPB (Harsch et al. 2020), about women’s health literacy and practice (Harsch 

et al. 2021b), men’s health literacy and practice (Harsch et al. 2021c) and the critical specifics for QoL 

(Harsch et al. 2021a). The cross-sectional quantitative research study with two distinct purposefully 

selected samples allows: 

• O1: To explore whether the deductively developed assumption that Afghans are considered 

vulnerable and have low health literacy is correct due to poor health determinants and poor 

health outcomes. 

• O2: To investigate whether the HL level is related to antecedents of health, such as social 

determinants of health, and consequences of HL, such as health practices and health, in both 

groups  

• O3: To explore the relationship between HL, beliefs, and empowerment as mediators of 

health/wellbeing. 

As HL is measured in the HLS-EU-Q using items that ask respondents to self-report how easy or 

difficult completing a particular task is, I reversed the view and explored the difficulty and complexity 

of each item qualitatively by carefully analyzing the tasks in their social context. 

• O4: To explore the concept of health literacy as a social practice based on quantitative 

questionnaires, here, the HLS-EU-Q16 and other scales, and describe the features of social 

activities considered easier or more difficult. 

Research design and method 

Health literacy is rarely measured in low- and middle-income countries for several reasons that 

warrant further research. A plausible way to assess HL in low-income countries is to use the Information 

and Support for Health Actions Questionnaire ISHA-Q13, which was developed specifically for low- 

 
13 Although the ISHA-Q appeared to be suitable and was already introduced by the WHO to be used in low- and middle-income countries, 

the questionnaire has not really been picked up. A search on pub-med (search term ISHA-Q or Information and Support for Health Actions 
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and middle-income countries (Dodson et al. 2015b). However, we refrained from using it for our study 

for two reasons: empirical evidence on the use of ISHA-Q is scarce, and the questionnaire is difficult14 

to access. In contrast, multiple studies could be found using the HLS-EU-Q, which is free of charge 

and serves as a guiding questionnaire in the HLCA consortium (see the adaptation for different age 

groups Bollweg et al. 2020b). Therefore, we utilized this questionnaire, but unlike the standard 

procedure of interviewing individuals, we explored HL on the family level and looked at those who are 

particularly influential regarding HL and health-related decision-making. Based on a thorough 

understanding of the society and culture in this region in Afghanistan, we explored health literacy 

among heads of households (N = 524) and female caregivers (N = 322). We employed a two-stage 

random sampling method and interviewed selected heads of households in villages and selected women 

in the hospital after they gave oral consent. Cronbach’s alpha was high α = .860 for men and α = .991 

for women. We performed descriptive and inferential statistical analysis using Point-biserial 

correlation, Pearson correlation, Spearmon correlation, chi-square test, odds ratios, and multivariant 

analysis (see detailed description in Harsch et al. 2020; Harsch et al. 2021c; Harsch et al. 2021b). The 

sample and results are exhaustively presented in the four articles; I will focus on the findings regarding 

the proposed relationship between determinants of health and HL and HL and health practices and 

health outcomes. In addition, I will thoroughly explore health literacy as a social practice (more 

precisely, by looking at the easiest and most difficult indicators).  

Sample: ‘vulnerable’ groups of key decision-makers in Afghan societies  

Comparing results with other studies from Afghanistan is difficult because data are not widely 

available from all regions or have low validity (Broughton et al. 2013). Although a Social and 

Demographics Study was conducted in provinces of Afghanistan, data for Ghazni Province were not 

available online, so our data could not be compared with this survey to estimate whether the randomly 

selected participants represent the people living in this area adequately. The incomplete data for 

Afghanistan show that people in Afghanistan are multiply deprived of a global perspective which can 

be seen in education, access to healthcare, and amenities. This deprivation is also drastically seen in 

our sample, such as the percentage of illiterates among the head of the household sample is 51.6%, and 

the percentage of illiterates among women at the hospital is 59.6%. The interviewed men live an average 

of 15.32 hours by car (range 1 to 65 hours) from the nearest clinic, while the women interviewed at the 

hospital live 2.8 hours by car. Lastly, when asked for amenities such as electricity, telephone, Internet, 

or car access, 45% of men reported having access to electricity, 57% to phones, 5% to the Internet, and 

only 18% to a car. The interviewed women at the hospital generally have better access: 89.1% to 

electricity, 88.8% to telephone, 23.3% to the Internet, and 48.3% to a car. Nonetheless, comparing this 

data to international data makes it reasonable to conclude that these people are vulnerable because of 

the limited access to amenities and to health centers. This might also be related to the limited access to 

information due to the long distance to the healthcare services and rarely available information and 

communication technology. In general, our two samples are not representative of the average Afghan 

because they are much older than the average Afghan (the mean age of male Afghans is 19.4 years, 

whereas the average age in our male sample was 47.92 years. Also, the mean age of women in 

 
Questionnaire revealed not a single hit, and also a search on google scholar yielded only 25 results. Moreover, the promoted support page 

www.ophelia.net.au was not available any longer. 
14 In 2016 the author of this dissertation was searching for it in order to include it into the Afghan HLS, yet back then, it was not possible to 

get access to the full questionnaires, and in order to use it was necessary to pay money and to collaborate closely with the inventors. 

Therefore, we abstained from it.  

http://www.ophelia.net.au/
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Afghanistan is 19.5 years, and in our female sample in the hospital is 30.33 years (SD: ± 10,8) (CIA 

2021). Representativeness for all Afghans was not our intention; rather, to understand the role of the 

social context and the key decision-makers by conceptualizing health literacy as a shared social 

practice. Therefore, we interviewed the individuals in the household who are considered most 

influential, the head of the household or the caregiving women– as they used their HL as exemplary for 

the family HL practice. Comparing our sample’s characteristics with the sample characteristics of other 

studies in this area in Afghanistan, we can conclude that the group of head of households is not 

representative of an average man in this province, while the group of women represents the women in 

the province (Jawid and Khadjavi 2019). 

Our sample was purposefully selected and appropriate to the social, cultural, and security situation 

in (rural) Afghanistan. Social because health decisions are not made by the individual but by the primary 

decision-maker within the family. This is usually the head of the household. Additionally, women are 

the “hidden”/” real” health champions because they care for the health of all the family members 

(Davidson et al. 2011). For this reason, it is necessary to pay special attention to the health literacy level 

of these two groups. Due to cultural convention, an interviewer of the same gender can only conduct 

interviews as the respondent. Online data collection was not possible due to the low literacy levels in 

that area, and we interviewed all participants orally on-site. However, Afghan women could not travel 

to rural villages due to security situations, so we were forced to adopt a different method of data 

collection that enables women to be interviewed– at the hospital.  

Consistent with the understanding of difference and deficit perspectives on HL (see Chapter 8) and 

the critique of the one-dimensional assessment of the construction of more and less vulnerable groups, 

we wanted to analyze (socioeconomically defined) clusters. However, the items, values, and variables 

used were not nuanced and distinct enough to properly differentiate, evaluate it adequately and draw 

sound conclusions. For example, a family that receives most of its income through remittances may be 

regarded as poor/deprived on the one hand because they cannot make a living, or they can be viewed 

as privileged because they managed to send a child (mostly a son) abroad to supports themselves 

financially. Hence, to make sound differentiation, it is necessary to take into account individual life 

circumstances, including individual’s opportunities to act. Overall, defining clusters in Afghanistan 

based on standard differentiation criteria/core indicators was impossible because of a lack of data; even 

the Afghan National Statistical Institute only provided data on age, gender, and region but not stratified 

the analysis by socioeconomic groups (CSO et al. 2017). For a qualitatively meaningful evaluation of 

the situation, appropriate indicators are required to assess people’s socioeconomic status in each 

context. We abstained from using international standards, such as the demographic variables and labels 

in the HLS-EU-questionnaire (Pelikan et al. 2014), because the categories are not sensitive enough to 

differentiate people with low levels of health determinants. Furthermore, in rural Afghanistan, as in all 

collectivist countries and even so in so-called individualist cultures, it is not the income of one person 

alone that must be considered, but that of the family, as it affects living conditions, opportunities to see 

a healthcare provider, and paying for needed treatment. Overall, thanks to the attempt to make the study 

design and the additional questions as culturally appropriate as possible and in line with the concept of 

social health literacy, we had the opportunity to collect many unique data relevant to this region and 

ethnic group, which allows describing the situation and informing the development of health education 

interventions.  
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7.2 Results HL in Afghanistan – assessed with standardized methods 

The results of the three main questions on health literacy as a situated social practice are presented: 

first, HL, and second, its relationship with determinants, health practice, and health, to understand HL 

using mean values at a general level. Third, HL as a social practice is thoroughly observed by 

qualitatively analyzing the items of the questionnaires.  

7.2.1 HL in Afghanistan Compared to Other Countries and Embedded in the 

Conceptual Framework of HL 

General health literacy compared to other countries 

Measured with the globally used HLS-EU-Q questionnaire, the group of Afghans can be described 

as a vulnerable group because, first, their mean HL scores (men: 21.287HLS-EU-Q_0-50 and women: 22.33 

HLS-EU-Q_0-50) are below 25 on a scale from 0 to 50, which is interpreted as “inadequate.” Second, mean 

HL scores are lower than all mean HL scores in other countries (see Figure 15). Afghan women score, 

on average, 11.45 units lower than the mean of eight European countries and 8.97 units lower than the 

lowest HL value measured in the Asian study (Duong et al. 2017; Sørensen et al. 2015). Men, in 

contrast, achieve even lower values. These numbers confirm the assumption that Afghan women and 

men have, on average, an inadequate health literacy level, when using standardized HL questionnaires 

and are therefore vulnerable to HL. Utilizing the conceptual framework of HL (Sørensen et al. 2012), 

this result was expected given the low levels of education and poor health status (see Chapter 3). 

Nonetheless, health literacy is still respectively high and higher than expected for women from a 

country heavily affected by war.  

The comparison is limited for several reasons. First, since neither the European nor the Asian study 

included people without formal education in the sample, this group cannot be ignored in countries with 

high levels of illiterate people – otherwise, it would not give an accurate/fair account of this population. 

Second, the primary goal of the Afghan study was not to select a representative sample of all women 

or men in a country, as is the case in most studies, but to select a representative sample of key decision-

makers in a family.  
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Figure 15: HL among People in Afghanistan and Around the World (own figure) 

Levels of health literacy in Afghanistan 

Besides a low mean HL score, the distribution of HL across levels among women and men in 

Afghanistan also reports low levels (see Figure 16): Among male heads of households, 72.4% had an 

inadequate level of HL, 26.5% had a problematic level of HL, and only 1 in 100 had sufficient health 

literacy. Among the women in the hospital, only every second woman had inadequate HL, every fourth 

had problematic HL, and more than 22.7% had sufficient HLHLS-EU-Q. Qualitatively interpreting the data, 

as specified in the HLS-EU-Q, shows that slightly more than half of all women have inadequate health 

literacy, which is low but not drastically lower as expected based on the health determinants or health 

outcomes. In fact, it is surprising that more than one in five Afghan women report sufficient health 

literacy.  

 

Figure 16: Level of HL among Participants in Central Afghanistan (own figure) 

Determinants of health literacy in Afghanistan 

A thorough look at the levels of health literacy by calculating bivariate correlations shows that HL 

levels are associated with several health determinants such as education (minor correlation for men: r 

= .133, p = .003, strong correlation for women: r = .779, p < .001), and also age (moderate correlation, 
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r = -.462, p <.001 for women but not men, even when compared with education, and with access to 

television (women r = .141, p = .01) and Internet (women r = .243, p < .001) but not for men, as another 

indicator of economic status. However, the influences of age and amenities diminish in multivariate 

analysis, and only education remains a stronger predictor. Education explains 60.6% of the variation 

among women but not among men. Education and access to television combined explain 62.5 % of the 

variation among women. One reason might be that the options to choose from (illiterate, basic, and 

further education) are not very precise, and a major group of more than 51.6% of all men report being 

illiterate.  

While acknowledging the considerable influence of education on health literacy, this relationship 

and influence must be viewed with caution. While the tendency in some countries prevails to blame 

people with lower levels of education for character deficits (not intelligent enough or capable enough), 

this interpretation ignores the general contextual factors of society. The data from our study in 

Afghanistan tell a different story (see Figure 17), highlighting the enormous difference between 

educational attainment among women in older and younger age groups. For Afghan women, the 

differences are largely explained by the access to education due to the country’s political situation.  

 

Figure 17: Comparing the Distribution of Health Literacy and Education in Age Groups (own figure) 

Interestingly, not only age but proximity to healthcare is associated with educational attainment. 

However, whether this proximity is a proxy for economic status or access to information, a plausible 

conclusion based on our data requires further investigation and qualitative interpretation. In light of 

these findings, the question can be raised whether people are to be blamed or whether context 

contributes to understanding embeddedness. Our findings confirm the general conclusions: education 

is necessary, but above all, providing educational opportunities, which is a societal responsibility, is 

key, and interestingly, even with low levels of education, a remarkable group of people can have higher 

levels of HL, and exhibit health-promoting practices (see Figure 16).  

HL and health 

To assess participants’ health status, we employed two strategies: We operationalized health using 

the popular understanding of health as the absence of disease (also in Afghanistan, see Akbari (2019)) 

and asked participants directly whether they were currently sick or had a chronic disease. Moreover, 

we operationalized health as wellbeing (respective quality of life) using the WHO’s Quality-of-life 

questionnaire (1996). We analyzed the relationship between health literacy and health. Figure 18 shows 
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the significant relationships for women. Women’s HL correlated with being sick (r = -.170, p = .002), 

being chronically ill (r = -.205, p <.001), and quality of life (r = .485, p <.001). In men, HL also 

correlated with being sick (r = -.110, p = .015), but HL was neither significantly associated with chronic 

disease nor quality of life. 

Thus, the relationship between HL and health, measured as the quality of life, is not as clear and 

straightforward as expected and varies within the Quality-of-Life subscales. Generally, women report 

high levels of QoL and especially high social QoL, followed by environmental aspects of health, which 

are surprisingly high even compared to other countries (Harsch et al. 2020). This argues for a wider 

acceptance of the social aspect in health, as suggested by Akbari (2019). However, the quantitative 

assessment and the data generated cannot explain causality or its reason. Moreover, the lack of 

association between QoL and HL in men calls for more explanations. Various plausible explanations 

exist, e.g., the lack of large variation in the group of men based on the HLS-EU insensitivity in lower 

levels. 

 

Figure 18: The Correlations between HL, Determinants of Health, Health Practice, and Health Outcomes in the female sample 

(Own figure)  

The bivariate correlation analysis shows that education plays a vital role in health literacy, followed by 

age and assets (as a proxy for HL). Moreover, significant relations exist with HL and different health 

practices but also with HL and health outcomes. Multivariate analysis revealed that education is the 

strongest predictor for HL and also strongly influences the association between HL and health, 

particularly well-being. Further research is needed to examine the associations of health behaviors with 

health outcomes in more detail and to explore the role of beliefs and family. 

Health literacy and health practices 
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To explore the relationship between health literacy and everyday life health practices, we decided 

to use health topics and activities that were highly relevant in the area under study to ensure the 

relevance of the data to the locality, rather than internationally used descriptors of health literacy 

activities (see HLS-EU-Q84 (The HLS-EU Consortium 2012). For the Afghan sample, nutrition, 

pregnancy, and general help-seeking behaviors were central (see also the health strategy of the 

government (MoPH 2016) and the core themes in the BPHC (MoPH 2005) and (Jawid et al. 2021)). 

Since assessing nutritional status is a complicated undertaking, linking it to HL can be done through 

statistical means, but a qualitative explanation is overly complex and cannot be done satisfactorily based 

on quantitative data alone. Although we found associations between health literacy and certain health 

practice, there was no consistent picture across the two samples of key decision makers. A crucial 

shortcoming of the HLS-EU-Q scale is that it is insensitive to the diversity of individuals with lower 

HL levels (as all individuals scoring 50% and below are categorized as inadequate (The HLS-EU 

Consortium 2012)). 

Due to the high proportion of people with inadequate HL levels among the head of the household, 

the distribution of HL did not follow a normal distribution and leaned toward inadequate health literacy; 

thus, calculating correlations was difficult. Although in our study, we refrained from converting the 

four-point Likert scale to a two bi-polar variable, as suggested in the manual (The HLS-EU Consortium 

2012), because we believe that there is an appreciable difference between “very easy” and “easy” and 

between “very difficult” and “difficult” (ibid). Although this allowed us to retain more variation in the 

scale, interpreting it adequately is still difficult. For men, we found only some minor correlations 

between HL level and the place they go to in case of sickness, but these findings should be viewed with 

caution. However, among women at the hospital, the distribution of health literacy looks vastly 

different. Here, almost all correlations between HL and health practice have proven to be significant, 

suggesting that health literacy may play a vital role (if another variable does not moderate it). As the 

level of education matters for health practices, it would be necessary to analyze the results by 

controlling for education. Yet, we measured education in broad categories (none, basic, and formal 

education to make it convenient for respondents), which limited our statistical analysis and conclusions. 

Nonetheless, it would be an interesting topic for further study. Also, the differences in the impact of 

HL on health practice between the two samples require further exploration, especially qualitative 

studies, to be able to draw sound conclusions. Overall, our study allows concluding that the relationship 

between health literacy and health practices is complex and influenced by many factors to varying 

degrees.  

Health literacy, beliefs, and empowerment 

As several studies in low- and middle-income countries (such as Afghanistan) show that cultural 

and religious beliefs can play an important role in determining health practices and, in addition, 

empowerment is considered key to health literacy, we examined the relationship between HL and 

beliefs or empowerment. 

To assess beliefs, we used the Spiritual, Religious, and Personal Beliefs Questionnaire (SRPB) and 

identified two distinct subscales in the SRPB. In the female subsample, the SRPB_coping is associated 

with HL (r = -.382, p <.001), indicating that higher HL skills are associated with lower coping skills. 

In contrast, SRPB_beliefs are associated with HL (r = .338, p < .001), suggesting that higher beliefs are 

related to higher HL skills. 
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To assess empowerment in health literacy, we included another questionnaire, the Questionnaire 

for Patient Empowerment Measurement (QfPEM)Version 1.0, developed in the SUSTAIN project 

in multiple languages (Ünver and Atzori 2013). This questionnaire is intended to be used among 

patients with chronic diseases and not only asks the respondent to rate skills but also satisfaction and 

behavior. The Cronbach’s alpha is .737 (14 items) among sick women and .661 (11 items) among non-

sick women. 

Table 5 shows the results of the QfPEM among women, separated by the levels of HL.  

Table 5: Relation between HL and Patient Empowerment in Women (own calculation) 

 
Rang

e 

Corr. Total inadeq
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sufficie

nt 

How much understand info from HC professionals (H3) 0-10 .460** 6.62 5.82 4.97 7.04 

How much impact lifestyle adaptation (H4)* 0-10 .517** 5.09 4.32 4.63 5.73 

How much aware of the progression of the disease (H5)* 0-10 .488** 5.15 4.36 4.76 5.91 

How well informed about treatment options (H6)* 0-10 .461** 5.05 4.17 4.74 5.78 

How often check general health when all right (H7) absol

ute  

.125* 1.49 0.29 2.67 2.52 

How promptly follow warning signs (H8) 1-5 .397** 2.26 1.67 1.82 2.64 

How much understanding lifestyle-related advice by professionals 

(H9) 

1-5 .411** 3.54 2.78 3.53 3.95 

Taking medication as prescribed (H10) 1-5 .452** 3.71 2.83 3.81 4.19 

How often reading available test results before (H11) 1-5 .274** 3.01 2.44 2.95 3.39 

Thinking of questions in advance (H12) 1-5 .313** 2.78 2.18 2.86 2.97 

Feel being able to draw attention to issue of priority (H13) 1-5 .109* 3.68 3.94 2.46 3.64 

How much treatment plan reflects preference (H14) 1-5 .317** 3.33 3.11 2.46 3.44 

How satisfied with HC professional (H15) 1-5 .263** 4.42 4.19 4.12 4.63 

How frequently visit GP (H16), 1 a week, every 2 weeks, every 3 

weeks, once a month, 3-4 times a year, 1-2 times a year 

3-8 -.007 5.80 5.90 5.74 5.64 

Legend: 0-10, stands for 0 nothing to 10 everything easily       

 

Many findings can be reported and discussed, yet I narrowed the presentation to selected findings 

relevant to this thesis. Empowerment is weakly or moderately associated with HL. The questions in the 

QfPEM, intended for chronically ill people, are more concerned with disease management than health 

promotion, i.e., they target situations in the healthcare interaction or related to diseases. Remarkably 

diversity can be observed both in terms of the agreement between items and between different HL levels 

on one item, although not always in a linear way; for example, item H3, “understand doctor” or H7, 

“go to health check-up”. Activities go beyond the HLS-EU activities and include proactive, initiative-

taking behavior and thinking about questions in advance. The pattern is consistent that individuals with 

higher HL rate it as significantly easier to perform the activities of the QfPEM than individuals with 

lower HL, which is true for every constituent item. A sharp difference emerges in the items; while most 

women interviewed in the hospital reported satisfaction with healthcare, the least frequently performed 

activities are preventive activities such as going to check-ups. Following the conceptual idea that higher 

HL levels are associated with better health behavior, the responses must show this pattern. Here, a 

mixed picture can be reported. While the observation is true for some items, e.g., “how promptly 

following warning signs” or “thinking of questions in advance,” it is false for other items, e.g., 

individuals with inadequate HL report feeling able to draw the doctor’s attention to issues of priority. 
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Overall, this study could only provide preliminary insights into the relationship between HL, beliefs, 

health behavior, and empowerment, indicating that exploring them more in detail is promising. 

While this general quantitative study allows for assessing the HL level, comparing the study results to 

other countries, identifying determinants and health practices associated with HL, and characterizing 

people vulnerable to low HL, analyzing HL combined on a scale does not help professionals to 

distinguish between health literacy practices that are perceived as easier or more difficult by their 

patients. 

7.2.2 Health Literacy as a Situated Social Practice – Insights from Qualitative 

Exploration 

In addition to using the HL questionnaire quantitatively to assess HL levels at the population level, 

the questionnaire and the data collected can help identify which activities (= items) are considered 

particularly difficult. Examining commonalities and differences in these activities can reveal further 

situation- or activity-related features that contribute to its difficulty. In this way, it is possible to explore 

which activities (finding, understanding, appraising, applying) and in which domains (health care, 

disease prevention, and health promotion) are considered specifically challenging or, in Boldt’s words, 

are likely to be vulnerable because these activities have a destabilizing power. To do justice to the HLS-

EU questionnaire, it is necessary to highlight that conceptualizing HL as a contextual, situational social 

practice was not the guiding principle in its development. Nonetheless, the HLS-EU-Q invites further 

analysis because of its comprehensive framework that includes social and environmental factors and 

the description of concrete (cognitive) activities in situations as items. To better understand health 

literacy as a social practice through quantitative measurements, in this Manteltext (English: summary 

and discussion of the publication-based dissertation), I went beyond the standard analyses of 

quantitative HL studies by exploring the individual items and the level of difficulty attributed to them, 

and by describing what information they contain in terms of information sharing, interactions, 

situations, and social context (inspired by Hamilton (2010)). 

Table 6 displays the items of the HLS-EU-Q-16 and its domain and dimension as well as the values 

for the male and female samples separately, ranked by difficulty (in the female sample) (and SD). 

Moreover, I added some comments about the key prerequisites necessary to be able to respond to this 

item. 

Table 6: Health Literacy Activities in Afghanistan, ranked 

Items of the HLS-EU-Q, 

sorted from easiest to most difficult (based on women) 

Women Men  

(M & rank) 

Domain Dim Selected inherent prerequisites 

Understand health warnings about behavior such as 

smoking, low physical activity, and drinking too much 

(I9) 

2.5268  2.2633 (11) Under-

stand 

DP Required: Warnings available,  

Info: (un)ambiguity  

no conflicting advertisements 

Person: not specified 

Understand your doctor’s or pharmacist’s instruction 

on how to take a prescribed medicine (I4) 

2.4752 2.1963 (12) Under-
stand 

HC Person: doctor/pharmacist 
Info: simple 

Understand information in the media on how to get 

healthier (I15) 

2.4596  2.3787 (3) Under-

stand 

HP Required: Info must be available; 

media device must be available 

Info: relevant for people 

Person: not specified 

Judge if the information on health risks in the media is 

reliable (I11) 

2.4410 2.3059 (7) Judge DP Required: Access to media necessary, 

Depends on the availability,  

Info: clearness, relevance 

Person: not specified 

Decide how you can protect yourself from illness based 

on information in media (I12) 

2.4379 2.3742 (4) Apply DP Required: Info must be available; 
media device must be available 

Info: relevant for people 
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Person: not specified 

Understand advice on health from family members or 

friends (I14) 

2.4099 2.4328 (1) Under-

stand 

HP Person: family member/friend 

Info: simple 

Understand what your doctor says to you (I3) 2.3540 2.1784 (13) Under-

stand 

HC Person: doctor 

Info: simple 

Use information the doctor gives you to make decisions 

about your illness (I6) 

2.3509 2.2850 (10) Apply 
 

HC Person: doctor 
Info: simple 

Understand why you need screening (I10) 2.3385 2.3021 (8) Under-

stand 

DP Info: more complex 

 

Find information on treatments of illnesses that 

concerns you (I1) 

2.3314 2.0559 (15) Find HC Location: not specified 

Availability of info: not specified 
Info: difficulty not specified 

Find out where to get professional help when you are ill 

(I2) 

2.3043 2.1364 (14) Find 

 

HC Location: not specified 

Availability of info: not specified 

Info: difficulty not specified 

Find out about activities that are good for mental 

wellbeing (I13) 

2.2329 2.3910 (2) Find  HP Location: not specified 
Availability of info: not specified 

Info: difficulty not specified; 

knowledge of mental health needed 

Find information on how to manage mental health 

problems like stress or depression (I8) 

2.1832 2.3008 (9) Find  DP Location: not specified 

Availability of info: not specified 
Info: difficulty not specified; 

knowledge of mental health needed 

Judge which everyday behavior is related to your health 

(I16) 

2.1366 2.3461 (6)  Judge HP Location: not specified 

Availability of info: not specified 

Info: difficulty not specified; 

Judge when you may need to get a second opinion from 

another doctor (I5) 

2.1149 2.2479 (5) Judge HC Required: several doctors available 

Info: not specified 

Value: questioning the doctor allowed 

HC = health care, DP = disease prevention, HP = Health promotion 

2.5 and more means that 50% or more of all respondents rank the question as easy.  
The domains place/setting, person/performer, information, and requirements were presented based on the object. If the domain is not listed, 

it is not part of the item’s description and, therefore not specified either. 

 

This brief yet not exhaustive overview offers insights into HL as a social practice by describing 

the ease or difficulty of different activities and analyzing whether the results reveal a certain pattern of 

more difficult/easier activities. Additionally, some conclusions can be drawn that I can only sketch here 

but should be further explored using qualitative methods. The first observation is that there is no 

consensus between the two samples regarding the difficulty attributed to the same activities. Whether 

this lack of consensus is due to the notable differences in the context and demographics of the samples 

cannot be said here: for example, the female respondents have a higher level of education, live closer 

to the health facility, and have more amenities than the male sample requires further investigation. Also, 

surprising insights can be gained when looking at the context and situation in the question. While the 

question about having a doctor or taking medication are comparably clearly worded, the majority of the 

other questions are nonspecific and open to many interpretations. Moreover, questions about health 

information in the media are full of presuppositions, such as that electricity is available, that the person 

has a device to access it, and that health information is available and findable. In view of the 

considerable number of people without television or the Internet, one can at least ask how the 

interviewees’ assessment should be evaluated. Reflecting on what is considered easy or difficult, further 

observations are made, such as that practices related to the activity or operator “find” and “judge” are 

rather difficult than activities such as “understand” or “apply” with some exceptions. Participants 

generally rated questions related to the domain health promotion as more difficult. The male subsample 

considers using information from the media comparably easier than other activities. Besides media, the 

doctor, pharmacist, and family members are sources for health information, and activities linked to it, 

such as understanding them and following advice, are considered easier than activities that do not have 
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a specific sender. Interesting to note is that the items associated with a social interaction refer to 

“reactive” or “reproductive” activities, which are comparably easier than “productive” activities such 

as finding or judging. If this is because of the social others involved or the activities performed, or has 

some other origin, it cannot be clarified from the questionnaire and quantitative data alone. The findings 

presented so far only consider one aspect and report what is easier and more difficult based on uni-

dimensional correlations. Yet, for each question/item, multiple aspects can be looked at and considered. 

Therefore, inferencing from one aspect to the difficulty of the corresponding one is not adequate.  

The majority of the items in the HLS-EU-Q refer to the cognitive aspect of HL and assume that HL 

interaction runs smoothly. Yet, many ethnographic studies show that the exchange of information and 

the decision-making processes between people is often challenging and can be very complicated (for 

example, based on language, preferences, and role perceptions) is seen in (e.g., critical HL also 

requires that the patient not only critically assess a topic but proactively works towards its 

implementation, which requires social skills and further skills for empowerment. Some of these skills 

are measured in the QfPEM. Since the variance in HL in the head of the household is small and does 

not allow detailed analysis, we chose the female sample (women at the hospital) for the analysis. 

 

Until this study, to the best of our knowledge, no quantitative results existed on the extent of HL in 

Afghanistan, and low HL was inferred only through narratives and deductive inferences based on low 

SDoH and high prevalence of diseases. In this quantitative two-sample study using the HLS-EU-Q16, 

we provided empirical evidence of low SDoH, poor health status, and low levels of HL. However, 

examining the relationship between HL and determinants, practices, and health outcomes resulted in 

very different pictures (in the survey of women and men), with only education being closely related to 

HL level. The influence of greater distance to health care, lower resources, and financial means, and 

the presence of disease on the likelihood of lower HL could not be conclusively confirmed and requires 

further investigation, both quantitative but also qualitative. The study reveals an urgent need for more 

than a superficial examination of HL and the factors that influence and can be influenced by it. 

Furthermore, the study showed the relationship of HL to other concepts such as religious beliefs, 

empowerment, and quality of life, some of which showed a much stronger relationship to health 

determinants, health practices, and health outcomes than HL itself. Finally, the rapid qualitative 

exploration of the items showed that they are by no means unambiguously interpretable, which should 

be taken into account when using and interpreting any study results with the HLS-EU-Q. 
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8 Understanding HL as a Social Practice in the Daily Life of 

Migrant Families 

8.1 Relevance and Research Project ELMi 

Vulnerability of the target group 

Young people with and without migration background are in a formative phase of life and, 

therefore, particularly vulnerable (Bleckmann et al. 2019, p. 240; Bröder et al. 2017). Family members 

and other relevant individuals play an essential role in promoting HL and its use in healthcare and 

everyday life. Since acquiring, developing, and using HL is predominantly implicit rather than explicit, 

it cannot be satisfactorily explored with quantitative measures. Thus, other methods and research 

paradigms are required to adequately investigate the phenomenon. Qualitative studies better explore 

the inherent nature of the phenomenon under study but are limited by the respondent’s 

available/accessible knowledge. Ethnographic research fills this gap by describing and understanding 

the phenomena, meaning-making process, the actors involved, and the constraints of acting from within 

(Knoblauch 2002). Ethnographic studies allow studying HL not only by exploring predefined activities 

that people need to perform (see ToFHLA (Parker et al. 1995)) or their self-assessment of the difficulty 

of specific activities (Sørensen et al. 2015). All these quantitatively predefined explorations already 

artificially shape the situation and interaction. On the other hand, ethnographic studies explore the use 

of HL as activities in everyday life in various situations, with the people involved and the contextual 

opportunities and limitations, hence, as a social practice (Papen 2009). In this way, multiple facets, such 

as the competencies, space for acting, and creative (and strategic) solutions are found by those often 

perceived as vulnerable in traditional HL studies, such as young children or migrants. Moreover, HL 

can be studied within the field of action, and the challenges, but also the assets and resources used, can 

become to the fore. Besides the need to explore and densely describe HL as a social practice in everyday 

life, it also becomes relevant to explain the observations. Here, conceptual frameworks, e.g., the HLS-

EU, are limited because they can merely point to essential factors and quantitative studies can only refer 

to correlations, but theories from sociology, especially youth socialization, are needed to explain it. 

Several quantitative HL studies have empirically proven that the HL level depends on social 

determinants and primary education, which suggests that parental support for their children’s skills 

development is not similar/equal; and there is a need to place HL in the context of social and health 

disparities in HL (Paasche-Orlow and Wolf 2010). This will not only provide new perspectives on the 

concept of HL and the various strategies used to classify people as vulnerable but may also suggest new 

ways to promote HL.  

The ethnographic studies ELMi and ELIS focused on the HL of migrant youth in Germany and 

migrant families in Switzerland and their HL practice in everyday life. Here, perspectives from different 

disciplines can be employed to describe and analyze social practices, e.g., psychology, intercultural 

studies, or sociology. From a sociological perspective, health practices and health outcomes do not 

stand alone; but rather are embedded in and strongly shaped by a specific context. HL, like other skills, 
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is developed and functional in a particular context, and consequently, the adequacy of existing HL skills 

must be interpreted in that given context. Similarly, the discussion of who is vulnerable to low HL can 

only be answered satisfactorily within this context. Thus, low health outcomes (or low HL skills) are 

not explained primarily as a deficit of the individual but as influenced by structure. Empirical evidence 

such as the likelihood that migrants have lower levels of HL and poorer health outcomes strengthens 

the argument that context and its structure must be considered to explain health outcomes etc., in 

society. However, if the context (the system or structure) is overlooked, any proposed questionnaire 

and intervention would address the individual’s HL deficit and improve their HL. However, a deep 

understanding of the context can decipher the origin of inadequate HL and may address it purposefully.  

The basis of this dissertation’s chapter is the book Health Literacy aus gesundheitsethnologischer 

Perspektive (English: Health literacy from a health ethnological perspective) (Bittlingmayer et al. 

2020d) and specifically the theoretical Chapter 2 and Chapter 4 and the final Chapter 9. This book 

resulted from the three-year research project ELMi ehealth Literacy of Migrants, one of ten projects in 

the HLCA. Consortium from 2015 to 2018 (Okan et al. 2020a). The project aimed “to empirically 

explore the interaction of general competencies for acting and health literacies of youth with migration 

background and families with migration background in everyday life-embedded situations” 

(Bittlingmayer et al. 2020d, p. 11). 

Based on ethnographic epistemology, the ELMi book’s research included an extensive discussion 

of the literature and critical theoretical considerations and three ethnographic studies conducted by 

Zeynep Islertas, Elias Sahrai, and Isabella Bertschi.  

• Zeynep Islertas accompanied two teenage girls with Turkish migration background and/or 

social context (Chapter 6) (Bittlingmayer et al. 2020b). 

• Elias Sahrai explored HL among two respective three Afghan refugees in their social context. 

Due to the move of one of the young refugees to another city, a third Afghan adolescent was 

included (Chapter 7) (Bittlingmayer et al. 2020c). 

• Isabella Bertschi exerted a different approach and explored HL practices among Hispanics in a 

Swiss city who met informally in the context of a family community center and chatted in their 

social media group (Chapter 8) (Bittlingmayer et al. 2020a). 

The colleagues accompanied the selected individuals for up to nine months, met them regularly, 

and observed their everyday practices related to health and HL, as well as their interaction with 

significant others such as family, friends, and members of the same soccer club or mosque. This 

dissertation’s author joined the research group in 2016 and not in 2015 and consequently was not 

involved in the ethnographic studies per se but contributed to the theoretical and empirical background 

and last chapter. Therefore, the chapters used in this doctoral thesis deal with the literature review 

(Chapter 2), the theoretical considerations (Chapter 4), and the conclusion (Chapter 9).  

Objectives research project 2: Migrant Family HL – theoretically and empirically 

Consistent with this dissertation’s focus, HL as a contextual, situational, social practice, I 

concentrate on findings that help illuminate this phenomenon at a macro level and explore health 

disparities, ways of distinguishing people vulnerable to HL, and insights into HL gained through 

ethnographic research. Unlike the study on HL in Afghanistan, which used a standard questionnaire to 

explore the prevalence of HL in Afghanistan and its relationship to determinants and outcomes. The 
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findings presented here are at a theoretical meta-level and discuss concepts, assessment standards, and 

labeling theoretically. The chapter’s objectives are: 

- O1: To challenge the mainstream HL discourse at the macro level by critically discussing the 

relationship between HL and the social determinants of health and health inequalities, with a 

particular focus on HL among migrants (Chapter 2) (HL in a social context). 

- O2: To decipher and question the lines of differentiation used to identify people with deficits 

and make them, including migrants, vulnerable, based on philosophical considerations 

(Chapter 4) (HL vulnerable). 

- O3: To explore what can be seen when exploring HL as a social practice through an 

ethnographic lens, thereby challenging our common understanding of HL (Chapter 9) (HL as 

a social practice) 

Research design and method 

Corresponding to the different objectives of the chapters and the respective (abundance of) data, we 

employed different research methods. 

In the literature review of HL in Chapter 2 (Bittlingmayer et al. 2021; Bittlingmayer et al. 2020e), 

we refrained from conducting a meta-review (such as Baumeister et al. (2019)), partly because of the 

scope: the impressive number of HL studies that should be, but cannot be, satisfactorily acknowledged, 

and partly because of the limitation of the technique: as meta-reviews attempt to draw general 

conclusions by treating HL as a drug study they exclude the context in which HL is used. However, 

because HL depends on context, situation, and social interaction, reducing the findings to the 

intervention (independent variable) and outcomes (dependent outcome) distort the actual outcome and 

explanatory value, especially at the individual level, which is also strongly influenced by the societal 

level. Moreover, these systematic reviews often conclude that randomized-controlled trials are scarce 

and heterogeneous, so the effectiveness of HL in different contexts cannot be assessed (Fox et al. 2021). 

Hence, the findings gained through meta-reviews provide too little knowledge to describe the actual 

HL practice of the individual which we sought to assess. Therefore, referring to widely used models 

(especially the HLS-EU study), we outlined major lines in HL discussions and pointed out 

shortcomings. 

The fourth chapter addressed the major shortcoming in HL studies: the lack of theoretical 

underpinnings of HL research and practice, especially when considering HL from a perspective of 

health disparities. Here no standard procedure in public health existed; therefore, we took advantage of 

the process of obtaining knowledge from other disciplines, in this case, sociology, and used theoretical, 

philosophical reasoning as the method of choice. In order to develop a theoretical position for the 

ethnographic studies, several theoretical and philosophical considerations describing the major critique 

of the mainstream HL studies are provided, followed by the presentation of selected theories of justice 

and sociological approaches to inequalities relevant to this context. Next, a difference-theoretical 

variant of recent HL research is defined, and core dimensions are described. Lastly, based on the 

preceding theoretical considerations, our position of a dialectic of difference and deficit is outlined.  

The procedure adopted in chapter nine, the conclusion, does not correspond to any particular 

research method per se but rather is a way of drawing conclusions. Unlike other research reports, we 

did not provide an overarching summary of the book but rather looked at the studies on a meta-level 
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and described what becomes evident when using ethnographic methods to study HL. We have identified 

three major topics and outlined questions for further research. 

8.2 Selected Results of the Research Project ELMi 

The ELMi book contains many theoretical and empirical insights that will not be repeated here. 

Instead, I will discuss critical insights about HL as a contextual, situated social practice that derive from 

three chapters: the review and critical discussion of the literature on HL within the discourse on health 

inequalities and SDOH (Chapter 2), the theoretical reflections on differentiating people and labeling 

people as deficient/deviant/vulnerable (Chapter 4), and finally, the final summary on what can be 

discovered by approaching HL differently (Chapter 9).  

8.2.1 Health Inequalities/Disparities and HL (as a social practice) 

The purpose of Chapter 2 of the ELMi book was to provide an overview of the current state of HL 

research in general, with a specific focus on health disparities and social determinants of HL 

(Bittlingmayer et al., 2021). The chapter begins by justifying the need to consider health disparities in 

the HL debate, discusses definitional difficulties, exposes problems of HL measurements, sketches the 

relationship between HL and health outcomes, presents the distribution of HL in different population 

groups using the HLS-EU-Q, and elaborates on the social determinants of HL, mainly migrants. 

The study of disparities in health outcomes is an emerging debate in public health that began about 

30 years ago in the USA under the term health disparities, has been taken up by other countries, and 

has been adopted by the WHO (Paasche-Orlow and Wolf 2010; Mantwill et al. 2015; Kimbrough 

2007b). Health disparities are differences in health outcomes attributable to and explained by 

socioeconomic characteristics such as gender, race or ethnicity, and education (Rust and Cooper 2007). 

Fundamental health disparities also exist at the HL level. Therefore, it is worth discussing HL in light 

of health disparities and how improving HL can help reduce health disparities. For a long time, the role 

of health disparities in HL was overlooked in Germany. However, recent studies demonstrated that 

2/3 of health disparities are explained by structural factors (Giesecke and Müters 2009, p. 363) and that 

health disparities are stable over time (Alvidrez et al. 2019), which fundamentally challenges the HL 

concept of the autonomous individual. Instead, it would lead to the elucidation not only of disparities 

at a superordinate level but also of how “that influence a person’s behaviour towards overarching 

social structures” (cf. Sperlich 2016 and Bittlingmayer 2016b)” (Bittlingmayer et al. 2021, p. 14). 

Although it is common practice to distinguish between social structures and individual’s behavior, 

it “[n]evertheless, from the perspective assumed here of an ‘analysis of social practices,’ distinguishing 

between social structures and individual behaviour that interact inseparably in the everyday practices 

of real subjects, can only be a matter of ‘analytical differentiation’” (Bittlingmayer et al. 2021, p. 14). 

As studies demonstrate, individual health behaviors are not excluded from context but are determined 

by “social class circumstances, age, gender, milieu and living conditions” (Bittlingmayer et al. 2021, 

p. 15) and individual actions, such as the use of HL as a social practice, are permeated by socio-

structural framings and combinations of circumstances, and status and power structures in society 

(Bittlingmayer et al. 2021, p. 15). When acknowledging the link between health disparities and HL, 

health disparities provide a starting point for HL interventions (and population-wide HL empowerment) 

that can lead to health equality. For this, it was necessary to critically evaluate standard definitions, 



Understanding HL as a Social Practice in the Daily Life of Migrant Families 

 112  

measuring techniques, and results in light of their contribution to health disparities and HL as a social 

practice (see Chapter 3).  

Based on a variety of HL definitions discussed, the chapter argues that if HL is understood as a 

social practice, it must be “freed from the care-related straitjacket” (Bittlingmayer et al. 2021, p. 20), 

and it is recommended to place “it conceptually in the vicinity of everyday actions and living 

environment” (Bittlingmayer et al. 2021, p. 23), “which moves the concept closer to an everyday 

sociology of health behavior” (Bittlingmayer et al. 2021, p. 20).  

By looking at HL from the perspective of social practice, common HL measurements can be 

critically discussed because of their lack of cultural sensitivity, insufficient consideration of context, 

lack of full use of digitalization, insufficient attention to communicative context, and their deficit 

orientation (Bittlingmayer et al. 2021, p. 23). In order to illustrate the relationship between HL and 

health outcomes, the chapter provides an overview of empirically proven associations between HL and 

health outcomes, such as immediate outcomes (reading and understanding a prescription), medium-

term outcomes (e.g., health behavior), and long-term outcomes (e.g., health status like wellbeing, 

mental health, and chronic disease) (see also the overviews by (Paasche-Orlow and Wolf 2007; 

Nutbeam 2000; WHO 2012)). In addition to health outcomes, HL levels are also attributable to certain 

sociodemographic characteristics/social determinants such as education, age, and migrants/ethnic 

group, as shown by empirical data from the European HL study (Sørensen et al. 2015). To explore the 

disparities in health, researchers and health policymakers have developed various models, such as the 

conceptual framework of Social Determinants of Health (CSDH 2007). These frameworks allow 

analyzing the relationship between vulnerable groups and social determinants of health and health 

outcomes in (complex) statistical studies. As the ELMi study examined migrants’ HL, the link between 

migration status and health behavior (and language) was further investigated. Many empirical findings 

support the idea that migration is a risk factor for inadequate HL, but not all studies verify the 

association between migrant status and poor HL skills (Quenzel and Schaeffer 2016; Nielsen-Bohlman 

et al. 2004). After statistically establishing the link between inadequate HL and migration status, 

researchers offer various explanations for this link, such as the language in which the questionnaire is 

administered, general language barriers, lack of knowledge, and different perceptions and practices 

regarding health in the countries of origin. Consequently, there are repeated calls for better integration 

of migrants into the health system. When planning interventions, researchers and practitioners argue 

that migrants’ values, thought patterns, and cultural, linguistic, and socioeconomic barriers should be 

considered. The chapter closes by noting the inconsistent and sometimes even contradictory evidence 

on migrant HL from around the world and argues that discussions of migrant health and migrant HL 

should not ignore the fact that the migrant population is highly heterogeneous in their 

sociodemographic, health status, individual characteristics (assets, experiences, reasons for migration, 

specific ethnicity), and the situation in the host country (legal and social situation). 

8.2.2 Theoretical Approach of HL and Vulnerable People – a Salutogenic Perspective 

The fourth chapter of the ELMI book (Bittlingmayer et al. 2020g) echoes the preceding remarks, 

particularly the finding that immigrants are deficient based on unilateral competence models, and 

adopts a philosophical approach to discuss the most pressing shortcomings and theoretical narrowing 

of the HL discourse. After an introduction to the theories and perspectives of the sociology of inequality 

and the theory of justice, the plurality of conceptions of ideas of a good life are discussed, the relevance 
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of existing capabilities, and some theoretical considerations of substituting difference for deficit and 

unequal conditions. Based on these introductory remarks, we have developed a negative-dialectical HL 

model to resolve the tension between a perspective on HL as deficits or differences.  

HL studies reveal the unequal distribution of HL in society, such that marginalized and vulnerable 

groups have low levels of HL, resulting in health-related action resources in society due to social 

conditions. These findings prompted an increased interest in HL research and more interventions to 

promote HL. What is still lacking is a critique of the current HL for measuring HL in terms of their 

theoretical and empirical approach to HL. We have identified three criticisms.  

First, a criticism of the theoretical underpinning: most HL measurements portray the individual as 

an autonomous rational decision-maker, which can be described as cognitivist rationalism. This 

rationalistic model of action states that when people use health information, they will make the most 

rational decision and demonstrate the normative as adequately described health-promoting action. 

However, informed by a perspective of sociology and action theory, it is implausible to characterize 

people as rationally acting individuals, and utilizing this theoretical understanding is problematic 

because it has nothing to do with everyday decision-making processes (Bittlingmayer et al. 2020g, 

p. 103). Sociology demonstrates that people’s behavior is described as “behaviors deeply embedded in 

social contexts (...) that follow certain routines of action, regularities, and preferences that are not 

always at the individual’s disposal” (Bittlingmayer et al. 2020g, p. 104) which can be seen, e.g., in the 

capital theory (Bourdieu 1983) or Emirbayer’s (1998) agency theory. 

A second criticism is directed at HL due to the underestimation of the importance of the context 

of an action for HL. Although the importance of the context is repeatedly emphasized in HL studies, 

the areas of action are not taken up in HL research (Bittlingmayer et al. 2020g, p. 105). The relevance 

of different competencies (e.g., the ability to read) depends strongly on the context of action. Similarly, 

the role of the individual or family in decision-making depends on the context (see Pakistan (Levin-

Zamir et al. 2017)) and the person’s life stage; children, for example, are highly dependent on their 

parents’ skills. Lastly, pressures from relevant others, such as peer groups, also play a role in decision 

making, e.g., to belong to the group, be respected, and avoid ignorance/disrespect, which can lead to an 

alignment of individual preferences with the group’s preferences. 

A third criticism concerns the role of HL and the one-dimensionality of defining inequality (and 

vulnerability in this thesis). Most studies on HL evaluate HL on an individual level but then one-

dimensionally explore the relationship between low HL and sociodemographic characteristics such as 

migration background and conclude that people with the identified characteristic have poor HL. “This 

double construction process of methodological individualization and subsequent group construction 

has all the hallmarks of radical constructivism, but it is rarely associated with quantitative statistical 

social research.” (Bittlingmayer et al. 2020g, p. 107). This double construction process is drastic 

because it does neither allow “the different horizons of meaning and meaning-making processes of 

‘real social groups’ concerning health, as they are commonplace in the different large social groups, 

nor can it adequately address the multidimensionality of inequality structures and processes.” 

(Bittlingmayer et al. 2020g, p. 108).  

In order to overcome this critique, one possibility is to devote more attention to the 

multidimensionality of unequal HL (in everyday life) and explore a different perspective that 

complements the deficit perspective by examining research on inequality relations and justice 

standards, such as those provided by Pierre Bourdieu and John Rawls. Especially, Rawls’ Theory of 
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Justice and Nussbaum’s capability approach, applied to HL by (Abel and Frohlich 2012), are beneficial 

for our theoretical reasoning and invite further exploration.  

Rawls developed an Idea of the Good Life, stating that “each individual has a fundamental right 

to pursue his or her conception of the good life and that the state or state institutions have no right of 

intervention here, regardless of whether such intervention would be health-promoting or not.” 

(Bittlingmayer et al. 2020g, p. 111). Thus, the state’s role is to provide resources, goods, and services 

that enable individuals to sustainably pursue their idea of a good life (p.111). While Rawls’ idea of a 

good life is generic and left to the individual definition, Nussbaum developed a list of 10 aspects that 

she considers essential for an idea of a good life. Such as life, physical health, physical integrity, 

senses/ideas and thoughts, emotions, practical reason, belonging, other living beings, play, political 

control, and material control. Nussbaum argues that people can concretize their list of capabilities in 

numerous ways in their daily actions and develop remarkably diverse ideas of a good life. Nussbaum 

specifies Rawls’ ideas by sketching out the field of possible lifestyle-related differentiations, which 

could also structure people’s distinction (and characterization) in HL research. Furthermore, going 

beyond measuring people’s abilities and examining what they need to pursue their idea of life would 

get us closer to the actual conditions in the world that people face and how they use their HL there. 

“When such a change of perspective is made in distributive justice from available resources for action to the 

realization chances of real freedoms of action, the heterogeneity of people and the heterogeneity of their needs come 

more into view. Sen’s and Nussbaum’s basic idea is that people need different comprehensive action resources to 

enjoy the same freedoms of acting” (Bittlingmayer et al. 2020g, p. 112). 

Despite Rawls’ contribution to the theoretical underpinnings of the ELMi study, a major criticism 

should be mentioned: the individual is framed as a rational, conscious, context-independent, and thus a 

historical decision-making machine. This framing allows theoretical considerations, yet it is far from 

conceptualizing empirical subjects. Here, argumentations from communitarianism become relevant, 

stating that “existing cultural heterogeneities that derive from belonging to various social large 

groups” (Bittlingmayer et al. 2020g, p. 115) should be paid attention to and taken seriously.  

In summary, the prevailing competence-deficit perspective needs to be complemented by a 

perspective on unequal resources (endowments) to develop a perspective that incorporates the 

symbolically discussed inequalities, taking into account the social framing of individual conceptions of 

life, and acknowledges and respects cultural heterogeneity.  

Based on these remarks, the question of whether a difference perspective can overcome a deficit 

perspective can be discussed. 

To unfold this argument, it is necessary to elucidate the conceptualization of health underlying 

these considerations. In contrast to the socio-epidemiological deficit perspective, the paradigm of health 

sciences is based on (1) the WHO’s positive definition of health, which links health to the individual 

formability of life within health-promoting or -affecting structures, and (2) Antonovsky’s discoveries 

of the individual’s competences, which enable people to remain healthy or promote health even in 

adverse circumstances. These perspectives question and go beyond attribution to individuals and call 

for a consideration of context and, thus, reevaluating the demonstrated skills. Like the discussion around 

health, based on a medical and deficit perspective, most health literacy studies follow this perspective 

and attribute a low level of HL to an individual’s deficit. Several variants can be described to overcome 

the deficit perspective through a difference-theoretical perspective. 



Understanding HL as a Social Practice in the Daily Life of Migrant Families 

 115  

(a) A consistent resource-oriented variant of the difference perspective is an immediate negation 

of the deficit perspective.  

Here, the individual is conceptualized as a social being and “bearer of individual resources for 

action” (Bittlingmayer et al. 2020g, p. 116), a positive reading of the individual’s competencies. 

Although the focus lies on the resources, this perspective still inherits the hierarchical differentiation 

between groups based on more or less available resources and consequently calls for health 

interventions to develop skills that are not yet fully developed. This perspective still allows 

distinguishing between social groups and describing them based on their lack of freedom to act when 

their behavior is not in line with expected health behavior (e.g., described in healthism). Focusing 

merely on the abilities may overlook the fact that capabilities are strongly influenced by the “degree of 

restriction of living conditions,” which hinders the use of chances (German: Chancenwahrnehmung). 

It also overlooks that the habitus of people from higher social classes is not only different but even 

more flexible, and they have higher potential for behavior reserves. This argumentation should be taken 

with caution, as it refers to a limited complexity of the individual behavior on the basis of a lack of 

resources for action, which is very problematic in the context of available HL skills. 

(b) A cultural anthropological variant of the difference perspective argues that more than one 

understanding of health and disease exist 

This second variant argues that social actors have not only different competencies and resources 

for maintaining wellbeing and health but also have different understandings of what health and disease 

are. This variant becomes apparent when comparing different cultures or countries. It reveals that the 

western-modern-industrial, medical-professional understanding of health is only one of many 

conceptualizations and ways of meaning-making, which is why defining deficit based on this 

conceptualization is problematic. This cultural anthropological variant of difference can also be applied 

to any society and demonstrates that even within modern societies, there are quite different concepts of 

disease and health. At least three differentiation can be discerned based on structural principles of 

societies: e.g., differences arising from gender (gender-mediated conceptions of the body and health-

related competence profiles); or class- and milieu-specific differences (due to class-cultural position in 

the social space, different HL concepts are compatible, which leading to different somatic cultures); or 

ethnicity-specific differences, which refer to the coexistence of etiological conceptualizations. A 

consistent difference perspective would take this difference seriously and understand it as a part of the 

cultural processing of specific cultural conditions. This second variant has hardly been explored in 

contemporary industrial societies. 

(c) A third variant argues from a normativity-critical perspective:  

This variant opposes the strongly standardizing and normative effect of the deficit perspective on 

health and health literacy, which labels every behavior of the individual based on its risk of contributing 

to disease. This normative perspective critiques that different rational (counter)conceptions of health 

and disease behavior are either ignored or devalued as deviant or irrational. This variant deconstructs 

the medical perspective as a way of exercising power. This variation helps decipher that the discursive 

acts of constitution and construction are intertwined with the mechanism of power that divides people 

into underprivileged and hard-to-reach populations who should participate in preventive interventions 

while neglecting various other hard-to-reach populations. This variant argues that a different 
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perspective would be more prudent because it does not constrain individual ideas of the good life based 

on pre-norming. 

Table 7 presents the normal variant with the three elaborated variants of deficit and difference 

Table 7: Different Perspectives on Deficit and Difference in the Context of HL 

Common 

perspective 

‘deficit’ 

Alternative Views 

Radical resource-

oriented perspective 

Cultural anthropological 

perspective: Different 

concepts of health & disease 

Criticizing the medical model from a 

normativity criticizing perspective 

Not all people 

are healthy,  

Diversity is 

explained by 

the fact that 

people have 

deficits. 

→ 

interventions to 

promote the 

individual’s 

deficits (a risk 

factor)  

Social actors are carriers 

of competences 

But not all people have 

equally developed their 

resources 

→ interventions to 

improve the resources for 

action  

  

People have different 

competencies and resources.  

People also differ in their idea 

of health & disease – along 

usual differentiation lines  

• Between gender 

• Between classes/ milieus 

• Ethnicity-specific 

differences 

→ interventions should 

consider this 

Critique: each behavior and lifestyle are 

evaluated based on its contribution to 

getting sick 

The medical perspective is power-laden 

Constructing vulnerable groups based 

on standardization/ constructing of 

differences in empirical studies 

Diverse ways of making meaning are 

ignored, devalued as deviant /irrational 

Raised 

criticism 

Weak alternative to the 

difference-perspective; 

classification of people 

based on competence 

remains 

Research on various concepts 

of health & diseases in 

industrialized countries is 

sparse 

 “Objective limit” – unequal mortality 

rates of gender, social milieus, and 

(ethnic) minority groups 

 

Although this third variant (a discourse theoretical or deconstructive perspective) helps analyze the 

construction of social groups, the standardized notion of health-promoting behavior, and the deficit 

construction in standard HL frameworks, this variant has an “objective limit” such as the unequal 

mortality rates of gender, social milieus and (ethnic) minority groups. 

Thus, in the interplay between symbolic power through healthism and material health inequality 

and between different ideas of life and insufficient resources (availability), HL research must operate 

if an adequate understanding of health inequalities is to be achieved even in the context or shape of 

unequal HL. 

The core argument developed in the theoretical background of the ELMi book is that “The 

multidimensionality of social inequalities needs to be given appropriate attention in HL research, as 

well as that of heterogeneity and differences in conceptions of a good life” (Bittlingmayer et al. 2020g, 

p. 124). The second argument is that neither literacy-based HL assessment in healthcare nor 

psychometric HL scales can adequately account for cultural heterogeneity in general and symbolic 

dimensions of powers for conceptual and theory-immanent reasons. Quantitative studies do not 

implicitly capture action dimensions, reflecting the many HL contributions that emphasize the 

relevance of social context and attitudes and actions shaped by context. More recently, some studies 

(Papen 2009; Samerski 2019) conceptualized health literacy as a situated social practice and explored 

it using qualitative (ethnographic) research methods. Observing concrete actions within the context 
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necessarily provides a view of social actors as persons who are usually capable of resisting or affirming 

but, in any case, active in their contexts for action. These types of studies allow for a focus on 

“overarching forms of meaning-making by subjects within contexts for action and demands for action” 

(Bittlingmayer et al. 2020g, p. 126). Moreover, the ethnographic studies reinforce critiques of 

individualistic conceptualizations of HL (see measurement techniques) and demonstrate that 

organizational embeddedness is more relevant than individual abilities and skills. Consequently, HL is 

a shared resource in context and observable as a situated social practice. 

This chapter argues for recognizing both at the same time: deficit and difference, framing HL in 

more complex terms, and not misunderstanding social inequalities as individual competence deficits. 

In contrast, exploring HL from a salutogenic, critical pedagogical perspective will provide new insights 

and allow us to consider both: acknowledge that all lifestyles are equal and not forget the inherent 

symbolic hierarchies and power structures. 

Finally, three central orientations are defined. 

- Exploring HL practice in real life in actu outside of healthcare or education. 

- Adopting a dialectical perspective of difference and deficit by identifying resources and 

competencies for action but not overlooking the structural and situational barriers. 

- Not claiming to do better HL research but observing what is seen over months: identifying the 

existing competencies, contexts of action, structures of opportunities, and barriers to action. 

8.2.3 Insights Gained Through Ethnographic Approach – HL as a social practice 

In the last chapter of the ELMi book (Bittlingmayer et al. 2020h), we refrained from summarizing 

the findings of the ethnographic study but instead elaborated on three crucial topics and developed 

strands of ideas: digital vs. analog settings; family HL; and a salutogenesis-oriented perspective on HL.  

To adequately underscore the relevance of these three topics, the major criticisms of standard HL 

research were reiterated: such as the cognitivist foundation of HL (based on a decision-making 

theorem), its ignorance of the social situation and social embedding (Bauer 2019), including the lack 

of acknowledging preconscious structure of everyday action and the deficit orientation. By using an 

ethnographic approach to analyzing HL in practice, common theoretical considerations of HL 

(including eHL = electronic Health Literacy), individual perspective, and deficit orientation) can be 

verified, falsified, or critically discussed in real life, and how people’s so-called deficits and differences 

are displayed and evaluated as a deficit or asset in a given situated context. 

The first motif is digital versus analog HL: The ELMI study examined analog versus digital 

literacy and eHealth literacy and used common frameworks to analyze our observations (e.g., Norman 

et al. 2006). While Norman and Skinner’s Lily Model distinguishes six components of eHL, of which 

HL is one, our ethnographic study showed that the digital and analog worlds are not two separate 

spheres of acting and life but interwoven and interdependent under the premise that HL is understood 

as more than clinical literacy. Moreover, sharing and receiving health information online not only has 

a cognitive function: disseminating knowledge, but it can also have behavioral implications (e.g., when 

important friends or family members recommend certain behaviors on WhatsApp) and also emotional 

consequences that can be both beneficial and detrimental to health, e.g., when family members report 

their struggles in the home country. Based on our study, we conclude that the distinction between digital 
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and analog HL seems unnatural, even in an analytical way, is “arbitrary and no longer convincing” 

(Bittlingmayer et al. 2020h, p. 262) and needs to be revised. 

The second motif is linked to family HL, which was largely neglected in HL publications until the 

start of the HLCA project in 2015. This neglect was surprising because family contributes to patterns 

of preferences, lifestyle, and behavior (Schnabel 2001; Bauer 2011) and thus plays a crucial role in 

developing HL (Lareau and Cox 2020). Therefore, HL research contains a paradox in that it “results in 

the widest possible ignoring of family and family health while at the same time recognizing its 

fundamental importance.” (Bittlingmayer et al. 2020h, p. 263). Family is considered a “transmission 

belt of health inequalities,” a socialization instance that has more or fewer resources for action at its 

disposal (ibid). Our study showed that even if adolescence is considered a life stage in which the peer 

group becomes more important, the family and intergenerational relationships remain crucial for health. 

Upon completing the ELMi study, we reiterate the need to develop a “concept of family HL” which 

acknowledges, at a theoretical level, the findings of socialization research, family sociology, childhood 

and HL research, and, at a conceptual level, the lifeworld reference (German: lebensweltliche Bezug) 

and the dialectic of deficit and difference and is considered when planning interventions for children 

and adolescents. 

According to socialization research, the studies’ theoretical and ethnographical insights argue for 

intergenerational HL research. Salutogenic questions of how generalized resistance resources are 

developed, how the sense of coherence works in practice, and how socialization success factors 

(German: Gelingensbedingungen) and opportunities for familial compensation can be identified, how 

the reproduction of social inequality works (Lareau 1987) but also how racism, social power (German: 

Herrschaft), and suppression (German: Unterdrückung) work should be central. A salutogenic 

perspective reverses the focus from the individual’s deficits to the factors that help people remain 

healthy in adverse and health-threatening contexts, explores how the context opens up spaces of 

options, and requires specific HL skills (e.g., identifying a healthy option among the many unhealthy 

options) and challenges the normative understanding of HL as the individual’s acceptable behavior 

which is socially constructed – also in line with the possibilities/limitations and perception of the ideal 

individual. In order to improve health and HL, responsibility should not be put exclusively on the 

individual struggling to live a healthy life in an unhealthy environment, but in the spirit of the Ottawa 

Charter, the context’s general structure should also be improved. 

In summary, people, especially adolescents with a migration background, are often referred to as 

a vulnerable group. The fact that this attribution may obscure their actual competencies and perpetuate 

this deficit attribution is rarely considered in health and HL research. The ELMi research project aimed 

to make an important contribution to considering HL competencies of so-called vulnerable youth with 

a migration background. The basic aim of the ELMi project and book was to explore HL of so-called 

vulnerable adolescents from a perspective not traditionally used in health and HL research, from their 

own perspective in their everyday life explored with ethnographic research, and to embed it in the 

existing scientific knowledge about HL as well as describe and discuss the findings with appropriate 

sociological theories. In this dissertation, three of the nine chapters of the ELMi book were included 

with their respective focuses (on the empirical research status, the preparatory theoretical 

considerations, and the conclusion). First, we discussed the relationship between HL and SDOH and 

health inequalities to challenge the common view of vulnerable people, in this case, migrants. In doing 

so, we highlighted the shortcomings of the most common associations and exposed blind spots. Second, 
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we engaged in philosophical reflections to decipher and question the lines of distinction used to identify 

people with deficits and classify them as vulnerable, including migrants. We argued that sociological 

theories, particularly the capability approach and the deficit and difference perspective outlined, can be 

very insightful here in moving away from the false individual-rational model. At the end of the research 

project, we reflected on the potential of using an ethnographic lens to gain insights into HL as a social 

practice. This lens highlighted the need for conceptualizing HL in the family, the close 

interconnectedness (and barely separable) of analog and digital capabilities, and the relevance of a 

salutogenesis-based concept of HL. 
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9 Understanding and Promoting HL as a Social Practice in 

Second-Language Courses  

The third research project included in this dissertation, the SCURA research project, investigated 

the role of health and health literacy and the process of intentionally developing HL in German-as-a-

Second-Language courses (SLC), identified the potential and limitations of promoting HL in SLC, and 

developed appropriate interventions. 

9.1 Relevance and Research Project Second-Language Course 

Newcomers without sufficient language proficiency in the destination country’s official language, 

unfamiliar with the country’s health system, and exposed to health-damaging influences in their living 

situation are particularly vulnerable to low HL. (German-as-a-) Second-Language courses are perceived 

as promising educational settings to promote migrants’ HL (WHO 2018b, p. 7)). However, empirical 

data on HL in second language courses are scarce worldwide (Chen et al. 2015) and lacking in 

Germany. This lack of empirical evidence is critical, as it precludes a more accurate description of the 

potential for promoting HL in SLC and its limitations, nor does it allow deriving recommendations for 

more intensive use of SLC for this purpose or for necessary interventions to promote HL. SLCs are 

relevant for migrants HL promotion in three respects: first, they are the only program that reaches the 

majority of newcomers in Germany (more than 2.5 million since their inception (BAMF 2021a)); 

second, they support newcomers in learning the language and navigating society (Goethe-Institute 

2016); and third, they are among the most critical social meeting places for newcomers to exchange 

ideas, ask for help, and make friends and thus increase their social capital. 

While the group of migrants is considered vulnerable to low HL levels, the SCURA project casts 

a more nuanced picture on this group, which is externally defined for statistical reasons. Although all 

participants in language courses share the need to learn the language, they vary noteworthily in multiple 

characteristics such as their socioeconomic background, their ability to integrate faster, and their health 

status (Hünlich et al. 2018b; Hünlich et al. 2018a; Robert Koch Institute 2017). Those particularly 

vulnerable include migrants with no or little schooling, such as Iraq and Afghanistan (Hünlich et al. 

2018b). Their low educational achievements do not primarily result from an individual deficit or lack 

of motivation but are largely determined by the country’s general situation. Exploring participants’ 

sociodemographic characteristics in language courses is impossible because the data provided by the 

German Federal Office for Migration and Refugees are general, aggregated, and consider only one 

dimension, so results are not displayed differentiated by various sociodemographic characteristics. 

However, attending language courses was specifically problematic for Afghans until August 2021 due 

to their uncertain likelihood of staying in Germany (BAMF 2020). Although many Afghans attend 

initial orientation courses (German: Erstorientierungskurse) (BAMF and STMAS 2016) followed by 

the state-organized “Integrationskurse” (English: integration course) (BAMF 2015), analyzing data 

specifically for Afghans remains difficult. Nonetheless, one or more Afghans can be found in most 

integration courses because Afghans are among Germany’s most prominent groups of asylum seekers. 

The two integration courses observed in the SCURA project had two up to four Afghans of different 

ages, resources, and challenges in learning the language. As the number of Afghans was small and not 
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representative of all Afghan migrants, general conclusions on Afghans cannot be drawn, but that was 

also not the purpose of the ethnographic studies. Because SCURA explored second-language courses 

as a whole and not specifically Afghans, it is possible, on the one hand, to describe opportunities and 

difficulties faced by most participants (second-language learners, migrants) in general, but on the other 

hand, not specific to Afghans. The abstaining from nationality to describe and predict behavior is also 

consistent with the interviews we conducted with German-as-a-Second-Language teachers, in which 

we asked what characteristics they use to distinguish individuals when teaching. Teachers reported that 

participants differed in the likeliness of learning German, the motivation and presence in the courses, 

and eagerness to do homework and engage in conversations in German as cross-cutting characteristics 

and stated that country of origin is not a good indicator for general descriptions. Furthermore, many 

Afghans lived in Iran or other countries before migrating to Germany, so the Afghan refugee 

communities are heterogeneous (Nicola and Daxner 2017), making it impossible to draw specific 

conclusions. Since each (Afghan) migrant’s situation is highly heterogeneous in every respect (see 

Chapter 4.2), the only plausible category that is a meaningful measure for improvement is the individual 

migrant him-/herself, not groups. So, what can be explored and analyzed in a study on HL promotion 

in second language courses? Researchers can shed light on the skills migrants acquire, the types of 

communicative activities they are prepared for, the numerous ways of sense-making in situations and 

developing their skills, and how SLC can purposefully facilitate the migrant’s skills improvement. Due 

to the lack of data on teaching (and HL promotion) in SLC, it is first necessary to describe SLC in 

general terms. Thus, situations in which health becomes relevant, the health-related course material, the 

nature of instruction, and how students interact with health information can be explored. This provides 

insights into common communication practices on health in Germany and acquisition processes and 

teaching of HL.  

Setting chosen 

Promoting HL in second language courses lies at the intersection of several disciplines: Integration 

Policy, Second Language Acquisition, Adult Education, Migration Education, and Public Health (and 

HL), with their unique perspectives on content, objectives, and theoretical and practical approaches. 

Integration policy invented the so-called integration courses as a key political tool to help migrants 

integrate (functionally assimilate) into society by learning the language and common patterns in social 

interactions (Yazdani 2014; Brücker et al. 2017; BMJV 2017). Based on a qualitative study among 

German-as-a-Second-Language teachers (Ehlich 2007), the German Federal Office for Migration and 

Refugees has developed a mandatory curriculum for integration courses15 (Goethe-Institut 2016) and 

instructor qualification (Goethe-Institut and BAMF 2007). In accordance with this and the CERF 

(Council of Europe 2018), textbook publishers created many textbooks to help students acquire 

language skills up to level B1 CEFR (defined as independent user). Given the growing awareness of 

migrants’ low HL levels, public health researchers and practitioners sought ways to improve migrants’ 

HL, of which second-language courses seemed appropriate (WHO 2018a). Second language courses 

are ideal for promoting and exploring HL because adult educators are well-trained and experienced in 

promoting skills in different areas of life (Hohn 1997). While most HL interventions start from a 

 
15 A similar curriculum was developed for initial German courses for people who have just arrived in Germany. The author was part of the 

redactor's team and developed the materials for the health module, and the redactors were forced to stick closely to the curriculum and were 

not allowed to add anything new. 
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medical/health perspective and look at HL through the lens of health experts with a highly sophisticated 

understanding of health, SLCs allow HL to be viewed from the perspective of well-experienced 

language trainers. Examining HL in SLCs, therefore, enables researchers and the HL community to ask 

what can be learned from second-language teaching or applied linguistics (complementary to the 

analysis of doctor-patient interactions) to inform HL interventions. 

Examining the role of language in everyday practice by observing SLC teachings processes and 

textbooks is possible due to a fundamental shift in language teaching in recent years. While literacy 

teaching has long been based on words and grammar (in line with an autonomous understanding of 

literacy), a tremendous linguistic turn has occurred that shifted the focus of second-language instruction 

away from primary vocabulary and grammar to practicing communication in real-life situations (in line 

with an ideological understanding of literacy, see Street (2016)). So, words, grammar, and chunks are 

not merely learned by memorizing lists of vocabulary and grammar rules. In contrast, real-life situations 

such as dialogs and everyday activities are used to teach linguistic features, and thus, common patterns 

of interaction are learned. Therefore, up-to-date language teaching in Germany embraces a strongly 

situation-based approach, teaches language and cultural/political and historical orientation, and allows 

exploring the so-perceived everyday interaction situations. The mandatory syllabus of the integration 

course is subdivided into 12 fields of action, such as health and five overall action orientations (Goethe-

Institut 2016). The linguistic and cultural objectives illustrate that understanding health information 

requires much more than simple words. It involves comprehension, written and oral production, 

knowing interaction patterns, role perceptions, and values that shape society. 

Objectives 

Second-language courses in Europe, at least after the linguistic turn, focus on communication as a 

socio-historically situated phenomenon (Block 2003), evident in modeling many situations in everyday 

life the newcomers have to deal with. They also lay the ground for how people should interact in certain 

situations, such as with the doctor (Goethe-Institut 2016, 129-134). With this, they attempt to stick to a 

presumed reality as closely as possible and follow political agendas, such as valuing diversity in second-

language courses (Heinemann 2017). However, the textbook and the teaching materials are only one 

contribution to promoting HL there. In addition, discussions must be carried out on how the materials 

are handled, which topics are raised by the participants and the lecturers, how these topics are addressed, 

and what scope for action exists because of the regulated framework conditions in order to obtain a 

realistic picture of HL promotion in language courses. In order to fill the gap of missing empirical 

evidence on HL promotion in SLC and better inform interventions and policies, the SCURA study 

aimed to illuminate the role of health and HL in a second-language course and develop appropriate 

interventions. Consistent with the main focus of this thesis, the following objectives were set: 

- To explore what characterizes HL as a social practice in the German context in the mandatory 

textbooks (Health content, health-relevant language, characteristics of health-related situations 

& culture) 

- To identify how learners (and teachers) engage with health information 

- To explore and describe the opportunities, limitations, and action space for promoting HL in 

SLC 

- To develop empirical-informed and theory-oriented interventions to promote HL as a social 

practice in second-language courses holistically 
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Methods and sample 

Interested in exploring health and HL as a contextual, situated social practice occurring in the 

school setting, we needed to choose a research method that captures aspects such as behavior, meaning-

making process, HL-promoting activities, and conditions. In this regard, ethnographic research 

approaches (Street 2001), including participatory observation and textbook analysis, can help research 

HL as a social practice and adequately are therefore recommended. 

From fall 2018 to summer 2019, I, a German-as-a-Second-Language teacher with (academic) 

training and experience, conducted 15 qualitative interviews with second language teachers and 

participant observation of two integration courses with Literacy Training in Modul 6 (End of A1, 

Beginning of A2) for up to 50 hours each. Moreover, I analyzed the syllabus and content of 8 

purposefully selected textbook series approved by the BAMF for use in Integrationskurse. I then created 

a thick and detailed description of the use and promotion of HL in SLC. Interview transcripts, field 

notes, and selected textbook chapters were analyzed using qualitative content analysis following 

Kuckartz (2012) and deductive-inductive category development. The findings were presented and 

discussed in internal team group meetings and at conferences (Harsch 4/10/2021, 9/22/2021, 12/7/2019; 

Harsch, Bittlingmayer 6/12/2019, 11/20/2019, 10/13/2020) and feedback was included in the analysis. 

Following the basic research phase, interventions were developed that utilized standard methods 

in the disciplines and were well-known to teachers, facilitating implementation (Harsch 2021b). 

9.2 Results: Promoting Health Literacy as a Social Practice in SLC 

The following passages present selected findings that help decipher HL as a contextual, situational 

social practice. The chapter is divided into four sections to make this complex topic tangible with all 

its interwoven aspects. Firstly, understanding the complexity of the situations in which HL as a social 

practice is used; secondly, deciphering the process of promoting HL as a social practice; thirdly, 

highlighting the contextual factors that influence the promotion of HL as a social practice in SLC and 

the potential and limitations of promoting HL in SLC, and fourth, presenting the empirically informed 

and theoretical-oriented interventions for promoting HL in SLC. 

9.2.1 HL as a Social Practice – Understanding the Prescribed Situation 

Following our interest in HL as a social practice, we conducted an in-depth analysis of health-

related activities in textbooks. Among the numerous findings, I highlight four particularly critical 

topics: the characteristics of the specific situation in which people engage with health information, 

language/linguistic features, the concrete health content, and how cultural aspects are addressed.  

Situation characterizing HL as a social practice 

The detailed analysis of situations/events in which people engage with health information found in 

the textbooks revealed that the immediate conversation with a doctor is just one of many possible 

situations, and even this situation can take on various shades and requires multiple skills. Depending 

on the factors used to describe and cluster the situations, more than 500 situations could be 

distinguished, with commonalities and differences depending on the unique interplay of all situation 

factors. Besides answering the questions about who talks to whom about what, further aspects are 

relevant. Geißner introduced a situations analysis framework (Geißner 1986) to differentiate between 
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various features of specific situations in applied linguistics and concretize their studies. He 

differentiated nine features of a situation: who, what, with/for whom, when, where, in what way, how, 

why, and for what. By using this framework, he io avoid intends losing meaning. The analysis reveals 

countless situations and a unique combination of various aspects characterizing each situation. Figure 

19 summarizes the most common characteristics of the situations in textbooks. 

 

 

Figure 19: Variety of Features of Health-Related Situations (Translated Version Harsch (2021a)) 

This overview demonstrates that the language learners (new people with migration background) 

take on various roles in the situations, such as the role of a patient, family member, and customer, and 

that multiple health topics can be discussed in the variant breadth and depth and referring to past, 

present, or future, the places for communication and the communication partners are various including 

both analog and digital places. Moreover, multiple reasons and purposes of the communication can 

occur, and lastly, but this is core, numerous ways of how the message can be transferred exist. This 

breakdown of the various features of the situation seems unnatural, and they are strongly interwoven 

and intertwined in real life. However, this analytical decomposition allows us to understand how multi-

layered communication situations are and how changing a single component can fundamentally alter 

the demands of the situation. These insights and the framework can raise awareness of the complexity 

of health-related situations, the numerous places in which communication about health occurs, the 

various people involved in communicating about health, the heterogeneous ways in which health is 

communicated, and the diverse skills required.  

Language and linguistic features – far more than plain language 

Since language courses serve the acquisition of a foreign language from language level A0 to B1 

(Council of Europe 2018) or, in the case of the integration course with literacy, even teaches 

fundamental writing skills, the SLCs aim to teach all the important basics of the language (its 

peculiarities) as well as linguistic action in the respective country. Thus, unlike any other course, it 
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offers a unique possibility to comprehensively study the basics of language necessary for health 

communication and the country- and culture-specific organization of interaction situations to health. 

The article aimed not to discuss the linguistic features and their role in health communication in detail 

but rather to briefly outline what is taught in the process. This will allow for a better understanding of 

the numerous components and complexity of the language, enabling health professionals and 

communicators to address the difficulties of HL use specifically and simplify language by reducing 

technical vocabulary and eliminating linguistic complexity, and improving comprehension and 

proactive use. 

The language features to be taught starting from phonology/morphology going to words, sentence 

structure, and tenses and grammar (see overview in textbooks), but also, and this is rarely discussed in 

other HL contexts, the modality (oral, written) and strategies (receptive, productive) (Harsch and 

Bittlingmayer 2020c; Harsch 2022b). Moreover, the numerous ways of speaking, such as reporting, 

advising, arguing, discussing, including multiple text forms (such as prose, documents including non-

continuous texts) and writing activities (filling in a formula, writing an email, blog), and other linguistic 

features are necessary. The entire range of language-related communicative strategies that are 

differentiated in the CERF (Council of Europe 2018)) can be found in the various activities in the 

textbooks. Besides written and oral communication, some books include statistics by presenting 

activities that require interpreting studies or charts. All this shows a tremendous variety of possibilities 

to engage with health information. Overall, the textbooks combine an autonomous view of literacy (by 

studying unique linguistic phenomena) with an ideological literacy model through communication in 

real-world situations (Street 2016). 

Topics of health – not a knowledge but a competence approach 

The analysis of the textbooks showed that a multitude of health topics (and communicative practice 

in a health-related situation) are addressed in the SLC. The heading of the genuinely health-related unit 

is called “health/healthcare,” yet, the content resembles the primarily disease-oriented perspective of 

the learning objectives on health/medicine (Goethe-Institut 2016). As the SCURA project 

conceptualized health holistically and socio-ecologically (WHO 1986; Dahlgreen and Whitehead 

2006), we used this framework to structure and analyze the content throughout the book. We identified 

various other topics associated with disease prevention and health promotion in other units. Figure 20 

summarizes the most common health-related topics and situations taught in second language courses.  
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Figure 20: Health-related Contents in Second-language courses (Harsch et al. 2021d, p. 8) 

While communicative situations at the doctor’s office or in healthcare are fundamental, nutrition, 

sports, and even mental and social health topics are also included in the textbooks. However, careful 

analysis revealed that health is generally addressed, and many prevalent diseases and critical mental 

health topics (such as psychological distress and diseases and coping) are not (often intentionally so as 

not to increase the learner’s emotional burden, as informal conversations with publishers suggested 

(informal conversation with a textbook producer in May 2020). Furthermore, this overview 

demonstrates the various features relevant to communicating in the given situation (beyond words for 

diseases, objects, time, weight, packaging, and emotions, among others). Although all these textbooks 

are based on the curriculum and approved by the BAMF, their contents vary enormously in the scope 

and depth of health topics. For example, one textbook includes exclusively six activities on 

health/disease (Buscha and Szita 2007), while another textbook outlines every step of the doctor’s visit 

from finding a doctor, making an appointment, registering, talking to the doctor, visiting the pharmacy, 

to preparing for a hospital visit and even the hospital discharge interview. Thereby, the later textbook 

prepares the learner for a wide range of situations and, as a result, may also reduce emotional distress 

in these situations, which are now no longer completely unfamiliar. A careful analysis of the task 

instructions showed that learners’ attention is mainly drawn to the language’s objective and not the 

health content. Only a few occasions guide the learner’s attention toward the health content, usually at 

the beginning and end of the activity or unit. Apart from learning to talk about body parts with the 

doctor and about food (preferences) on a general level that are included in all textbooks, it is impossible 

to draw general conclusions about what health content is included in language courses. Furthermore, 

the mere inclusion of health topics in the curriculum does not indicate whether the attention is directed 

towards the health content, nor do activities that invite people to comment on the health topic imply 

that learners are using this activity to actually engage with the health content or only as an event to 

practice their newly acquired language skills. Although textbooks provide an opportunity to explore 

health topics and learn communication patterns, the textbook analysis does not reveal anything about 

the actual implementation. 

In addition to these topics formally included in the coursebook, several health-related topics 

emerged in the ethnographic study, which stipulated discussions such as the deaths of family members 

(in the country of origin), surgery of the spouse, unfulfilled desire to have children (and resulting social 
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exclusion and discrimination in society), a handicap of the child (trisomy 21), struggling with a long 

period of undecided permission to stay, the birth of children, intensive media consumption of children 

and mother’s struggle to stop her children from consuming media extensively, and limited support 

available. In addition, further extra-curricular influences allowed communication on health to arise, 

such as chilly weather, recreational activities, holidays, and special diets. 

Cultural aspects of health 

However, learning to speak is not completed by knowing the words, sentences, and language 

strategies; second-language courses also prepare individuals to learn German society’s culturally 

shaped interaction patterns and processes and common hierarchies and power structures. As the SLCs 

aim not only at language acquisition but also at orientation in society, the curriculum defines a number 

of cultural topics under the terminologies of diversity and interculturality (German: Diversität und 

Interkulturalität) and regional studies (German: Landeskunde). These topics address underlying norms 

and values, not just superficially visible cultural traits such as food, clothing, and festivals. Two distinct 

ways exist in how culture is portrayed. Either the textbooks present German culture in all its diversity 

(which is common in German-as-a-Foreign-Language courses), or they represent the culture and 

diversity of newcomers (e.g., through names, pictures, family compositions, available food, occupation, 

and gender). This focus on displaying diverse cultures and a culturally diverse society allows learners 

to identify with individuals within this new society. In addition to visual (superficial) representation, 

the language courses also present a standard culture of interacting within different settings, for instance, 

in the family, with friends, online (when discussing food preferences in a blog), or even in healthcare 

settings. The communicative situations in healthcare revealed the culture in healthcare by displaying 

common objects (e.g., health insurance cards), culturally shaped patterns of interaction, and modalities 

of communication, including expected roles in communication, hierarchies, etc. The most apparent 

activity, in which not only German culture is presented but in which participants can express their own 

cultures and views, is the first and last activity in each chapter. Especially in the last module of the 

integration course, the orientation course (German: Orientierungskurs), norms and values are also 

discussed. Generally, the communicative interactions taught in the context of health are similar to 

functional HL and partly interactive HL and thereby limited in scope: because students are taught how 

to behave as a patient who follows all instructions appropriately, but they are not trained in methods 

such as asking questions (ask-me-three), responding appropriately when the person does not understand 

health professionals (because of language difficulties or the content’s complexity), expressing their 

disagreement with the doctor, or describing (culturally influenced) their own preferences. Thus, the 

person is not empowered or does not learn to speak up for themselves. 

 

9.2.2 Engaging with Health Information 

Since HL concerns not only communication about health and presenting health-related information 

but addresses how people engage with health information, we were not satisfied with merely exploring 

what information was shared (in the textbooks). In contrast, we carefully observed on which occasions 

participants used health information and on which occasions the topic of health, in general, came up.  

One of the major findings of the ethnographic study was that the mere presence of health-related 

information does not mean that people engage with it, nor does it say anything about whether they 
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understand, appraise, or apply it. Furthermore, the participant observation pointed out that many more 

health topics are discussed in SLC than those included in the textbook, such as when people share 

personal stories, societal events occur, or news is spread. Figure 21 illustrates multiple occasions in 

which people engaged with health information in second language courses and depicts the four main 

senders of information: learners, adult educators, textbooks/materials, and external factors. It also 

describes six repeatedly observed responses of how actors react to health-related information. 

Additionally, it displays the numerous ways how actors (teacher and students) start conversations about 

health information and discuss it in the group; for example, people talk about their well-being by 

responding to the question “how are you doing,” discuss health topics in the textbook or ask the teacher 

to help with personal health issues. Furthermore, the way how health information is perceived is a 

complex interplay involving key actors in the classroom with their respective cultures of engaging with 

(health) information (see Reusser’s didactical triangle (2009)) and a mixture of explicitly and implicitly 

ways of engaging with it, e.g., discussing different ways of buying medicine in different countries 

versus modeling how warm clothing and hot tea can prevent a cold, or learning conditional tenses by 

using health tips as an example, formally in the textbooks and informal conversations in the breaks. 

Therefore, the ethnographic study is not suited to describe just one primary form of how interaction 

with health information but is an adequate method to highlight the various individual ways.  

 

 

 

 

9.2.3 Role of the Context of HL Promotion in Second-Language Courses 

HL promotion in second-language courses does not occur outside of or detached from context, but 

the ethnographic study showed how deeply it is embedded in the political, course, and societal contexts. 

Here contextual factors such as the regulations and requirements, equipment, the syllabus’ health 

content, atmosphere, teacher training, networking, and teacher’s health became relevant. The thick 

ethnographic description allowed analyzing the potential and limitations of HL in SLC in further 

Figure 21: Ways of Engaging with Health Information (own figure) inspired by Harsch 2022) 
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breadth and depth (Harsch et al. 2021d; Harsch 2022b) and identifying the corridor of possibilities to 

act (and promote HL).  

The standard German-as-a-Second-Language course and its activities are strongly influenced and 

restricted by its rigid regulations and requirements. The high administrative burden, changing 

requirements, and teachers’ often precarious working conditions can (negatively) impact the teacher’s 

health. All rules and regulations contribute to acquiring decent German language skills (B1) within a 

short time and try to reduce the hours available for language learning to the bare minimum. Achieving 

this goal in the given time puts severe pressure on many participants, especially migrants who are likely 

to be mentally burdened due to events that occurred prior, during, and after migration and migrants 

with interrupted or no prior formal schooling and language learning. This pressure has a detrimental 

effect on their health and thus on their learning success. In contrast, fast-paced learning has (health) 

benefits for some, especially young students who want to enter university, as they can quickly master 

the lesson, successfully complete the course, and continue their academic education, which contributes 

to their well-being. Due to the predefined syllabus and the heavy workload, many teachers stick to the 

coursebook’s content (including the units on health), repeat it, and rarely dive deeper or expand non-

linguistic topics such as health content. The time and objectives-related constraints severely limit the 

teachers’ corridor of action. Consequently, they often do not organize field trips to the local hospital 

due to time-intensive preparation, lack of time, and high workload. Therefore, the courses barely 

provide opportunities for the students to apply what they have learned– with the teacher’s support, in 

real-world situations. This focus on the textbook adds even more value to the textbook and the 

interactions it contains and requires to be practiced.  

Furthermore, the educational setting and the school environment can also contribute to the 

health of students (and teachers). While all school facilities must meet requirements defined by the 

BAMF, such as adequate sanitary facilities and a predefined square meter per person, the ethnographic 

study revealed that settings could vary enormously in terms of the atmosphere, such as noise from 

outside and inside the building, adequate lighting, appropriate seating and tables, and overcrowding in 

the classroom. Besides the institutional facilities and equipment, the teacher-initiated atmosphere 

initiated and friendliness among the participants contribute significantly to whether students feel 

welcomed and comfortable in class, turn to other students or the teachers with their private health 

concerns, ask for support and questions, and enjoy learning.  

Furthermore, teachers’ understandings of their roles, qualifications, motivation, and commitment 

depend on whether they elaborate on the health topics in the textbook and address students’ health 

concerns. While the last aspect (the teacher’s behavior) appears to be the easiest to change, the 

previously mentioned aspects drastically limit the teacher in carrying out what they consider relevant 

to support the individual. Both the qualitative interview study and the ethnographic study showed that 

the teacher’s perspectives, motivation, and support from the educational setting, as well as their concept 

of health, HL, and ways to promote it, vary greatly, and the biggest challenge for teachers is to deal 

with is the ambiguity, uncertainty, change and numerous divergent demands of participants, teachers, 

and the course.  

Only by recognizing all these influencing factors and their interplay can one better describe and 

understand the situation in language courses than when by looking only at quantitative results (see, for 

example, Wigglesworth 2003). 
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9.2.4 Promoting Language and Communication for Health in SLC – Adequate for the 

German Situation 

Based on the textbook analysis and participant observation, several opportunities to promote HL 

within the standard SLC were identified, in addition to existing health communication skills activities. 

Because we conceptualized HL as a contextual, situated social practice, not only are language skills 

and health knowledge critical to engaging with health information, but cognitive, behavioral, self, 

social, and network skills are also necessary components of HL (Harsch and Bittlingmayer 2020a). 

Before summarizing the interventions developed, it is necessary to outline how HL is already promoted 

in SLC to better leverage the remaining potential entry points for HL promotion. 

Health and HL already promoted in the course (material): The standard SLC uses successive 

advancement of language skills (circular deepening), real-world examples, a combination of the 

autonomous and ideological model of health, engagement with the topic through oral and written 

activities, scaffolding, other didactic-methodological principles (Goethe Institut 2019), raising 

awareness of the content and stimulating discussion about it to promote HL (similar to content-and-

language-integrated learning). In particular, the first and last activities in the health lesson allow for 

focus on and reinforcement of health topics. Sometimes other ideas are incorporated into the lesson, 

but this depends on the teacher’s motivation and role. In addition, some teachers design the course to 

be health-promoting by including physical activities to improve concentration; others share a meal (e.g., 

breakfast) or go on a field trip to hospitals. Beyond the information in the textbooks, the publishers 

offer additional material (online) for internal differentiation and to expand topics if the teacher wishes. 

Intervention ideas developed in the SCURA project sought to leverage and incorporate more 

opportunities to promote HL in the setting. The SCURA project team recognized that many HL 

projects on HL promotion in SLC were designed for a short period and that the intervention typically 

did not continue beyond the project’s funding period and sought to ensure sustainability. Therefore, the 

SCURA project team decided to abstain from creating an additional workbook that requires more 

teaching hours but would take advantage of existing opportunities to focus on health, deepen and 

expand these topics, improve communication around health topics, and promote various HL 

components. Despite the SLC’s standardization, the ethnographic study revealed other ideas of how 

health and HL can be advanced further in integration courses add-in, pimp-up, and look-into (Harsch 

2022b). As all teachers constantly adapt, add, and modify materials, we build on teachers’ skills and 

habits and provide more material and ideas which teachers can use to add new relevant health concerns. 

Second, teachers can start from the already existing topics in the textbooks and expand and deepen 

them with further information and activities that promote all seven components of HL. Third, 

instructors can direct their students’ attention by raising awareness of health-related content and 

situational patterns, not just linguistic features. 

The interventions, especially the workshop series, are based on the empirical insights and 

theoretical foundations of salutogenesis, health promotion, adult education, and second language 

teaching and aim at improving the teachers’ ability to promote their students’ HL. HL is understood as 

a contextual, situated social skill. All interventions start from where teachers are and help them 

successively to build and improve their capacity to get students to engage more deeply with health 

information and gradually develop the seven components of HL. Hereby, the theories of the zone of 
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proximal development, scaffolding, and the didactical and methodical principles of second language 

teaching and content-and-language-integrated learning guide the direction. 

Table 8 provides an overview of how it is included. Although separated here for the purpose of 

presentations, the different interventions and training programs are interwoven and built among each 

other. 

Table 8: Overview of SCURA intervention (see www.scura.info) 

Empirical insights (why) Intervention Guided/inspired by (how) Detailed description (what) 

MATERIALS 

- Language learner: great 

diversity in interests and needs.  

- pre-knowledge & many tools 

and materials available (only 

not accessible) 

- challenging and time-

consuming to find materials 

Collection of ideas - Other compilations see 

(Soricone et al. 2007; 

Singleton 2012)Structured and 

organized in a teacher (and 

learning preparation friendly 
way) 

- Brief introduction 

- Communication and content 

objectives 

- Activities (introduction, elaboration, 

deepening, consolidation) 

- Materials  

- Websites for further information 

- To engage with health 

information, more skills than 

just language or health 
knowledge are needed: 7 

components of HL 

- teachers, well acquainted with 

step-models for competency 

development 

HL framework & 

step-by-step 

enhancement 

- Stage models are very 

attractive (provide structure; 

Vygotsky (Vygotskij 2002), 
learning of adults is occurring 

differently (Knowles 1973) 

-  

- Seven components of HL,  

- For each component, five diverse 

levels were defined and examples for 

purposefully promoting it provided  

 

- Language courses (and 

textbooks) are cultural 

descriptors and shape roles. A 

good reflection of it helps to 

highlight or change it 

Reflection on H in 

contexts (social-

culturally aware) 

- Papadopoulos’ (2003) cultural 

competence 

- Reflecting society 

- within government 

requirements 

- while learning about a new 

society? 

- Minimum vs. maximum 

approach 

- Reflecting and becoming aware of 

dominance & discrimination in 

society/policy (images, pattern of 

interaction, norms, and values). 

Sharing ideas on how to talk about it 

in the classroom.  

- Sharing ideas on how to change it 

- Language courses use various 

methods that can be expanded 

to focus more on HL 

Methods – the 

twist 

- International ESL/DAZ 

manuals as good examples 

 

- Short descriptions of how teachers 

can use common methods and 

promote specific components of HL 

through it 

 

- Applying what you have 

learned in situations with real-

life people allows you to 

become more confident 

Collaboration 

with health 

institutions/ 

professionals 

- international examples,  - Summary of topics to be aware of 

when planning an encounter,  

- Ideas of how effective collaboration 

can look like 

 

WORKSHOP SERIES 

- Various ideas of health are 

often biomedical-centric; health 

in language course textbooks is 

linked to diseases/ healthcare 

- Interacting with healthcare 

professionals promotes HL in 

participants 

WS 1: Health the 

big picture & 

collaboration 

- Socioecological model of 

health 

- Health promotion in 

educational settings & 

interaction 

- ELS evidence and example 

(e.g., mock clinic) 

- broadening ideas of society (and 

influences of society).  

- presenting the overall picture (e.g., 

actors, factors)  

- explaining how it is linked 

(interwoven, procedures) 

- Personal, professional understanding 

requires the openness of teachers and 
the ability to cope with the 

unpredictable. 

- Not only students but also 

teachers’ health can suffer due 

to the working conditions 

- A mentally healthy teacher can 

better teach and more 

adequately support the learning 
 

WS 2: Promoting 

my health & 

relaxing 

- Health promotion at the 

workplace, 

- Relaxation strategies 

- Raising awareness of the cause of 

stress, learning strategies of how to 

reduce stress or eliminate the cause 
of the stress 

- Teaching relaxation strategies in the 

course, used by teachers and students 
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Empirical insights (why) Intervention Guided/inspired by (how) Detailed description (what) 

- Numerous health topics were 

named by teachers and came up 

during the study.  

- Each course and each 

participant have diverse needs,  

- Teachers are not aware of the 

multitude of materials 

WS 3: Including 

health topics 

 

- Introduce G-promoting 

content, 

- Reflect on existing G-activities 

(content, components), 

- Enrich existing G-activities 

(tips on how enrichment can 

take place), 

- Each course and learner have special 

needs, so no one fits all but having 

more materials and ideas helps to 

tailor the course 

- Being introduced to how the 

collection of ideas can be used helps 

teachers to add it in 

- Language courses model 

common behavior, 

communication & interaction 

pattern, and values in society; 

unreflective also harmful norms 

and values can be imprinted 

WS 4: Critically 

reflection 

- See above reflection - (See above) Broadening 

understanding, learning from one 

another, being equipped, and enabled 

to engage with socio-culturally 

framed pictures proactively 

- Most language-course 

participants are parents,  

- parents’ health has an 

enormous impact on their 

children,  

- HL is acquired in childhood 

- Initial months in the new 

country shape future behaviors 

WS 5: Family 

Health Literacy 

- Focus on family HL - Raising awareness on the relevance 

of families and children’s HL 

- Providing ideas on how to improve 

own HL and health 

- Practical ideas of how to improve 

children’s HL 

- Language learners (especially 

forced migrants) are very 

stressed 

- The concept of mental health is 

new in many countries 

- Language learners need better 

coping strategies 

WS 6: Mental 

Health  

- Materials on mental health 

from SLC (Lucey et al. 2000; 

Harsch 8/24/2020, 2019) 

 

- Raising awareness of mental health 

- Teaching vocabulary and 

communicative structures 

- Introducing ideas to promote and 

maintain mental health 

This brief overview lists the empirical finding that indicates an opportunity to improve HL in SLC 

(left column), the title of the intervention (second left column), the theories and models employed, and 

the empirical evidence used to develop the material (second right column), and a more detailed 

description (column).  

The development of the interventions and the ethnographic study revealed that many interventions 

used in SLC to promote health do not specifically outline the theoretical basis or methodological-

didactical principles employed to illustrate how the process of HL improvement occurs. However, this 

thorough understanding of promoting processes is necessary to tailor them, purposefully develop 

promising interventions, and evaluate their effectiveness. 

Besides raising awareness, sharing knowledge, reflecting on own teaching practice, and equipping 

teachers with new methods and concrete examples, five aspects were vital in all interventions: the role 

of social learning both systematically guided by the teacher and from and with other students (Bandura 

1971), the combination of previous resources with newly acquired and yet-to-be acquired resources 

(Vygotskij 2002), the interactionist-constructivist development theories (Knowles 1973), the 

embedding in the (sociocultural) context (see literacy as a social practice (Street 2016)) and the 

language-sensitivity (Leisen 2022, 2013). 

In summary, language and integration courses have great potential for promoting migrants’ HL, 

but at the beginning of the SCURA project, empirical knowledge about the role of language courses in 

HL promotion and the strategies and the scope for concrete implementation was scarce. During the 

ethnographic research of language courses, we unpacked which health topics are included and which 

are not, the variety of linguistic components necessary to use health information, the many situational 

characteristics that influence HL, and how culture manifests in HL. Furthermore, the ethnographic 

study described the numerous ways learners and teachers interact with health information. It emerged 

that HL cannot be promoted with any degree of intensity but that the course offers possibilities and 
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limitations, which allowed describing the option space for HL promotion. Based on all these findings 

and taking into account other studies and theories, appropriate interventions for HL promotion in 

language courses could be developed, including a collection of ideas, preparation materials, and 

training. 
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10 Discussion: HL as a Social Practice Through Different Lenses 

For the last three decades, health literacy has been researched around the globe, and countless 

contributions illuminated the complexity of HL and its multiple facets in different communities and 

identified groups of people specifically vulnerable to low HL. While mainstream (quantitative) HL 

research assesses HL on the individual level and, thus, either neglects the social aspect of HL or 

interprets it as a sign of low (H)L (Davis et al. 2006; Morris et al. 2006), this dissertation conceptualizes 

HL broader as a contextual, situated social practice. Before starting these projects in 2016, I performed 

a rapid systematic literature search on social and HL that revealed that empirical knowledge on social 

HL, social influence on HL, and HL as a social practice (see Chapter 5) is scarce. Consequently, I 

concluded that studying this topic in a doctoral thesis is feasible. However, throughout the three 

research projects, various key aspects emerged, and the scope of HL expanded in width and depth and 

required closer examination of the multiple aspects. Consequently, discussing all aspects at length in 

these final chapters proved impossible. Therefore, I will focus on a carefully selected set of factors and 

present the core factors conclusively. By this, I explore what can be seen when looking at HL as a 

contextual, situational social practice using different research methods. Before diving into the 

discussion, it has to be said that the three studies’ findings tackle all aspects of HL research, from its 

conceptualization to its measurement, use, and promotion, and can describe vulnerability differently. 

Generally, the three studies vary fundamentally, and each goes beyond typical methods used to evaluate 

and analyze HL. First, the Afghan HL study adopted an empirical quantitative approach to collect data, 

evaluate the conceptual HL model, and examine the instrument’s items’ contextual, situational social 

practice view in considerable detail (Chapter 7). Second, the study (ELMi) offers a macro perspective 

on HL, critically discusses the underlying concepts, shortcuts, and omissions of HL, presents new ways 

of analyzing HL of groups, and introduces a dialectical model of difference and deficits. Furthermore, 

ELMi offers surprising insights into HL as a social practice gained through ethnographic research 

(Chapter 8). Third, a qualitative ethnographic approach was also used in the third project, SCURA, 

which explored the role of health and HL in second language courses, the concrete situations in which 

HL is used, and how HL can be promoted as a social practice in these courses (Chapter 9). 

After presenting the research results, it is now necessary to assess and discuss them in light of the 

theoretical background and other studies’ findings. This chapter is divided into four sections. Since few 

empirical studies exist on HL as a contextual, situational social practice, and any method inevitably 

reduces the complexity of studying the phenomenon, it is undoubtedly necessary to describe the 

strengths and limitations of the methods used and studies conducted as well as their contribution to 

conceptualization HL as a contextual, situation, social practice (Chapter 10.1). Thereupon, the 

perspective is directed back to defining and using the vulnerability in the context of HL (Chapter 10.2). 

Then, I will discuss HL’s concept as a contextual, situational social practice informed by our studies 

and based on the state of research (Chapter 10.3). Following, I will elaborate on the question of how to 

promote HL based on the projects’ findings (Chapter 10.4). Finally, I will relate the findings to the 

capability approach, introduce a new framework and derive recommendations (Chapter 11). 
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10.1 Limitations, Challenges, and Strengths of the Cumulative Dissertation 

As this dissertation combines three different study projects, all targeting Afghans but differing 

vastly in research method, data, focus, and Afghan participants, it is necessary to briefly summarize the 

strengths and limitations of the methods and studies. This allows us to assess the obtained results 

adequately and appreciate their contribution to clarifying the concept of HL as a contextual, situational 

social practice. In this regard, three themes emerged that particularly constrain the individual study 

projects and dissertation findings: the concept of HL, the design of this multi-project dissertation, the 

validation of the findings, and the discussion of the limitations and benefits of the methods, 

implementation, and contribution to HL as a contextual, situational social practice. 

10.1.1 HL Concretization, Study Design, Validation 

Concretization of the concept of HL 

HL is a constantly evolving and changing concept. As a result, researchers have struggled for 

decades to create a universally accepted definition (Malloy-Weir et al. 2016) that is broad enough to 

capture all relevant aspects and narrow enough to be operationalized and applied in any country. Despite 

some attempts, such as Sørensen et al. (2012), who developed a holistic definition, or Pleasant et al. 

(2016b), who proposed a new definition that leaves more room for interpretations, the terminology HL 

is used in various ways (and lacks clear distinction from other health promotion concepts): thus, the 

crucial first step was to define HL and the two terms health and literacy. This dissertation’s author 

approaches health from a health promotion perspective characterized by three features. First, this 

perspective acknowledges health has physiological, psychological, and social dimensions of well-being 

(WHO 2006). Second, health is placed in a person’s everyday life and is thus influenced by various 

social, cultural, political, economic, and environmental factors/determinants (WHO 1986; Marmot et 

al. 2012). And third, the perspective aims at improving health and wellbeing (WHO 1986). Therefore, 

health-promoting interventions should target all areas of people’s lives, from empowering people and 

communities and strengthening agency to structural changes in settings, cities, policies, and societies 

(WHO 2016c). This decision rejects a pure focus on disease and death and places health at the center, 

incorporating a person’s ideas of health in addition to the WHO definition. Moreover, salutogenesis 

theory (Antonovsky 1997), which is a key underlying theoretical orientation in health promotion, 

directs the focus away from deficits and risk factors towards a focus on health, resources (including 

generalized resistance resources (Idan et al. 2016b), and enabling and protective factors such as social 

support (Heaney and Israel 2008). In this respect, special attention is given to the social aspects of 

health, such as the role of society (structures), the social determinants of health, and the opportunities 

in a society that massively influence the individual’s health behavior. At the end of the three research 

projects, in contrast to the lines of differentiation in Chapter 3, other focal points of differentiation 

between concepts of HL have emerged. Seven of these are:  

1. Nature: Whether HL is perceived as fixed and static (see quantitative assessment with HLS-

EU-Q) or evolving and dynamic (ethnographic study ELMI). The latter underscores the 

similarity to the idea of competencies (Weinert 2001, p. 27), which is reflected in the German 

translation of HL as “Gesundheitskompetenz” (Quenzel and Schaeffer 2016; Schaeffer et al. 

2017). 
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2. Focus: Whether HL relates to individual skills (HLS-EU-Q), organizational (situational) 

requirements (and vice versa, see Afghan study, SCURA study), or professionals’ skills (also 

HL responsiveness). Whether it refers to a single skill (read) or a combination of numerous 

factors in the given situation (see SCURA). 

3. Context: Whether an autonomous model of (health) literacy is advocated that conceives HL 

as unaffected by context (e.g., as found in HLS-EU-Q) or an ideological model of (health) 

literacy that states that context significantly influences literacy (see ELMI and SCURA 

studies). 

4. Scope: Whether it refers to the use of HL exclusively in health care or in all areas of public 

health (see HLS-EU, ELMi, and SCURA). Whether the HLs needed are determined by public 

health professionals or individuals based on their idea of a good life. 

5. Actions: whether HL is a purely cognitive competency (see HLS-EU-Q) or encompasses all 

competencies needed to accomplish tasks in everyday life (ELMi & SCURA) or even all 

competencies needed to make a change in the context around it more health-promoting 

6. Actors: Whether HL is a purely individual capability (HLS-EU-Q) and therefore also to be 

captured at the individual level, or as a shared capability that is the sum/combination of all 

individual components (SCURA). 

7. Research approach: Whether the research approach is to reduce complexity to make it useful 

for quantitative research (HLS-EU-Q) or to better capture and extend HL complexity by 

exploring it qualitatively (SCURA) or analyzing it through theoretical lenses (ELMI). These 

approaches also differ fundamentally in whether they have a predefined concept that is 

explored or a concept that is developed inductively. 

These seven ways of differentiating between concepts of HL are among the most important lines 

of differentiation to decide and clarify in any HL study, based on our study’s findings. Even this brief 

overview reveals conflicting aspects that can be attributed to different research traditions, such as 

quantitative, qualitative, and even ethnographic research. This dissertation project studied HL as a 

contextual, situational, and social practice for improving health. Therefore, I refrain from examining 

HL independently of context as an autonomous (health) literacy model; instead, I adopt a holistic 

perspective, also referred to as syndemic (Sharma 2017; Yadav et al. 2020), socioecological (Dawkins-

Moultin et al. 2016), ideological (Street 2016), and contextual perspective (Pinheiro 2019). In 

implementing these approaches, two distinct approaches coexist in current HL research (a) at the macro 

level, the development of a framework model that includes determinants (where from), HL, and 

outcomes (what to) and relates them to each other and makes them verifiable using quantitative methods 

(Sørensen et al. 2012). And (b) at the micro-level, the study of HL as a contextual, situational, social 

practice (Santos et al. 2018; Papen 2009). The insights that the three research projects contribute to this 

HL conceptualization are discussed in this section.  

Validating results of different sub-studies with other studies and with each other 

The main challenge in this doctoral thesis was that it compiles data from three fundamentally 

dissimilar studies on HL of so-called vulnerable groups here people of Afghan descent. As the approach 

to HL, the research method used, the aspects of HL facets studied, and the setting varies enormously, I 
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searched for the minimum denominator relevant to HL research from a health promotion perspective. 

Thus, I explored the social aspect of HL at the macro level, the context and social determinants of health 

use, and HL as a contextual, situational social practice at the micro level. In this dissertation, I employed 

three approaches that go beyond the usual approaches to study HL: a quantitative study followed by a 

qualitative analysis of the questionnaire items in context, a literature review, and theoretical 

considerations, ethnographic research including qualitative interviews, participant observation, and 

textbook analysis. The research aims to analyze the conceptualization of HL as a situational social 

practice in context, incorporating in each case the specifications of the chosen method and the research 

question at hand. Since we extended the typical procedures of researching HL, we could not follow a 

standard guide of HL in the given context.  

Another limitation relates to the linkage and comparison of data from the individual studies because 

three fundamentally different research approaches were chosen, and the sample of the entire Afghan 

people selected differ notably. While the first study interviewed Afghans in a particular area of 

Afghanistan, its finding cannot account for all inhabitants of Afghanistan. In the ELMi study, only three 

Afghan adolescent refugees were accompanied and not the entire group of Afghan youth in Germany, 

but the chapters chosen for this dissertation target more the conceptualization of HL than the individual 

HL. Finally, several Afghans (all but one of whom were women) participated in the second language 

courses, but these were not considered the only or main actors of the study but all course participants, 

regardless of their national backgrounds. Furthermore, even the participants in the German-as-a-

second-language course with literacy training are not representative of all Afghan migrants, as Afghan 

migrants have variant degrees of literacy skills (in Latin script used in Germany) and educational 

background. As all included Afghans differ considerably, a direct comparison is hardly possible. 

Therefore, our original intention was to link the three projects more closely; for instance, by exploring 

HL practices from the perspective of individual Afghans in the second-language courses, it was 

impossible to compare Afghan migrant HL practices in daily lives at school. However, the ethnographic 

study’s focus needed to change from an individual Afghan to the entire course in the given setting, 

depending on the situation. We observed the language learners as a distinct group vulnerable to low HL 

and HL as a social practice. All of these relevant decisions reduced the comparability of results across 

the three research projects.  

Other limitations arise in connection with validation of the findings: due to these slightly different 

methods used, adequately comparing the findings of the different studies in this thesis is difficult. 

Furthermore, as we used an unusual conceptualization, such as HL as a situational, social practice in 

context, it is difficult to find other studies that utilized a similar conceptualization and allow comparison 

of our results. Moreover, we targeted a unique, rarely studied group: Afghans in Afghanistan, in 

Germany, and in language courses; we cannot directly compare our findings with similar studies to 

validate or discuss them but must draw on the results of studies on other groups or in other countries or 

at a different (sociopolitical) time. Lastly, validating our quantitative data are difficult because illiteracy 

is an exclusion criterion in most quantitative HL studies, and second, HL is analyzed from individuals 

but not from the key decision-makers of the crucial contexts. For all these reasons, comparing our 

findings with those of other studies will always be limited, and we can only highlight trends, not confirm 

situations, and make suggestions for further research. 
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Despite these undeniable challenges, this dissertation offers valuable insights into HL in people for 

whom few data have been available. 

10.1.2 Research Methods Strengths, Limitations, Contributions to HL 

Conceptualization  

Further limitations, but also opportunities, arise from the methods and implementation. While HL 

was initially measured with literacy tests (e.g., REALM (Davis et al. 2006)), measurement and survey 

methods have differentiated over the past years. Currently, more than 200 HL questionnaires are 

available (see Tool Shed (Paasche-Orlow 2021)), and various qualitative approaches such as interview 

studies, focus group discussions, and even ethnographic studies are used (Pleasant et al. 2019). Each 

quantitative and qualitative research allowed the HL community to gain a broader and deeper 

understanding of HL. However, each method chosen to explore the topic inevitably directs the way of 

looking at it, defines the range or selection of the whole phenomenon studied, and limits the insights 

gained and conclusions drawn. Therefore, before discussing these studies’ contribution to vulnerability, 

the conceptualization of HL, and appropriate interventions to promote it, a thorough understanding of 

the methods’ and study’s strengths and limitations is needed. In this dissertation, we embraced various 

methods to assess and explore HL, which allow us to ask and answer the overarching question: What 

can we learn from different approaches to exploring HL as a situational social practice in context? 

This section will discuss the four different methods used to study HL in this thesis and their 

contribution to HL research, particularly to the study of HL conceptualized as contextual, situational 

social practice. I will first present the goals and strengths of these methods. Then I will describe the 

limitations that arise from the research method and conclude with some contributions to the 

conceptualization of HL. These introductory remarks are necessary to adequately critique the method 

and elaborate on the contribution the method can make to shed light on the attribution of vulnerability 

(Chapter 10.2) and HL as a contextual, situational social practice (Chapter 10.3). 

10.1.2.1. Quantitative research method (adapt. HLS-EU-Q)  

The first study used a quantitative research method to measure HL level, which is “research 

that explains phenomena according to numerical data which are analyzed employing mathematically-

based methods, especially statistics” (Yilmaz 2013, p. 311). Quantitative studies aim to assess the level 

of a phenomenon, here HL, in any population or subgroup, compare it with others, test hypotheses, 

monitor changes over time, and identify influencing and affected factors. Furthermore, it allows 

assessing the relationship between a phenomenon, in this case HL, and determinants and outcomes and 

thus can validate the adequacy of the framework for the concept under study (e.g., Mantwill and Diviani 

2019; Bittlingmayer et al. 2021). Despite the possibility of capturing many factors, everyday HL 

research practice uses quantitative questionnaires and focuses mainly on one aspect of the HL equation, 

either the individual skills and abilities or the healthcare demands (including their professionals’ skills), 

but not on both aspects together (see Tool Shed (Paasche-Orlow 2021)). This one-sided exploration is 

not consistent with the conceptualization of HL as the combination of the needs of the health system 

and the individual’s skills (WHO 2013, p. 1; Dodson et al. 2015b). The one-sided view inevitably 

focuses on one side of the equation without exception and seeks and finds the reasons for low HL in 

the characteristics of that side. In the majority of cases, the individual’s skills and abilities, so only the 

first side of the equation, are considered. Surprisingly, even when the results are discussed, the 
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interaction of both sides of the HL equation is usually not addressed. Moreover, many HL 

questionnaires (see Toolshed) focus exclusively on the individual’s skills and abilities without 

embedding them in a broader framework including HL determinants and outcomes. One exception is 

the HLS-EU framework, which explicitly places HL in a linear relationship with numerous 

determinants and outcomes of HL and attempts to account for this in the operationalization in the HLS-

EU Q86 (The HLS-EU Consortium 2012).  

The main limitations of quantitative studies are the extent to which they can adequately represent 

the construct under investigation, the accuracy of the underlying framework model, the evaluation and 

presentation methods used, and the narrative they can tell as a result. Two further criticisms are that HL 

is conceptualized here as an autonomous skill that remains the same regardless of the situation and that 

the individual is understood as acting autonomously and rationally (see elaboration Bittlingmayer et al. 

2020f). This conceptualization is understandable for reasons of measurability, but at the same time, its 

flawed nature must be acknowledged because countless qualitative studies have recurrently described 

both HL as context-dependent and the individual as an acting being whose decisions are strongly shaped 

by his or her social and structural requirements and opportunities as well as emotions. Much criticism 

of using standard HL questionnaire in different contexts is already voiced in Chapter 4 of the ELMi 

book and described in detail by other scholars regarding the adequacy of the framework and the items 

used (Steckelberg et al. 2017) and the relevance for diverse cultural and country contexts (Anchang and 

Mbunwe 2019). Another critical shortcoming is that the quantitative study can identify relationships, 

directions, and strengths of certain factors but cannot explain why they are related. 

Another limitation stems from the model chosen: The HLS-EU-Q has been praised as one of the 

most comprehensive assessment tools worldwide (Pelikan et al. 2018a) and has been used in countless 

studies in numerous countries and various age groups. Due to its comprehensive nature, it allows 

exploration of the relationship between determinants, HL, and health outcomes, comparison of results 

with other countries, and identification of individuals at particular risk for low HL. Although HL is 

embedded in many determinants and outcomes in the HLS-EU-Q, the indicators used to survey these 

components are rather crude; general recommendations can be made in interpreting the results but no 

specific suggestions. In our study, at the recommendation of our Afghan colleagues, we included 

additional indicators and other scales to explore not only HL at the cognitive level but also understand 

the relationship between HL and empowerment, religious beliefs, and even quality of life. The findings 

suggest that these indicators should be included in other HL studies as they provide a more nuanced 

picture. 

Besides the possibility of analyzing HL as a sum score and identifying vulnerable groups in the 

given context, the HLS-EU-Q also allows, in principle, a more detailed analysis of the activities covered 

and a more precise differentiation of which activities people find particularly difficult (see e.g., Quenzel 

and Schaeffer 2016, p. 21). This analysis of individual items could, in turn, initiate a thorough 

qualitative analysis of why certain activities are difficult. For example, the brief analysis in AfghHL 

showed that the difficulty of items, in general, may exist because of their breadth, lack of specificity, 

or the many prerequisites that must be present for the activity in the item to be performed and even 

performed easily. These valuable insights could provide adequate recommendations on how HL in these 

situations can be improved.  
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Despite their shortcoming and contribution to vulnerability, the definition, framework, and 

questionnaires of the HLS-EU project have undoubtedly contributed to shifting the understanding of 

HL from the healthcare system to health in everyday life (public health perspective), with all the 

difficulties that this has entailed. 

The modified model was used in the study. We have utilized the HLS-EU-Q16 for our 

Afghanistan study because of the advantages mentioned above. During item translating and validation, 

we realized that the determinants and outcomes variables, originally developed for the European 

context, were not appropriate for the context in central Afghanistan. The determinants, items, and 

outcomes must be plausibly formulated to provide valid and relevant data and adequately reflect the 

social conditions, especially regarding health information. Even though it was necessary to adapt the 

questionnaire linguistically and culturally, the adaption is still limited to adhering to the original 

questionnaire as much as possible (see Jawid et al. 2021) to compare the findings across different 

studies and countries. Besides the common factors of the questionnaire, we added additional scales to 

address factors relevant to society in central Afghanistan, such as the Spiritual, Religious, and Personal 

Beliefs Questionnaire, the Empowerment Scale, and the Quality-of-Life Questionnaire to measure 

wellbeing. We also added questions about health behavior that are particularly relevant locally. It was 

found that HL (in the female sample) was not only strongly related to educational level and health 

behaviors, but there were also important associations between these scales and health behaviors and 

health that require further exploration. In general, the relationship between these scales and HL, as well 

as their differences, should be more clearly elaborated so that they can be targeted more specifically 

when developing interventions. 

In general, some shortcomings of the Afghan HL study are the challenges of conducting 

representative cross-sectional studies in Afghanistan. The densely populated country with a highly 

heterogeneous population, challenging transport system, and lack of or poor Internet access in many 

regions in the country complicate access to people and the collection of a representative sample of the 

entire country. Moreover, the lack and inadequacy of data pose further challenges to verifying our data. 

In the absence of data on HL in Afghanistan prior to the study, we turned to known determinants of 

health and health outcomes and hypothesized that HL in Afghanistan is low. Thereupon, we could 

empirically prove this hypothesis with our data, but we could not determine the reason for the poor 

determinants of health and low HL of people in Afghanistan using quantitative data. Moreover, a 

detailed analysis of the data and control for several variables (especially age and education) revealed 

that the relationship between determinants of health and HL, and HL and health behavior or outcomes, 

is not as straightforward as postulated in the framework and requires further (qualitative) exploration. 

Further limitations of the study arose from the way the study was conducted. The limitations of 

this study are exhaustively described in the four publications (Harsch et al. 2021b; Harsch et al. 2020; 

Harsch et al. 2021c; Harsch et al. 2021a) and revolve around issues such as the appropriateness of the 

questionnaire and its modification, sampling technique, oral data collection and the risk of giving 

socially desirable answers, the participants’ unfamiliarity with participating in research, and the 

limitations in the analysis. By working with only two male interviewers collecting all data for the men 

and two female interviewers for the women, we attempted to reduce variability due to interviewers. 

However, we cannot completely eliminate it, which could also explain the large differences between 

the male and female samples. However, in the absence of data on HL in Afghanistan, our study, despite 
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its limitations and exploratory nature, is the first of its kind and provides quantitative data for the first 

time. 

Quantitative studies’ contribution to the conceptualization of HL 

In short, the contribution to the concept of HL: The HLS-EU-Q is among the most comprehensive 

frameworks because it embeds HL within contextual factors (determinants and outcomes) and uses 

activities to assess the person’s self-rated ability to perform these tasks. Thus, using this quantitative 

assessment of HL allows for identifying the relationship between HL and determinants of health as well 

as outcomes that need further exploration. Especially the relationship between HL and access to 

education calls for a more strenuous effort to expand (quality) education and make it accessible for all. 

The use of a standard questionnaire allows generalizability and comparability with other countries. 

However, as is common, looking at means and levels does little to inform policymakers about exactly 

where they should focus their efforts. Furthermore, when considering HL as dynamic and context- and 

situation-dependent, the question arises whether it is even possible to capture HL with one instrument 

used in multiple contexts. Alternatively, whether it needs to be adapted to the target group, as proposed 

by the Ophelia tool, or not. Exploring HL as a contextual, situational social practice requires a different 

research approach. 

10.1.2.2. Meta-analysis: Review/theoretical consideration 

The second research project (ELMi) used a review and theoretical considerations to gain new 

insights into HL (of vulnerable groups) as an empirical and theoretical background for the ethnographic 

studies that followed. To obtain a broad overview of the topic at hand and sketch the landscape, 

researchers conduct systematic research and describe their findings in review papers (e.g., 

review/scoping study, systematic review). (Zhu 2018; Mantwill and Diviani 2019; Pitt et al. 2019). A 

second, but in mainstream public health research rarely used, approach to better understand previous 

studies is to use theories and theoretical considerations (see for example Abel and Frohlich 2012). The 

benefit of using theories in healthcare and behavior change was exhaustively elaborated by Crosby et 

al. (2013) and the reasons why students should learn about social theories were explained by 

Bittlingmayer (2016) see also the explanation in McQueen (2007). The commonly used reviews allow 

for initial insight into the topic under investigation and describe and explore recurring, surprising, and 

contradictory findings. Apart from long reports of reviews such as those by (Nielsen-Bohlman et al. 

2004; D’Eath et al. 2012), many review articles are limited and comparatively short, providing a brief 

overview of the findings due to the nature of scientific journals and word limit. As reviews intend to 

give an overview of a topic, most reviews, scoping studies, and narrative reviews in the HL debate are 

descriptive in nature, quite general, and provide theoretical critiques of the findings. Another limitation 

is that these studies often include only peer-reviewed articles published in well-known journals and 

indexed in the selected databases. This search process comes at the expense of the wealth of studies 

that failed to find their way into high-impact journals and is only available as grey literature due to, for 

example, financial constraints, non-standard or gold-standard following research techniques such as 

ethnographic research, and publications in languages other than English, etc. In our ELMi study, we 

refrained from systematically searching for, including, and citing all relevant studies because it is 

impossible to fully represent the extremely rapidly growing literature on HL. We sketched the core 

lines of argumentations common in HL research without claiming that other authors selecting and 
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interpreting the same findings with different perspectives would reach the same conclusions. In doing 

so, we aimed first to provide an empirical background for our work and simultaneously stimulate 

discussion. 

Although research on HL is exploding worldwide and literature reviews are increasingly available, 

HL is rarely linked to general theories apart from the theoretical frameworks developed for practice 

(see Chapter 3). This lack of theoretical foundation is partly because HL evolved from medicine and 

public health disciplines, which are primarily applied and pragmatic sciences, and the practice is often 

less deeply rooted in (sociological) theory. At the same time, however, every study and approach are 

based on theoretical ideas, whether these are explicitly formulated or implicitly guide action and 

interpretation. The fundamental problem in most HL research is that if the theoretical foundations or 

basic assumptions are not made explicit and thus, they cannot be tested for their appropriateness in the 

particular situation or study. In the ELMi study, we employed theoretical reflections to gain new 

insights into the topic under study and carefully unfold our argument. Thereby, we are aware that each 

theory emphasizes different facets and tends to ignore others, directs how HL is viewed, which and 

how factors are described, analyzed, and evaluated, and conclusions are drawn. Moreover, each 

discipline, e.g., psychology or sociology, and the respective theory led researchers to argue for different 

facets of the complex phenomenon of HL. A major strength of using sociological theories is that they 

enable researchers to adopt a certain/new point of view and describe the phenomenon under study in 

its social contexts, thereby providing socially relevant and appropriate recommendations for its 

promotion. In addition, the use of multiple theories allows a phenomenon to be explored and described 

from different angles in order to open up new possibilities of thinking, explaining, and acting (see 

different theories explaining migrant health (Chapter 4.2.2) and our elaborations on the four strategies 

to differentiate migrants/vulnerable groups (Chapter 7)). Another strength is that the theoretical 

considerations strive to explain the relationship found and show how the tension between structure and 

action, between macro situation and micro behavior, shown in the HL equation, can come to bear. 

Generally, the findings based on theoretical considerations are open for discussion and new 

interpretations because they largely depend on the choice of appropriate theories and adequate analysis. 

Since the ELMi project’s background is in sociology and is interested in empowerment and eliminating 

health inequalities, we focused our considerations on valuable and insightful theories that are also 

(partly) taken up by the United Nations, e.g., the capability approach in the Human Development 

Report. However, due to a lack of other publications that embrace the same theories, our conclusions 

cannot be validated with the argument of others for the time being, but they provide a basis for other 

scholars to refute or defend our conclusions. As the application of theories to HL research is sporadic 

and does not follow any standardized criteria, we could not follow any established procedure in our 

study and consequently could not test the correctness of our application against this procedure. Next, 

the application of our theoretical considerations to empirical studies is necessary, thereby providing 

empirical evidence of their adequacy and relevance to them and encouraging the theoretical 

considerations to be taken up by more researchers and incorporated into policy recommendations.  

The theoretical considerations contribute to the conceptualization of HL 

As shown above, the theoretical considerations allowed investigating HL measurements and practice 

from a new, specific angle and deciphering underlying principles (deficit, rational, autonomous) (Glanz 

et al. 2008; McQueen et al. 2007; Nutbeam 2000). This awareness allows researchers to be more 
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deliberate in their use of the concept of HL and acknowledge the studies’ limitations but also open up 

new ways of thinking about and discussing it. In addition, it allowed for critical examination of standard 

practices of measuring and conceptualizing HL, which was exhaustively elaborated on in Chapter 3. 

Embedding HL practice in sociological theories allows unraveling previously unseen issues, places HL 

in a broader context, enables researchers to explore and reflect on the cause of vulnerability more 

accurately, and identifies starting points for actions. Inspired by the theories utilized in our study, 

starting points would be the capability set and creating more chances (on the structure and agency level) 

(Harsch 2022a). Unlike quantitative questionnaires, theoretical considerations invite readers to think 

more broadly, look at common phenomena in a new light and remain with unsolved tensions rather than 

reducing complexity to make it assessable. Embedding HL in sociology, family, and socialization 

theories highlights a need for an intergenerational type of HL research and should be further explored 

and implemented.  

10.1.2.3. Ethnographic studies 

Ethnographic research allows exploring and deeply understanding people’s behaviors, meaning-

making processes, and social situations from an emic perspective (e.g., Lenette 2011). In the ELMi and 

SCURA research projects, we focused on HL as a social practice and aimed to understand health-related 

practices from within. As ethnographic studies allow observing actions in context, they can reveal 

affirming actions but also contradictory actions and explore the meaning of these actions, attitudes 

behind them, and the reasons associated with them. Moreover, the rich data allow existing theories to 

compare existing theories with them and develop new theories. 

A major challenge with ethnographic data is to adequately describe and understand the rich data 

about the phenomenon under study, as well as the diversity and complexity of HL practices in everyday 

life and its numerous influences.  

Some of the key limitations of ethnographic findings are that ethnographic research is highly 

dependent on numerous factors such as sufficient resources because ethnographic research is time, 

personal, and cost-effective. Another limitation is to find participants willing to participate in the study 

(and gives informed consent, see general challenges for researching vulnerable groups (Anderson and 

Hatton 2000) and refugees (Clark-Kazak 2017; Mackenzie et al. 2007). In the SCURA project, this was 

quite challenging at first because many teachers or language school leaders said that this topic was not 

of interest to them. Moreover, a limitation is the dependence of the study results on HL-related events 

occurring during the participant observation period. Especially when ethnographic studies aim at 

exploring a specific phenomenon (here, HL) in everyday life, it can occur that over the time of 

participant observation, other topics become more prevalent, and the initial focus cannot exhaustively 

be explored in the phase of the investigation. See, for example, the discussion around health leaflets in 

Papen’s study (Papen 2009) or the focus on visits to the doctor in Samerski’s study (Samerski 2019). 

In both projects, the ELMi and the SCURA projects, we immersed ourselves into the everyday life of 

either two adolescents with migration background or two language course settings (here, integration 

courses with literacy training) and could generate new insights into these people’s HL practices and 

ways to promote it. Additionally, ethnographic studies depend on the researcher’s ability to be 

immersed in the field and accepted by those involved in the field. The immersion in the courses 

happened quickly for me because the language teachers perceived me as ‘one-of-them’ due to my own 

second-language teaching experiences and not a far-distant, unpractical researcher. Moreover, the mere 
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presence of each researcher already affects the behavior of the people under study, and the more 

researchers, the more artificial the situation might seem, which can impact the participants’ behavior 

and willingness to share insights. In addition, another limitation is the lack of a multi-perspective of 

two or more researchers in the field. As we have not had a multi-perspective of several researchers 

participating in the observation, we aimed to increase the study’s quality by validating our findings 

through triangulation of methods (ethnographic research, textbook analysis, and analysis of other 

reports and studies), discussing findings in groups with other researchers and aiming at adhering to all 

standards of qualitative research such as credibility, dependability, confirmability, transferability, 

reflexivity (Stenfors et al. 2020). Due to the fact that only one researcher observed the daily life of 

young migrants (ELMi) and the classes (SCURA), the observation, reporting, and interpretation are 

limited due to subjectivity, despite all attempts to be as neutral as possible (Goodson and Vassar 2011). 

Also, handling the massive amount of data produced during the ethnographic study poses a major 

challenge (timewise) and requires selecting a few topics of major concern. Furthermore, the limitation 

related to transferability: the results are ethnographic studies that allow us to understand the people 

under study better and to derive some theories, patterns, or concepts, but the specific findings can never 

be generalized across all members of the target group or even beyond. Generalization was also not the 

aim of the ethnographic studies but understanding the phenomenon and informing relevant stakeholders 

(researchers to develop new interventions, teachers to improve their HL training, and policy makers to 

support HL promotion more effectively). While the ethnographic study in the SCURA project provided 

deep insights into the HL of specifically vulnerable people, those migrants who have not had the chance 

to learn Latin script before, I cannot generalize the findings entirely for other courses of faster learners, 

e.g., the intensive courses. By analyzing textbooks, I aimed to provide more general answers to the 

question under study. Another reason for the limitation of validating our findings with other 

ethnographic data is the shortage of ethnographic reports in scientific articles or chapters. The few 

available ones among different people with different emphases, commonly show the diversity of health 

information behaviors, the relevance of other people in engaging with health information, and numerous 

patterns of interaction (Papen 2009; Samerski 2019; Wigglesworth 2003). All these findings give hints 

for further exploration. 

Despite this limitation, the ELMi and SCURA study allowed deepening our insights into all facets 

of health-information-related activities and displayed not only ideal but also realistic ways of 

interacting with HL. Moreover, it clearly demonstrated the many activities needed, as well as many 

formal and informal ways to promote HL. Furthermore, health-related activities took place not only in 

the healthcare setting but also in various other domains of life. Therefore, these insights demonstrate 

that going to the doctor is only one part of the health-(information-) related activities, but there are 

many more health-related activities in everyday life. Also, the ethnographic study showed that the use 

of literacy is always embedded in context (see Street 2016) and is far more complex than how HL 

measurement tools operationalized literacy. Further, the observations revealed myriad ways in which 

different languages are used to deal with health-related information successfully, much more than 

simply translating what is written into the official language or using an interpreter. Observations also 

showed that various strategies are used to help immigrant individuals learn how to communicate about 

health in the country’s official language. Moreover, our ethnographic studies also revealed snippets of 

what culture exists in different contexts of people’s lives and how people respond to it affirmatively or 
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critically. Our initial attempt to analyze our empirical data obtained in the ELMi study using the 

theoretical developed model of the dialectic of difference and deficit was challenging to capture. 

Nonetheless, this theoretical understanding allows for broadening and deepening the view on HL. 

The contribution of ethnographic research to the conceptualization of HL 

Ethnographic research is the most suitable method for studying people’s actual activities in real 

life (here regarding their interaction with health information and observing their HL as a social practice) 

and understanding their opportunities to act, motives, and constraints. Ethnographic research allows 

gaining a new perspective on a topic under study, testing the previously existing model against the 

empirical data, uncovering blind spots, and including new important factors. They make it possible to 

better describe interrelationships from the perspective of the people involved, better capture the 

components of HL, and expand the concept. For example, the SCURA study identified seven 

components necessary for realizing HL and revealed numerous situational, social, and language-related 

influences and the contribution of context. Last but not least, the ethnographic study allows capturing 

how HL is informally and formally acquired and promoted. These findings are of utmost importance to 

the HL community today, which, having captured the level of HL, is now rather called upon to promote 

it in a targeted manner. 

10.1.2.4. Textbook/Document analysis 

The fourth method used to study HL is part of the broad spectrum of ethnographic methods. In this 

study, the artifact analysis is a textbook analysis, and concretely the situations depicted in it give 

ideas of how everyday situations are shaped in a particular society and displayed in materials. 

“[C]ultural products that have a significant cultural mission with a formative influence on the 

development of individuals and the cultural reproduction of society” (BouJaoude and Noureddine 2020, 

p. 1108). Although textbooks have such an essential role in shaping individuals’ behavior, there are 

only a few textbook analysis studies in the context of HL, mainly looking at science communication 

(Bölsterli 2015) or coming from the field of second language acquisition (Papen 2009). Depending on 

the field of origin, different aspects are primarily focused on either the content and scientific skill 

development or the language and communication skills development. A rarity is our textbook analysis 

because it looked at both: the content and the language (similarly to the CLIL approach (Coyle et al. 

2010)). Overall, exploring materials used to model health literate behavior, such as situations on health 

from the context of second-language courses, is seldom done, and empirical evidence on HL in SLC is 

scarce (Chen et al. 2015). Although several studies have been published about courses specifically 

developed to improve HL (Soto Mas et al. 2015; Diehl 2007), they rarely combine the current state of 

research in HL promotion or second-language teaching. An exception is Rima Rudd’s study, which has 

asked teachers in SLC about their everyday life practice (1999; 1998) and Levy’s combination of health 

and language (2008). Although these manuals contain much information about both situations to HL 

and strategies how for promoting this, due to time constraints, we have not been able to perform a 

detailed analysis of these textbooks and manuals. This would be an exciting and highly informative 

research project for the future. 

Screening and evaluating textbooks are standard procedures for teachers in language teaching, and 

several structured protocols have been developed to guide these procedures. These protocols focus, for 

instance, on the material, the tasks, and the second language acquisition theories addressed (Rösler and 
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Schart 2016; Krumm 1985; Engel 1977; Funk 1994). Due to the fact that none of these standardized 

protocols focused on assessing HL promotion in these textbooks, we abstained from using a structured 

set of questions. Instead, a qualitative exploration of these textbooks and inductively developed 

categories were deemed adequate because, on the one hand, we were curious to describe in detail the 

linguistic and content features, and, on the one hand, what situations were addressed, what characterized 

these situations, and what communicative action skills and roles were practiced in them. The common 

culture in Germany can be described from the textbook activities because second language textbooks 

incorporate major activities as blueprints for interaction and have a double mandate: language learning 

with the focus on words as well as situation teaching with the focus on common culture (Goethe-Institut 

2016). Numerous facets became apparent in the SCURA study (see Chapter 9), and an attempt was 

made initially to structure them using the four operators of the HLS-EU-Q. However, it quickly became 

apparent that the organization using the operations was far from sufficient to adequately describe the 

situations and their key influencing factors. Therefore, we embraced the structuring according to the 

situational analysis by Geißner (1986), which is known in German SLC and can therefore help teachers. 

The analysis of real situations in textbooks makes it possible to explore how typical health situations 

are, the situation and its characteristics, etc., and use them as a model for what is considered adequate 

behavior. In addition, the individual factors can be explored, and their interrelationship described, 

especially what roles the different situations portray and predetermine. By analyzing situations within 

textbooks, I intended to gain profound insights into commonly expected HL practices in society. 

Selecting a representative sample of approved textbooks contributed to the success in this regard.  

Limitations of studying HL through textbooks 

Although second language courses and textbook tasks in Germany support language and cultural 

learning, including being able to engage in different situations, among them are health-related 

communicative situations, their main goal is not to enhance HL broadly but to teach communication in 

relevant life domains such as health. Therefore, the danger is mistreating them as books for HL 

promotion. However, they are books for training, especially one component of HL, the interaction with 

language or the interactive level of HL, and thus limit their possible scope but broaden it already beyond 

functional HL (Nutbeam 2000). 

At the same time, learning interaction patterns depends on many factors other than the material 

presented (here, the communication scene), and interaction behaviors are learned not only through the 

materials but also through many other activities, including observing others. Therefore, the material 

can be used as an impetus for learning and HL promotion, but that does not mean that individuals will 

learn it precisely that way. (This connects to the difficulty of adult learning in that only learning 

opportunities can be provided, but it cannot be predicted what the learner will learn from them.) Since 

skills are learned through observation, imitation, and cognitive processing, it is crucial to investigate 

this more concretely. It is advisable to use teaching materials, observe situations between people, 

especially between parents and children or teachers and students, and explore how HL use is modeled 

on social media. Other research techniques are needed to explore this, most importantly ethnographic 

participant observation. 

Another limitation of this study emerged from the decision on how to present the findings. Due to 

the abundance of activities, it was necessary to find a way of presenting them that would best summarize 
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them in light of their complexity and multifaceted nature. Since each situation was influenced by 

numerous factors and the change of a single factor already changed the required skills and abilities, I 

decided not to present individual situations in a general way. Instead, I preferred to use the kaleidoscope 

principle (see Wigglesworth 2003) to shed more light on the individual facets, raise awareness of them, 

and encourage the researcher and teacher to consider them in the respective situation being taught. 

Another limitation derives from the fact that the analysis of instructional materials, and specific 

situations, for learning HL behavior has received little/no attention in HL research to date; 

consequently, the findings could not be cross-checked and validated with the findings of others. After 

data collection and analysis, we adopted a different strategy to categorize and discuss the results found 

in the light of empirical evidence. In addition, we drew on the models of migrant health (which include 

influences both phase-wise, at different levels, for different generations, and the two-sided perspective 

of vulnerable and resilient) to identify relevant factors and theories explaining migration health and 

health education models to identify strategies for targeted HL improvement. 

The textbook analysis’ contribution to the conceptualization of HL 

The textbooks show exactly how standard behavior works in different life situations in Germany. 

Thus, many cultural role patterns/power structures, communication patterns, etc., can be described and 

analyzed. This helps because HL is not viewed as an autonomous skill but is embedded in specific 

situations with their respective culturally defined codes and in an overall context with its structures and 

possibilities for action. Since the textbooks are not the opinion of an individual teacher but have been 

approved by the Federal Office for Migration and Refugees (BAMF) (BAMF 2019), they reflect the 

prevailing ways of acting in Germany, or any other country for that matter. 

What is astonishing and worthy of consideration in this context is that the patient is predominantly 

portrayed as someone who receives instructions but rarely shares their own opinion with a physician or 

disagrees with the doctor. However, sharing one’s own opinion is also practiced in the course, as seen 

in the online portal exercises, where learners are encouraged to express their opinions on nutrition or 

sports. How these modeled situations shape and solidify behavioral patterns, especially in mature 

individuals who have already successfully communicated about health in another country and practiced 

the behavioral patterns expected there, needs to be investigated in further studies, especially studies that 

examine in more detail how learners perceive and adopt the model behavior. 

Last but not least, the analysis of textbooks also allows exploring what understanding of health and 

HL exists in the given society. Surprisingly, these textbooks only address external health problems 

(broken leg) or minor (cough) but hardly rehearse vocabulary or ways of dealing with mental stress or 

more severe illnesses. Moreover, health topics invariably refer to the individual and their behavior but 

ignore the strong influences of the environment on health and needed HL. These findings show that 

rehearsed interactive HL only teaches a particular individual’s physical understanding of health and, 

respectively, HL. 

10.1.3 Concluding remarks on the limitations, challenges, and strengths of the studies 

The previous sections have presented key factors of the different research approaches limiting the 

explanations and conclusions. However, to separate the limitations of methodology from the limitations 

of studies and do justice to the studies, I have outlined here the study approach’s key strengths and 
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weaknesses and the implementation specifics. Acknowledging these limitations and the opportunities 

presented by the nontraditional research approaches we used and the restriction in comparison, we were 

able to gain valuable insights while at the same our study remains exploratory. Notwithstanding the fact 

that other research approaches from different traditions explain phenomena, in this case, the 

phenomenon of HL, differently, it became evident that already the understanding of explaining varies 

enormously on the research traditions: from quantitative studies that look for the explanatory power of 

their linear regression, to (sociological) theories that explain the cause of phenomena based on the 

theories, to ethnographic studies that allow explaining phenomenon from within. The study contributes 

to the current HL debate by exploring HL, its concept, measurement, use, and promotion from different 

perspectives and with different techniques, drawing plausible conclusions, identifying relevant aspects, 

and formulating new research questions. 

10.2 Vulnerability a Critical Look at it 

Another question posed in this dissertation was to explore the concept of vulnerability in the 

context of health literacy: How is vulnerability defined and used in HL based on the different studies?  

The three projects in this dissertation targeted populations considered vulnerable by virtue of living 

in rural and remote areas in low-income countries, having migrated to Germany, and in need of learning 

the German language and system. While the previous chapters presented data on HL of people 

considered vulnerable, once the studies were completed, the questions arise again of how vulnerability 

was shown in the studies, what new insights into vulnerability were gained, and what recommendations 

can be derived regarding the use of the terminology of vulnerable in the HL discourse. The discussion 

of vulnerable in Chapter 4 showed that vulnerability is often not defined in empirical studies, and 

definitions vary in terms of the key focus on the individual’s state or the (external) cause of 

vulnerability. In mainstream (quantitative) HL research, groups vulnerable to lower HL levels are 

described in categories such as young, elderly, sick, newcomers/migrants, and pregnant women 

(Chapter 4), which are distinct from middle-aged adults (males) and point to social and health 

inequalities in society (Sørensen et al. 2015). Once a person or group is identified as vulnerable, 

interventions are initiated to promote their HL levels. However, the focus is on the individual and their 

deficits and mostly ignores the situation's context or difficulty. Based on Boldt’s definition, 

vulnerability can be considered a person's state that is likely to be destabilized and wounded on the 

physical, mental, and cognitive levels due to external influences. When considering vulnerability, it is 

important to look not only at the person referred to as such, but Boldt argues that even experts can be 

vulnerable when, for example, the doctor is asked by the patient what he or she should do about a life-

changing issue that goes beyond medical expertise. In this way, Boldt introduces a perspective that does 

not attribute vulnerability inherently to a person but rather to an unfamiliar situation beyond one's own 

expertise and requires action, thereby creating instability (Boldt 2019). However, the perspective on 

vulnerable-making circumstances and situations is rarely taken up in the HL debate. This one-sided 

focus on the vulnerable group runs the risk of mistakenly perceiving them as the cause of their 

demanding situation and targeting measures (programs) at them, which in turn are inevitably doomed 

to fail eventually because they do not address the actual causes. Therefore, to be effective in the long 

term, it is necessary to address the real causes, which is why a closer look at vulnerability is imperative. 
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As the discussion on health has already shown, however, that the exclusive consideration of disease 

obscures the view of health and that people are primarily viewed from the perspective of illness, it is 

also necessary, in my view, when discussing the topic of vulnerable groups not only to focus on 

vulnerability but to adopt a health-promoting perspective and also to consider their abilities and 

resilience and the context’s influences (IOM 2017b). 

In this chapter, I will further elaborate on the concept of vulnerability based on the findings of the 

three studies. I will reverse the perspective and ask not who is vulnerable but what vulnerability is and 

how it is constructed. Additional questions are what is the cause of the vulnerability, and by what 

process is vulnerability attributed? What is the relationship between vulnerable to capable at the 

individual level and vulnerable-making and capable-making at the context level? Furthermore, it 

narrows down to the question of who defines vulnerability based on what criteria and how the target 

group is included in this definitory process. Finally, I will explore the question: what benefit can the 

terminology vulnerability have when HL is discussed, or should it be discarded?  

10.2.1 Being Vulnerable or Being Made Vulnerable? (Quantitative Studies) 

In public health, vulnerability is often attributed based on the results of quantitative studies that 

employ statistical analysis to identify groups with poorer capabilities and describe them by 

sociodemographic characteristics (WHO 2022c). The groups with low or lowest levels of abilities 

or/and highest prevalence and incidence of diseases are then defined as vulnerable (Bittlingmayer et al. 

2020d, p. 107). In doing so, these calculations ignore the influences of the environment or situation, 

which greatly affect the person's stability and hence make him/her vulnerable. 

Multiple HL studies showed that people with lower sociodemographic characteristics (as indicators 

for determinants of health) or higher prevalence of disease have lower HL than people with better 

sociodemographic characteristics or better health (Hickey et al. 2018; Lorini et al. 2018). In the absence 

of data on HL for Afghanistan, we could only rely on available data on determinants and health in 

Afghanistan to infer HL. Along this way of reasoning, we assumed that Afghans in rural and remote 

areas are vulnerable to low levels of HL due to poor health determinants and poor health outcomes (see 

the poor indicators for Afghanistan in the Global Health Observatory (see Chapter 4.1, Table 1)).  

After conducting the study, we examined it again and explored how the vulnerability is expressed 

and produced in it. Three fundamental areas emerged in the re-analysis of the quantitative study. A) 

Vulnerability in outcomes: The levels of indicators determine those considered vulnerable based on a 

descriptive and correlative statistical analysis of the data. B) Vulnerable due to the selected (and 

studied) part of reality. C) Vulnerability due to the analysis and interpretation: How does the analysis 

process determine vulnerability? How is it attributed to causes, and who holds the power to attribute 

vulnerability based on what has been included?  

In the following paragraphs, I will discuss the findings in light of other evidence and elaborate on 

these aspects of importance for reflecting on vulnerability in HL more generally.  

VULNERABILITY BASED ON THE RESULTS 

Based on the conceptual model of comprehensive health literacy, the HLS-EU-Q enabled the 

measurement of HL levels embedded in health determinants and health outcomes (distinguished as 

health behaviors and health status). According to the usual procedure in quantitative assessment, people 

with lower HL values are considered to be at risk. A low HL level can be assumed for people in 
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Afghanistan in particular, given the poor determinants of health and the poor health status compared to 

other countries (See Chapter 4). In the discussion of vulnerability, findings on five aspects become 

significant in our study: HL level, health determinants, health behavior, health outcomes, and other 

constructs. Since the HLS-EU conceptual model, as well as many other models, outlines a linear 

relationship between the four indicators, health determinants lead to HL, HL leads to health action, and 

finally, results in health, it is reasonable to assume that if a person has low scores on the preceding 

indicator is also vulnerable to the subsequent indicator. 

Next, I will discuss the results linked to vulnerability and also the association between HL and 

these factors. By conducting correlational analyses, we aimed to identify the determinants affecting 

distinct levels of HL and to explore the relationship between HL and health behaviors and outcomes to 

test the appropriateness of the linear HL model. This allowed our assumption that HL levels in 

Afghanistan are poor because they are associated with poor determinants and poor health status (see 

Chapter 4) to be examined in more detail. This analysis of correlations between HL and other factors 

is widely used in HL studies and is found in many reviews (Zhu 2018; Lorini et al. 2018).  

1) Findings related to HL level 

This Afghan HL study provided the missing empirical evidence for the qualitative reports (Burhani 

2009; Akbari 2019) that people in Afghanistan have low HL and are, therefore, vulnerable. Measured 

with the HLS-EU-Q16, Afghans in central Afghanistan actually have lower HL scores than all other 

countries (see Figure 15) (Duong et al. 2017; Sørensen et al. 2015). However, comparing our data with 

others is limited because other studies per se exclude people without literacy skills, as suggested by the 

HLS-EU-implementation protocol (Pelikan et al. 2014). Consequently, it is plausible to assume that the 

measured HL levels should also be lower in other countries with high illiteracy rates if they are included 

in the assessment. Generally, studies that specifically included people with no or low literacy would be 

the appropriate comparison group for our Afghan study in a country with a comparatively low literacy 

rate. A low measured vulnerability may be due to the fact that, according to the study procedure, 

illiterates were excluded from participation in the study.  

Two findings are striking in our analysis of the HL levels. First, our findings question whether the 

assumed casualization that low literacy equals low HL is globally correct (Simpson 2021). The 

assumption stems from the close relationship between HL and literacy skills (in the initial HL studies), 

which were developed in high-income countries with comparatively high literacy rates. However, 

considering the number of people with low literacy skills globally, it becomes obvious that illiteracy is 

widespread in many countries (see UNESCO 2022). Furthermore, the question arises as to whether 

written information and, thus, written HL skills play a similarly important role in countries with a high 

proportion of people with no or low literacy skills as they do in countries with a low proportion of 

people with no or low literacy skills. Studies from countries with lower literacy rates question this 

casualization (low literacy leads to low HL) and point out that extracting the skills needed in the 

respective context and situation is extremely important to adequately evaluate literacy's relevance 

(Purcell-Gates et al. 2002; Rudd et al. 2005). HL and the evaluation of low HL can only be adequately 

unpacked when it is embedded in a sociopolitical context of high literacy demands; thus literacy is a 

historically situated practice (Santos et al. 2018, p. 196). If, as in many countries, literacy levels are 

high, the nature of HL in these countries needs to be explored differently because each country has 

developed a system of information sharing, even orally. In our Afghan study, people were interviewed 
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orally, and it was found that people could have high HL levels despite having no or low levels of 

education (Harsch et al. 2021c). Second, another finding is astonishing given the poor determinants of 

health in Afghanistan: Although all people here come from the same health-detrimental context, not all 

have the same level of HL (which is especially evident in the results of the women’s study) (Harsch et 

al. 2021b). Remarkable differences in HL among people from the same region are also observed in 

most other studies that have examined HL in other countries (Sørensen et al. 2015). These findings 

invite us to further explore the cause of the differences and challenge the assumption that people from 

the same country or migrants with the same ethnic background consistently have low HL levels. 

Vulnerability is attributed because the results of quantitative studies provide empirical evidence for 

low HL.  

2) Findings related to determinants of health 

Determinants of health are poor and less conducive to health. As predicted by the mere 

description of country characteristics (in Chapter 4), our participants reported poor determinants of 

health, such as lower levels of education, shortage of jobs for educated people, and sometimes very 

long distances to the nearest health facility (a proxy for healthcare access) (The Asia Foundation 2019), 

and also a lack of information and communication technology. Another finding is the higher number of 

family members for whom people are responsible compared to Germany. With respect to the HLS-EU-

S, it is surprising that while it points to the need for various health determinants, it does not consider 

them alongside sociodemographic determinants. The role of other factors such as availability of 

healthcare, family size, poverty, and education in the family should be considered in addition to general 

living conditions such as severe winters and political situations that affect people's mobility, security, 

and health. Chapter 4.1 illustrates that neither the prerequisites for health nor the (social) determinants 

of health are favorable in Afghanistan. All these contextual conditions can be argued as plausible 

reasons for why Afghans have become vulnerable to low HL.  

The Afghanistan HL study allowed analysis of not only how the important determinants of health 

are manifested in Afghanistan but also how they relate to HL. Besides general vulnerability, certain 

groups in our sample are specifically vulnerable, such as older women without formal education 

(Harsch et al. 2021b). Bivariate correlation analyses showed that education in particular but also age, 

amenities, and sickness are related to HL in the female sample in Afghanistan (see Figure 18). However, 

this picture was not repeated in the male sample. This association of HL with certain determinants is 

consistent with studies worldwide that showed HL is likely to be worse among older, less educated, 

and sick people (Lorini et al. 2018; Quenzel and Schaeffer 2016). Education has the strongest positive 

correlation with HL among all these groups, even on lower educational levels (not just above 6th grade, 

as suggested in Lorini’s study (2018)). Our study on HL in Afghanistan has replicated other studies’ 

findings that (health) education is an important determinant of HL (Nutbeam 2000) even at lower 

educational levels, but it also questioned its predictive power for health practice. Thereby our study 

does not fully support the linear model of HL as a determinant of health practice and better health 

outcomes (WHO 2012, p. 17). Yet, educational attainment is only a very imprecise indicator for 

education, and further research is needed on how HL is related to education and what specific education 

features contribute to HL. Our analysis of the relationship between age, education, and HL (in the 

female sample) has indicated that the level of education attained is strongly associated with structural 

conditions (availability of and access to education) and less the individual’s deficit or abilities. These 

finding urges researchers when analyzing and exploring the determinants of health and high ability, not 
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to limit themselves to simply describing bivariate correlations, and thus mistakenly seeking the reason 

for low HL in the individual or his/her sociodemographic characteristics, but rather to examine what 

structural/societal factors contribute to an individual's ability to achieve schooling. Therefore, Afghans 

in this region grew up in an environment that is not conducive to health-literacy promotion: denied 

access to schooling, limited availability of communication devices (especially the Internet), making 

access to and search for health information much more limited. All this needs further (qualitative) 

investigation. The lack of education for older people and the low HL level can also raise the question 

of whether there are windows of opportunities to acquire HL skills and suggests that policymakers and 

practitioners can take advantage of these windows (specifically childhood and adolescence). Our study 

suggests that low HL arises from the lack of access to education, and thus becomes the responsibility 

of policymakers and society, and is not invariably self-inflicted. Given the enormous differences in 

prerequisites for health and (social) determinants of health globally and their prominent role in the HLS-

EU conceptual model, it is surprising that these differences are mostly ignored in the presentation, 

analysis, and interpretation of the HLS-EU-Q (Sørensen et al. 2015). Our findings urge that other 

countries should also be examined more closely to determine what promotes the development of certain 

social determinants and what influence they have on each country's understanding of HL and its 

evaluation. Our study has shown that especially for this region but also for other regions in Afghanistan, 

and presumably for many other low- and-middle-income countries based on inferences from general 

social and health data, social and health disparities do not occur solely because of the individual but are 

strongly influenced by geopolitical differences (Akseer et al. 2018). Moreover, the link between 

education and HL, while strong, is not all-explanatory, as evidenced by the fact that not all people with 

little or no formal schooling have inadequate HL. Other explanatory patterns should be further explored, 

such as informal HL acquisition, the role of families and other community-based organizations (e.g., in 

the comparably large Afghan families), individuals’ capabilities (in relation to the family’s abilities), 

freedom to act (concerning health decisions within a family), socioeconomic status, and culture (see 

the role of religious beliefs). However, in my view, it is exceptionally relevant not only to statistically 

investigate the relationship of any determinants with HL but also to explain the relationship in a 

plausible way; this would lead to findings from these quantitative studies that are not only statistically 

significant but also relevant to everyday life. Although the quantitative studies show the relationship 

between determinants of health and HL, it is not as straightforward and requires further explanation. 

This calls into question the common procedure of describing people whose social determinants of health 

are less favorable as vulnerable based solely on the presence of these characteristics. Similar to IOM’s 

statement that migration per se does not necessarily make sick but that the conditions associated with 

migration do (IOM 2021), the contribution of the determinants of health to the acquisition and use (and 

recognition) of HL requires explanation. In addition, there is a remarkable difference between the HL 

levels of the people in each sample, especially in the women’s sample. This indicates that not all people 

in that region have equally poor HL levels; therefore, merely coming from one region does not fully 

determine the level of HL and refutes the assumption that one can infer HL from the origin of a person. 

The existing differences in society and each individual's particular situation must also be considered. 

The Afghanistan study suggests that vulnerability arises because of poor starting chances and, 

consequently, fewer opportunities to build one's own HL (especially in school education). 

3) Findings related to health behavior/health practices 

Reported health behaviors need improvement. Since HL is a determinant of health behaviors 

(WHO 2012, p. 16), inferences can be made about HL by looking at health behaviors. Based on our 
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data, the assumption that poor health behavior is due to low HL is questionable. Indeed, once general 

information about the country is available, whether medical personnel is accessible or whether the 

mullah is a person nearby to consult for health advice, the question about the origin of inadequate health 

behavior can be assessed differently and attributed not only to the inability of the individual but also to 

the vulnerable-making circumstances. Whether the non-continuous consumption of fruits and 

vegetables is a sign of insufficient knowledge about the health benefits (low HL) or whether it is due 

to the seasonal availability of fruits and the garden and the lack of large (super) markets that offer fruits 

and vegetables at an affordable price throughout the year needs further investigation. Evidence that the 

majority of individuals eat fruits only seasonally suggests fruit availability rather than individual 

misbehavior. The association of behaviors with seasonal or other contextual factors is mostly ignored 

in HL studies but could provide many insightful results and would change the view of vulnerability (no 

reference to season/weather or climate was found in Berkman et al. (2011), Nielsen-Bohlman et al. 

(2004) and Okan et al. (2019)). Afghans are vulnerable (to low health) because their health behaviors 

are not invariably conducive to health. Whereas considering behavior contextually suggests different 

conclusions than just that health behaviors are low because of too low HL. 

 In our study, the analysis of the relationship between HL and health practice yielded mixed 

results, which is not surprising because already Lorini’s (2018) and Zhu’s (2018) comprehensive 

systematic study showed that HL is only associated with some but not all health practices and the 

findings could often not be replicated in other studies. This unclear relationship between HL and health 

practices is all the more important to question because the rationale (and political claim) for HL is that 

individuals with higher HL make better health-related decisions and act better; therefore, HL should be 

better promoted. One possible consideration is that HL does not directly lead to better health action but 

to better decision-making ability. Attributed vulnerability (for poor health behavior) is based on a link 

between HL and health behavior that is incorrectly assumed to exist and to be strong. 

4) Findings on health outcomes 

The last association to consider is the relationship between HL and health outcomes. Our study 

confirmed the findings of other health surveys and reports (WHO n.d.c; Burhani 2009; Akbari 2019) 

that Afghanistan's health status is low due to specifics of our sample (higher age of household heads 

and people in hospital). However, it is interesting to note that despite all the difficulties these people 

face in their daily lives (The Asia Foundation 2019), whereby people can only become ill, not all people 

are ill. So, further analysis could be informative, similar to Antonovsky's study of why people do not 

get sick and what their Generalized Resistance Resources are (1997). The well-being scale can already 

provide a few insights as a positive health indicator (WHO 1996). Moreover, studies have shown that 

ill people are more likely to have low levels of HL (Berkman et al. 2011). To not only measure the 

relationship between HL and health through a negative lens (disease) but also through a positive 

perspective on health as wellbeing, this study included the Quality-of-Life scale as an indicator. Our 

study showed that HL was negatively associated with being sick, chronically ill, and even with quality 

of life (see Figure 18) for the female sample but only with being sick in the male sample. Although 

some studies have found a moderate association between HL and quality of life (see Zheng et al. 2018), 

we could not find a study that combined the HLS-EU-Q and the WHO QoL. Therefore, comparing our 

data with other studies can only provide hints, suggest trends, and generate interesting research 

questions for the future. The prominent role of social well-being in Afghanistan and its correlation with 

HLS should be further explored and may lead to a better understanding of social health and HL. 
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Furthermore, the existence of a correlation between HL and disease should be interpreted with caution 

because qualitative studies show that HL is less about the status of being sick than the activities that 

come along (Samerski 2019; Stømer et al. 2020). Qualitative studies suggest that sick people (especially 

chronically ill people) face more health issues, interact more with healthcare workers and personally 

relevant health information, and have to make more decisions than healthy people, so the abundance of 

information and complexity of diseases alone may contribute to them estimating their HL level as lower 

(Samerski 2019). Also, one should critically reflect on whether this link between low HL and less health 

(linked through health decisions and health behavior) applies to all diseases, genetically determined 

diseases, diseases that are caused by environmental influences can hardly/not be influenced by the 

individual. A fundamental question that needs to be clarified is the actual contribution that a person can 

make to the development or prevention of disease through his/her behavior. The impact of behavior on 

diseases that can be prevented by vaccination is relatively large with comparatively little effort (going 

for vaccination). The behavioral contribution of humans in the development of diseases of affluence 

such as fatty liver is still present, albeit over a longer period of time, but the actual behavioral 

contribution in the development of cancer is comparatively small (see, e.g., Ornish et al. 2005). For 

those reasons, the relationship between HL and health/disease needs to be defined more precisely before 

it can be adequately differentiated. Moreover, the discussion of the contribution of individual behavior 

to health must always take into account the entire context, as the Covid-19 pandemic dramatically 

demonstrated that not only must there be a willingness to vaccinate, but also the vaccines must be 

available, and the social context must also have a major influence on the decision to vaccinate (Al-

Amer et al. 2022). These brief elaborations hint that the correlation between HL and disease should be 

further explored. 

5) Findings on other explanations 

Lastly, HL could be related to other (cognitive) constructs that are equally plausibly linked to 

determinants of health, health decision-making, and health outcomes (see already the WHO 

Intervention Model lists health knowledge, belief, practices, capacity building, and self-efficacy as well 

as community empowerment as core concepts together with HL) (WHO 2012). Besides a cognitive 

competence (HL), other explanations such as personal, religious, and spiritual beliefs contributed to 

the level of quality of life should receive further attention. These personal views on health and religious 

interpretations were often associated with societies (or communities) firmly embedded in religious 

beliefs (see also (Akbari 2019)). Yet, the corona pandemic shows that people's beliefs can also strongly 

influence their health behavior in primarily secular countries such as Germany (Jensen et al. 2021; 

Magadmi and Kamel 2021). The general relationship between beliefs and various health behavior, 

health outcomes, and quality of life needs further exploration and should also consider the two 

counteracting subscales of the overall scale (SRPH_beliefs and SRPH_coping). Another attempt to 

analyze HL (as critical HL) is to include empowerment scales (Ünver and Atzori 2013), which provide 

a more detailed analysis of the actions and self-assessments. Although this survey did not 

comprehensively include all possible other constructs that can explain the relationship between social 

determinants of health and health outcomes, it provides evidence of other equally important factors in 

decision-making and health, which can be used as alternative explanations for vulnerability. The 

relevance of attributed vulnerability also depends on how accurate HL is as a construct, what other 

constructs were included, and their contribution. 
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In summary, the description of the group of Afghans (in central Afghanistan) as vulnerable is 

accurate given the poor determinants of health, low HL, health practices that need improvement, and 

low general health. However, the discussion raised questions about the appropriate interpretation of the 

data for each context, specifically the context in Central Afghanistan. The discussion above suggests 

another conclusion because the high HL levels, good health practices, and health status are astonishing 

given the adverse circumstances. Surprisingly, the frequently assumed linear relationship between 

determinants of health, HL, health behavior, and outcomes has not turned out to be as linear as often 

suggested and should be critically questioned. Consequently, looking more closely at the whole 

situation is imperative when assessing vulnerability and HL. 

VULNERABILITY DUE TO FRAMEWORK and its selected part of reality  

Besides identifying vulnerability based on the results, vulnerability is also highly dependent on the 

conceptualization of HL, its operationalization, and the underlying idea of a human being and of a 

health literate person. 

Vulnerability can derive from the framework. Like many other studies globally, the Afghan HL 

study used the quantitative HLS-EU-questionnaire, which was developed based on the European 

countries' HL definition and conceptual framework (Sørensen et al. 2012). The framework's various 

components (determinants, HL, outcomes) were operationalized and can be assessed with quantitative 

measures (Sørensen et al. 2015). Whether this general framework and the concrete operationalization 

of the items for HL are adequate not only for European countries but also beyond needs to be thoroughly 

explored. In the process of preparing our study for Afghanistan, we became aware that the suggested 

variables for the determinants and outcomes were not appropriate for our region in Afghanistan and 

needed to be adapted, as well as one item deleted from our study. This process of adapting it to the 

context and making it relevant (which is also recommended in Osborn’s Ophelia guidelines (Ophelia 

2017)) is of immense importance not only when conducting a study but also when comparing the 

findings of different studies. Researchers are repeatedly confronted with the question of the immediate 

application of a tool in a new context or the cultural-linguistic adaptation of the tool. What is appealing 

about the HLS-EU conceptual model, not the HLS-EU-Q, is its generality and allows for specifying the 

respective determinants but also outcomes according to the situation in the country. At the same time, 

this is a disadvantage because it makes it complicated, if not impossible, to make general statements 

about HL. Due to the immense differences in all HL tools, others have criticized this difficulty (Pleasant 

et al. 2019). A particular criticism of the transfer of the HLS-EU conceptual model into the 

questionnaire is that apart from the personal determinants, the societal and environmental determinants, 

as well as the situational determinants, although they have a massive influence on health (see Chapter 

10.1.1) and the limited access to health information, are hardly taken up, and thus their influence on 

HL cannot be sufficiently explored and examined. Based on other qualitative studies (Harsch 2017) in 

Afghanistan and the results of our study, we can identify some issues that should be looked at more 

closely. Education needs to be concretized; the most relevant health practices should be included (for 

example, along with the recommendations for the Community Health Workers and BsPH (MoPH 2010, 

2005)) but also the view from the individual to the social environment (and the possible scope of action 

available in it) should be broadened, the opportunity to receive health information (for example through 

TV, see Burhani 2009), the positive look at health as wellbeing as well as beliefs (religious as well as 

about mental health topics Akbari (2019)) should be included. These remarks show that, depending on 
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how adequately the phenomenon is captured in the model, the attribution of vulnerability is not only 

statistically accurate but also relevant to everyday life.  

A second criticism concerns the operationalization and items used. The list of activities in the 

HLS-EU-Q is not derived from the (most) relevant activities in all societies, including Afghan society, 

but was developed through a plausible process by European researchers. Whether or not it is adequate 

for the situation in Afghanistan (and covers the most important HL-related activities in Afghanistan) 

can only be assessed through qualitative studies. Using the HLS-EU-Q16 based on activities developed 

for Europe, the HL of Afghans was measured to be very low, and therefore, Afghans will be classified 

as vulnerable to low HL. Whereas this interpretation may turn out to be wrong or misleading in the 

specific context. Another challenge is based on the rather general formulation of the items without 

specifying the person, the context, and the content of the communicative activity. This broadness makes 

more detailed analysis difficult. For example, a person who imagines an activity in a more complex 

context would likely describe the activity as particularly difficult than a person who views the activity 

without context. Based on these different categorizations and ratings, they would be attributed to 

different HL levels. How accurate the attribution of vulnerability to individuals based on 

questionnaires depends on the clarity or ambiguity of the items being assessed. 

Bearing in mind that the HL level is determined by individual abilities and system demands and 

requirements (WHO 2013, p. 1), the questionnaire can also be used: not to record the HL of the person 

but to explore the difficulty (and complexity) of activities. Activities that make vulnerable are 

activities that are particularly difficult for most people to perform due to their complexity and 

ambiguity. This analysis based on the constituent item is also found in other studies (Quenzel and 

Schaeffer 2016). Knowing the difficulty of each item is even more critical because the items used for 

measuring HL are derived from specific contexts with their (sociopolitical and cultural) specificities, 

such as reading a medication package insert or health promotion information available in the media. 

These examples are common in European countries, but health information sharing and using may be 

different in other countries. Therefore, because most HL studies look only at one side of the complex 

situation and treat HL primarily as an autonomous skill without capturing the competencies of other 

people as well as the whole situation in context, it is impossible to determine whether the difficulty of 

the task comes from the person, the health worker, the activity, the situation, or the context. It would 

be interesting to include the health professional's side of the equation, as envisaged in the HL equation, 

and to capture the specificities of the situation and context, as well as the possible scope and constraints 

of action. Due to major challenges in appropriately analyzing responses, researchers have pointed out 

the weaknesses of the scale and have advocated discontinuing the use of HLS-EU-Q (Steckelberg et al. 

2017). Nonetheless, the tool was defended, remains widely used, and its merits as a comprehensive 

framework are extolled (Pelikan et al. 2018b). Another point of criticism regarding the items occurs, 

which refers to the self-rating of one's competence and not the actual recording of the performance (as 

an expression of competence). The idea that a self-rating scale can be used to measure actual 

(performed) HL has been much discussed during the HL debate. In view of recent social movements, 

such as the “Querdenker” (an anti-Covid-19 vaccination movement in Germany) (Koos 2020), the 

question arises whether the potential to perform an action is a good indicator for actual performance. 

Recent events suggest otherwise and can be interpreted as vulnerable-making activities. The rated 

vulnerability depends on how difficult and how unambiguous the activity to be performed is. 
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The third major criticism of the framework and the questionnaire is the underlying idea of the 

human being: The authors of the HLS-EU-Q did not specify the theoretical underpinnings of the scale, 

yet, as outlined in the ELMi study, frame the individual as a competent, rational, autonomous 

decision-makers. (See further elaborations in Chapter 2 of the ELMi book and Chapter 8 of this thesis). 

This framing and the exclusive focus on the individual leads, consequently, to attributing the reason for 

vulnerability or a low HL level to the individual and simultaneously ignoring and neglecting the 

influences of society, the context, and the specific situation. The necessity of placing HL not in the 

individual but in the social context becomes relevant in more collectivistic-oriented and group-based 

decision-making processes and whenever people do not meet the ascription of the individual fighter 

due to their life stages, such as children or older adults. Also, our Afghan study highlighted the 

relevance of significant social others, yet how they are taken up needs to be further studied. Attributing 

vulnerability to the individual originates from the underlying idea of the human being as a single 

(social) context-independent person. 

A fourth criticism concerns the concept of the health-literate person. According to the 

conceptualizing of HL in the HLS-EU, the health literate person is one who rates all proposed activities 

as easy to perform. This notion that a health-literate person can easily engage in appropriate health 

behavior and make good health decisions are found in many HL tools (Paasche-Orlow 2021). In this, it 

can be linked to the highly normative perspective of healthism (Wirtz 2021). Whether or not this 

ultimate goal should be achieved requires, first, an awareness of the shared notion of what high HL is 

and, second, an assessment of whether or not this pursuit goal is adequate and an understanding of the 

patient’s/person’s goal. Here, the reflections in Chapter 4 of the ELMi book are useful because, defined 

by what is healthiest and the idea of a good life, new ways to describe a person and to attribute 

vulnerability or even capability are proposed. Vulnerability arises from evaluating the behavior 

exhibited/adjudicated against an externally established norm without considering the individual's 

ideas, goals, and possibilities. 

Vulnerability due to DATA MANAGEMENT and ANALYSIS 

A third major set of factors that provide clues to how vulnerability to low HL arises or is 

constructed is the role of data management and statistical data analysis. Following the proposed 

standard procedure of the HLS-EU-Q analysis, the following steps contribute to the attribution of 

vulnerability. 

As stated above, the usual procedure of administering the questionnaire excludes illiterates, which 

already here per se, without being able to prove or disprove it, ascribes vulnerability. It is certainly 

plausible that the written language is of high importance for HL in European contexts, and therefore 

this conclusion is obvious. Nevertheless, more detailed scientific studies are needed. 

The second step that has an effect on the attribution of vulnerability is the reduction of a 4-point 

Likert scale to a 2-point Likert scale (easy vs. difficult) for each item (Sørensen et al. 2013; Röthlin et 

al. 2013). This transformation of the available values for each item results in the omission of much of 

the information content of the HL questionnaire, which is based on self-reported skills. If this 

subdivision had been applied, the proportion of persons with inadequate HL would have been even 

bigger. We refrained from this reduction in our Afghanistan study to retain all the information and to 

be able to analyze HL in further depth. 
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Third, the computation of the 16-item scale into a single indicator and the calculation of the mean 

scores. This indicator and the score allow comparing the findings with those of other countries (as done 

in several countries) (Sørensen et al. 2015; Duong et al. 2015). By combining all the info into one sum 

score, the diversity, and competencies of the individual in the different domains are all combined into 

one value, and this value is, in turn, used to guide all HL interactions. However, since the scale only 

includes how people rate these activities without considering the framework conditions or whether this 

behavior can be carried out at all, or whether people tend to give worse answers in general, it is not 

clear from the single indicator. Moreover, this scale makes it impossible to draw adequate conclusions 

about the HL in the respective situation. However, this transformation into one sum score also loses 

much information about what is actually considered as being difficult and whether people with higher 

HL levels consider all answers easier than those with lower HL or whether a different pattern can be 

found. Here the attribution of general vulnerability occurs due to aggregation into a sum score. 

A fourth limitation is that the analysis of the HL scale does not remain with score values as lower 

or higher which would be adequate for the scale but that they transform the scale into a qualitatively 

interpretable three or four-level category. All persons who indicated that performing half or more of 

the activity (8 of 16 items) is difficult are labeled "inadequate.” (Pelikan et al. 2014)) All persons who 

indicated that it is easy in more than 50% and less than 75% of all statements (9 till 12 of 16 items) 

were labeled "problematic" and only all persons who indicated that it is easy in more than 75% of all 

statements (13 till 16 of 16 items) were labeled "sufficient.” These subdivisions were not developed 

from empirical evidence but derived theoretically from the instrument. This subdivision and especially 

the qualitative designation as inadequate problematic sufficient, or excellent in the HLS-EU-47 is 

problematic because it not only divides into higher and lower, as the scale would be adequately 

described but also assigns evaluative adjectives to these levels, which requires specifying 'inadequate' 

of what or to what. This large grouping of all individuals who describe only half or less of the activities 

as easy means that the scale cannot adequately discriminate at this low level, and consequently, all 

individuals with low levels all considered vulnerable. It should also be noted critically that these 

activities were developed in countries in Europe with relatively good healthcare and that the 

benchmarks were also set here. The high number of people in Afghanistan with insufficient HL may 

also be due to the fact that the environment does not provide many determinants for health and 

healthcare. Therefore, it should be examined whether these classifications are also applicable to persons 

from other countries with less favorable conditions and thus passes the test of not only statistically 

significant but also relevant for real life. Vulnerable due to the qualitative evaluation of quantitative 

data. 

Fifth, the relationship with determinants and outcomes of the respective HL are explored based 

on the mean score. According to the underlying linear model of HL, it was assumed that determinants 

of HL lead to behavior and outcomes and that they are interdependent and account for vulnerability. 

But whether this direct correlation linear correlation is adequate or whether other components such as 

beliefs, self-efficacy, knowledge, or opportunities to speak are better mediators for it require further 

discussions. The major criticisms of exploring HL with the linear model were outlined in the previous 

section (10.1). Another major limitation worth mentioning is that HL does not fully capture but only 

includes one side of the HL equation. Consequently, only factors on this side (inherent to the individual) 

can be taken as the cause of vulnerability, which inevitably leads to wrong conclusions. This leads to 

the last crucial point of criticism. It concerns the question of the appropriate object of investigation, 
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should it be, as in the HLS-EU, the individual person, or rather, as this presentation shows, the person 

in his/her social environment and the respective difficulties he/she encounters in it. When looking at 

the situation from a context-independent perspective, there is a risk that the individual is quickly 

considered vulnerable, even though this description would not be accurate when looking at the situation 

as a whole. Vulnerability due to the selected section and the one-dimensional view. 

Concluding remarks regarding vulnerability to low HL assessed with numeric data. 

The preceding paragraphs demonstrated many ways in which individuals, exemplified here by 

people of Afghan descent, are classified as vulnerable in quantitative studies and has critically examined 

these processes. Our study on HL in Afghanistan has confirmed other studies’ findings that education 

is an important determinant of HL, but the study also questioned the predictability of health practice 

based on HL levels. So, our study does not support the linear model of HL as a determinant of health 

practice and better health outcomes (WHO 2012, p. 17). These elaborations showed that vulnerability 

could stem from numbers and is associated with a lower level of favorable and a higher level of 

unfavorable factors (compared to others and in context), is strongly linked to the framework and 

operationalization and also the analysis and interpretation. Based on quantitative studies, the statement 

low HL is only a statistical statement. However, to gain relevance and meaning in real life, it must be 

embedded in a context and compared to a set of relevant health information-related activities in this 

context. Surveying HL with the HLS-EU-Q16 does not allow for this and, at the same time, indicates 

that the comprehensive nature of the HLS framework is not fully reflected in the questionnaire and 

empirical results. This limitation, and thus reduction, inevitably limits the factors that can explain 

vulnerability. Another major criticism of the questionnaire’s conceptualization and, thus, attribution of 

vulnerability is that the HLS framework looks at the individual and not the social network. The 

questionnaire’s mere focus is on cognitive aspects of HL and excludes other criteria that explain health 

behavior, such as spiritual beliefs or the real opportunity to act (see elaboration on the capability 

approach in section 10.4), which in turn affects the attribution of vulnerability. 

Simply presenting the results out of context and calculating bivariate correlations with social 

determinants of health and health outcomes, our study confirms the assumption that Afghans have low 

HL because of low determinants and poor health. However, the brief discussion of the study has 

revealed many aspects that may also affect the attribution of vulnerability and offered alternative 

explanations, specifically where to seek vulnerability and what causes it. Central is to explore whether 

Afghans are vulnerable to low HL through their own fault or because the environment makes them 

vulnerable. This study’s findings regarding the immense influence of education point to the latter. 

Given the enormous influence of prerequisites and determinants of health, the question arises as to what 

contribution HL can actually make to health. 

In addition to these structural aspects of HL, it is essential to look at the other half of the HL 

equation, namely demand and complexity of healthcare, to more adequately attribute and determine 

vulnerability. Similarly, Boldt also mentioned that healthcare providers could be very vulnerable when 

giving advice that is not limited to objective diseases but relates to lifestyle and relation to others. The 

concept of vulnerability can only be better understood in this two-way view.  

Like many other quantitative studies, this cross-sectional study can only capture the status quo and 

show associations with social determinants without being able to explain the development of HL. 

Lastly, in order to be able to examine the adequacy of a questionnaire for a specific setting, it is, in my 

opinion, crucial to describe the common information dissemination, processing, and application 



Discussion: HL as a Social Practice Through Different Lenses 

 163  

processes and to develop appropriate items for the questionnaire that take the dynamic process into 

account. 

Quantitative data on health in Afghanistan suggest that all people are bound to be ill and vulnerable 

to a considerable extent. This makes it all the more surprising that this vulnerability is not reflected in 

all women's health outcomes or HL levels. Thus, our study showed that simply being from the same 

region is not sufficient as an explanatory variable for health status or HL level. Despite adverse 

circumstances, the remarkably high proportion of women with good HL urges us to examine more 

closely not only vulnerability but the resilience and even competence. A promising perspective for 

future public health research in Afghanistan is salutogenesis (Antonovsky 1997) and the study of 

people’s skills despite the circumstances and deprivation. Likewise, the analysis of quantitative studies 

can take not only a deficit but an asset perspective (Nutbeam 2008) and accordingly consider not only 

vulnerability but also inherent strength and strengthening contextual factors. 

10.2.2 Being Vulnerable = Being Deficient and Different?  

Our second research project focused on one group considered vulnerable, migrants. They and also 

other social groups might be perceived as having lower HL skills because the communication with them 

might be challenging or because they might behave differently than expected by health professionals. 

An approach to the needed HL competencies and vulnerability of migrants can be made by looking at 

migrant health theories or the models of migrant health (see Chapter 4). However, this brief summary 

already shows that it is impossible to make uniform and universal statements about migrant and their 

health situation and the HL required for this. In my opinion, a more sensible approach is to be aware of 

the many factors that can promote and burden the health of all people, specifically migrants, and take 

these factors into account when analyzing the health situation of a specific migrant (or his or her family 

or community). Whether the respective factors turn out to be vulnerable or capable cannot be answered 

in a general way. However, in terms of HL, it is widely observed that migrants are considered vulnerable 

to low HL (WHO 2018b). Nonetheless, when a look is taken at the mainstream literature, it becomes 

apparent that this individualized view is scarce, and migrants are mostly viewed in a blanket manner as 

vulnerable to low HL (Rikard et al. 2016). Whilst many HL reports classify migrants as vulnerable per 

se, the literature review and theoretical considerations in the ELMi project took a different path. 

VULNERABILITY DUE TO THE WAY WE REPORT  

 Based on the literature review in Chapter 2, vulnerability could be discussed in three ways:  

One way of how vulnerability is discussed in the literature is linked to health inequalities. 

Vulnerability in HL often refers to individual deficits and shortcomings. However, the results can be 

interpreted differently, and the association between HL and health determinants may indicate that 

vulnerability is a consequence of health inequalities, such as social-structural differences. Individuals 

alone are unlikely to influence these health inequalities. Therefore, this chapter argues that people's 

poor HL is largely related to health inequalities in society. If researchers take this interpretation 

radically seriously, they must conclude that improving HL requires addressing the contest, not the 

individual. This is consistent with the setting and whole society approach proposed by WHO (2022b) 

and with Marmot's approach focus on social determinants of health (Marmot et al. 2012) in order to 

increase HL indirectly (GHLS 2021). Here, vulnerability to health inequalities is rooted in and caused 

by the context, which, to use Boldt's terminology, causes instability. This perspective on health 
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inequalities is concerned with structures and their influence on health and is widely used in health 

epidemiology and public health but has been slow to penetrate the mainstream HL debate (some 

examples are Batterham et al. 2016; Abel and Frohlich 2012; Kimbrough 2007a; Kristen McCaffery et 

al. 2020). Based on the above, it can be concluded that people can be considered vulnerable because 

they live in conditions that make them vulnerable. 

A second way of how vulnerability is used in literature is as a general description of certain social 

groups. Vulnerability is a standard term used to describe migrants, and numerous studies have been 

conducted to provide evidence for this (RKI 2020). In addition to migrants, their children are also 

considered vulnerable because they depend on their parents, and their parents' deficits also affect them. 

Surprisingly, most studies on migrants examine only the vulnerability aspect (i.e., take a medical-deficit 

perspective) and rarely capture migrants’ abilities, strengths, and resilience (in terms of salutogenic 

health-promoting perspective). Focusing on deficits is quickly recommended from a paternalistic stance 

to develop offers to reduce these deficits (Altgeld and Bittlingmayer 2017; Schaeffer et al. 2017; 

Kolpatzik 2019). In this way, a narrow perspective is taken, obscuring the view of all that is already 

successful or has inhibiting and promoting contextual factors. Although there are many attempts to 

conduct genuine participatory research and include the opinion and expertise of vulnerable groups from 

the outset (Feuerherm 2016; Culhane-Pera et al. 2010), surprisingly few studies describe the overall 

situation and assess vulnerability from the perspective of the people affected themselves. Due to the 

lack of this perspective, the public health field continues to work with the attributions of 'vulnerable' 

for migrants, etc. Vulnerable due to a common attribution prevalent in society casts a one-sided 

perspective on the person under study. 

Statistical analysis is a third way to consider vulnerability (see also 10.2.1). In the ELMi book, the 

deficit understanding is strongly criticized because it is based mostly on a one-dimensional, univariate 

analysis that ignores context and social embeddedness. Vulnerability here stems from how HL is 

assessed and analyzed, how the results are presented and interpreted (as better/worse, health literate/not 

health literate), and which facets are left out (see Chapter 4 and the elaboration on the HLS-EU-Q in 

Afghanistan). The literature review summarizes several findings on how migrant HL is related to 

determinants, health practices, and health outcomes, resulting in a multi-faceted picture in which 

multiple determinants and poorer health outcomes are associated with belonging to a migrant group. 

Thus, based on studies or expert surveys, migrants are considered to be at particular risk because they 

are associated with less favorable social factors and poorer health outcomes (WHO 2018b; IOM 2017b). 

This approach to describing the linear relationship is similar to Zhu's overview of migrant HL (Zhu 

2018). Both accounts can be read as reiterating the idea that migrants are deficient, also found in many 

WHO explanations (WHO 2018a, 2018b; WHO 2010b). However, Zhu’s overview, in particular, 

specifies many of the otherwise broad categories. The diversity and heterogeneity of factors influencing 

HL are evident here; the qualitative studies especially have provided a more in-depth understanding of 

this. In my view, this differentiation needs to be considered when talking about migrant HL because it 

can help better understand the HL concept and the supportive and vulnerable factors. Other authors 

have also strongly criticized this one-sided and even pathogenic (rather than salutogenic) reporting, 

arguing that multiple factors need to be included in the analysis (Pleasant et al. 2016b). Vulnerable due 

to the assessment method and statistical analysis. 

VULNERABILITY DUE TO LINES OF DIFFERENTIATION, THEORY, AND 

ORIENTATION  
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Chapter 4 extends the common theoretical considerations on HL and vulnerability and presents 

four distinct ways of differentiating between people, derived from empirical findings and theories from 

sociology. (i) The focus on deficits, (ii) the contrasting view on life skills, (iii) the cultural 

anthropological differentiation according to class, gender, ethnicity, and interdisciplinarity, or (iv) the 

normativity inherent in medicine. Depending on the line of differentiation and the underlying 

perspective internal to science, other components of HL become relevant and may be weighted 

differently. Despite the essential message contained in these four lines of differentiation, it is rarely 

taken up in the HL debate. Consequently, the autonomously informed, rationally acting person is not 

challenged and is usually used unquestioningly. The first two lines of differentiation are echoed to some 

extent in the work of other researchers, for example, Nutbeam’s differentiation of HL as a deficit and 

HL as an asset (Nutbeam 2008b, p. 2076). The third line of differentiation can be linked to HL studies 

that address health inequities and injustices (Batterham et al. 2016; Dodson et al. 2015a). However, the 

latter distinction has not yet gained traction. Related to the question of vulnerability, the question arises 

what do these four lines of differentiation contribute to the HL debate and to the discussion of 

vulnerability? These four approaches to how to talk about difference allow researchers to reflect on 

their own differentiation, push researchers to make their differentiation explicit in studies (including 

the limitations of the chosen differentiation), and keep everyone from just sticking to one line of 

differentiation- vulnerability attribution- but questioning how else to interpret this. These lines of 

differentiation clearly state that vulnerability depends on our framing. 

Moreover, the chapter revealed that vulnerability depends on the comparison used: in addition 

to this classification based on various lines of differentiation, the ELMi project opens up another way 

of interpreting people’s behavior in light of a dialectic of difference and deficit and outlined as the 

interplay between healthism, different behavior, individual deficit, and social disparities. The chapter 

takes up and questions the common strategy to label (migrant) people as vulnerable if their behavior 

deviates from what is expected. It argues that the reasons for this deviation are sought in the individual’s 

deficit rather than in the context or the fact that this person may be purposefully challenging the norm. 

The vulnerability that results from the categorization by which people are usually unquestioningly 

classified and compared to an ideal way of making choices and behaving in a health-literate can be 

associated with healthism; the chapter argues that considering people capable of behaving in this way 

- close to the doctrine of Health Education, is a patronizing/authoritarian approach; that the majority of 

HL instruments assess the degree of HL based on the proximity to an ideal norm (healthism) is rarely 

discussed, although this orientation shapes the entire discourse. In addition, deviant health behaviors 

are often labeled as deficient, but little attention is paid to deviant from what, and rarely questioned 

whether the respective people are deficient (not educated) or simply different. Vulnerable due to 

comparison against a set benchmark. 

Furthermore, vulnerability is dependent on the underlying framework. Often a linear 

relationship between HL and determinants of health/outcomes is assumed and measured because a 

limited picture of the complex phenomenon is looked at: we argue for a differentiation between the 

individual’s actions (and agency) and the structures in which they are embedded, as well as between 

behaviors perceived as different and the prescribed healthism (Bittlingmayer et al. 2020g). Abel already 

introduced the structure-agency discussion (Abel and Frohlich 2012), and also, in the HL debates, two 

domains, organizational and individual HL, are distinguished but rarely related to each other or used to 

describe HL and vulnerability. As an alternative to the linear HL model, the ELMi project proposes to 

take a different theoretical embedding and adopt an approach that allows individuals to determine what 
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is good for them, i.e., to develop their own idea of the good life and support them in realizing it. This 

approach can theoretically be based on the capability approach (Sen 2015; Bittlingmayer and Ziegler 

2012). Accordingly, HL would be raised above it by expanding the capability set (a combination of 

personal and societal resources) so that individuals can realize their conception of the good life. 

Therefore, in line with the capability approach, it is reasonable to argue that when considering 

vulnerability, not only should an individual's capabilities be examined, but also his or her entire 

capability set, including the support and agency provided by society, but also his or her notions of the 

good life. The Covid-19 pandemic has made apparent how strongly people’s behavior is shaped but 

their convictions despite having all information available (Koos 2020). 

VULNERABILITY OR CAPABILITY OF PEOPLE IN EVERYDAY LIFE 

Building on all the findings of the annotated literature review, the theoretical considerations, and 

the three ethnographic studies, the last chapter of the ELMi book does not summarize the results again 

but elaborates on three important insights into the group referred to as vulnerable. In terms of 

vulnerability, two of these become particularly central and invite us to reconsider, correct, and expand 

our view of the group designated as vulnerable.  

First, the chapter repeated that a person’s vulnerability to low HL stems from our perspective of 

an ideal individual as an autonomous rational decision-making person, which adopts a deficit, negative 

approach to HL. Although this model is widely used, almost no studies mention or even critically reflect 

on this underlying theoretical model. The perpetuation of attributing the vulnerability to individuals 

stems largely from the fact that almost no study mentions nor critically reflects on this underlying 

theoretical model. The only few studies that challenge this model and provide empirical evidence to 

support it are qualitative and specifically ethnographic studies. The ethnographic studies in the ELMi 

project investigate the behavioral and decision-making processes and meaning attribution processes of 

vulnerable groups and strongly question the vulnerable perspective. The guiding principle here was a 

salutogenic perspective, which shifted the view away from the deficit toward the strengths, resources, 

and assets of adolescents (and their families). The studies revealed countless moments in which the so-

called ‘vulnerable’ participants successfully dealt with health information and could draw on other 

resources (other people, books, the Internet) and information in different languages to answer open 

questions. These groups were not found to be vulnerable in the study but rather capable and developing 

their skills (Eichler 2008; Samerski 2019; Papen 2009). Unlike quantitative studies, ethnographic 

studies explore a phenomenon in an open, unbiased way, which allows them to gather evidence that 

while so-called vulnerable people face some difficulties, they also have many skills and strengths. These 

findings urge us not only to describe vulnerable groups in terms of vulnerability but also to study them 

from a salutogenic perspective, which leads to a new understanding of their competencies (and a 

reassessment of vulnerability). Vulnerable due to the chosen perspective, salutogenic-oriented research, 

on the other hand, brings abilities to light. 

Second, the idea of the autonomous individual and his/her individual vulnerability was strongly 

challenged by our findings because the individuals studied saw themselves as embedded in a social 

network and relied on it when building HL skills but also when using them. These findings challenge 

the notion of vulnerability based on the resources of the individual and draw attention to the resources 

that individuals can draw on as well as family health literacy. (See, for example, the role of the family 
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in migrant health in Chapter 4 and also the module family health in the SCURA project). The 

ethnographic study showed that the conceptualization of the vulnerable individual is a misnomer; 

rather, it is a matter of analyzing the resources available in the social context and those that need to be 

mobilized. Vulnerable or capable based on consideration of family HL and the resources available 

therein. 

New insights into the attribution of vulnerability based on the ELMi project multi-

perspectivity needed: The overview on HL, the theoretical considerations as well as the ethnographic 

studies in the ELMi book can enable researchers, policymakers, and practitioners to expand the ideas 

about who is vulnerable and how we define and attribute vulnerability based on the underlying 

theoretical model, the structures and stratification of society, as well as the research method. To study 

disadvantaged, vulnerable persons in the theoretical considerations and the three case studies of the 

ELMi study, we embraced an asset-based approach to HL, theoretically developed a new 

conceptualization of HL in context, and deliberately sought to uncover the multiplicity of competencies 

that young people labeled vulnerable from the outside demonstrate. The theme of vulnerability was 

touched upon in several ways in the different ELMi-book chapters. The chapters showed that the mere 

attribution of vulnerability to all people with migration background lacks any sound empirical basis, 

much like the various, even contradictory, theories on migrant health (Chapter 4.3). Rather, 

vulnerability is also strongly shaped by our definition of vulnerability and our interpretation of the cause 

of this vulnerability, our view of society, adequate HL practice and health behavior, and the idea of a 

good life the concept of HL. These theories and models, newly introduced into the HL discourse, could 

be taken up more in research, both as an analysis tool and as a stimulus for new research projects and 

interventions that can link individuals’ abilities and the contextual demands and their 

interconnectedness. 

 

10.2.3 Vulnerability in Situated Social Practice (Ethnographic Insights) 

The vulnerable group considered in the third research project is participants of a second language 

course. Participation in the course already reveals a deficit in the ability to express oneself 

independently in the language of the country in many areas of life (BMJV 2017). Most of the 

participants are recent immigrants, although in the early years of the state-organized integration course 

(2005), many people who had already lived in Germany for many years but had learned the German 

language only inadequately due to a different language of communication in everyday life (BAMF 

2021a). The fact that linguistic proficiency is often associated with health literacy is shown by many 

studies that infer low HL based on low language skills (Parker et al. 2003). Language courses are a 

special opportunity because work is done explicitly on building linguistic and sociocultural 

competencies here, and vulnerability is reduced as a result. At the same time, however, studies on 

language courses show that even within language courses, certain groups of people are considered 

particularly vulnerable to low language skills and slow/poor language acquisition. The next section 

explains how vulnerability manifests itself in language courses and what insights can be gained about 

strategies to reduce vulnerability purposefully. The SCURA study adopted a different research 

approach, ethnographic research, and explored (1) how textbooks as cultural mediators describe 

standard procedures and communication situations about health information in Germany, (2) how 
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vulnerable people engage with health information, and (3) how second language courses can contribute 

to reducing vulnerability by promoting health (literacy). The strength of ethnographic studies is that 

they allow further exploration of HL in further depths, including the role of language, activities, social, 

situation, and context and the production of a thick and rich description of it that supports understanding 

it from within. These in-depth insights allow people to reflect on the activities, assets, and strategies 

they use to engage with health information and develop real-life-based recommendations.  

Although judging a person as vulnerable was not the focus of the ethnographic study in the SCURA 

project, the rich findings allow questioning whether attributing the vulnerability to these vulnerable 

groups is appropriate or whether the perspective should be shifted and placed in something other than 

the individual, such as occasions. Being vulnerable or having shortcomings occurred in at least four 

forms: a general vulnerability attributed to second language learners because of their poor language 

skills and lack of familiarity with the (new) country. Second, vulnerability is due to the poor health of 

all participating persons and limited and limiting circumstances. Third, vulnerability is related to 

people’s handling of health information. Fourth, vulnerability is due to situations' multifaceted and 

overly complex nature. Finally, the aforementioned raises the question of whether HL should be 

understood as constant or evolving.  

VULNERABILITY AS THE PREREQUISITE FOR PARTICIPATION 

The role of literacy in society varies across the world and is sociohistorical defined (Santos et al. 

2011; Nielsen-Bohlman et al. 2004). Therefore, in order to assess the importance of written language 

in a society, the role of literacy and literacy practices in society and its subsystems must be explored. 

Germany and the German healthcare system place great emphasis on written texts, e.g., informed 

consent, leaflets, and important letters (Mackovic-Stegemann 2005). Moreover, despite the high 

percentage of people with migration background (more than 26.7%) (Statistisches Bundesamt 2021), 

not only literacy skills per se but especially German language skills are dominant. Therefore, learning 

the German language is indispensable for migrants to participate in and contribute to society. In general, 

all people below a normatively often implicitly defined, low level of language proficiency are 

considered vulnerable or deficient. However, the question of whether they are vulnerable (everywhere) 

or whether they are being made vulnerable because of the demands of society (monolingual habitus 

(Gogolin 2013) is rarely discussed and studied. Vulnerable is thus derived from society's requirements 

and as a characteristic of persons who do not (yet) meet these demands.  

Having (=being vulnerable to) low language proficiency is the sole (or primary) criterion for 

admission to and participation in second language courses in Germany and worldwide. Vulnerability 

in this context is not just a rigid label but is addressed in these courses by helping people acquire the 

language and navigate the new society, thus reducing instability and vulnerability in new situations. 

Interviews with German-as-a-second-language teachers confirm that newcomers are especially 

vulnerable and in need of HL-related skills (Harsch et al. 2021d). Although all participants have low 

language skills, this group of participants in the second language courses we observed as well as the 

participants in other language courses are very heterogeneous (Hünlich et al. 2018a; Gargova 2017). In 

contrast to the use of second language proficiency as a differentiating characteristic, GSL teachers use 

other criteria to differentiate so-called vulnerable groups: other language abilities, previous experiences, 

resources, mental abilities, motivation, familiarity with the health system, and skills (in health). 

Furthermore, teachers differentiate and explain that among the newcomers, some are especially 
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vulnerable and need more contextual HL, which are those coming from countries that are very distinct 

from Germany (in general and in healthcare in particular) and speak a very different language, have no 

or low levels of formal education or have difficulty attending German classes because they have small 

children and there is no daycare provision during the classes (Hünlich et al. 2018a). Our ethnographic 

research in the two integration courses with literacy training also provided much empirical evidence 

that confirmed these findings. The group of people described as vulnerable shows great heterogeneity 

and forces us to differentiate vulnerability (in general and concerning HL) more precisely. 

Even though all participants are vulnerable to low language skills (and thus low 

interactive/communicative HL), the participants are not the most vulnerable because there are also 

people who do not have access to language courses because their asylum claim has not yet been 

approved (and they come from a country, such as Afghanistan, where a large proportion of claims were 

rejected between 2015 and July 2021). The group specifically vulnerable to poor HL (because they 

cannot improve their communication skills) are, therefore, those without access to offers to improve 

their language skills and who, in addition, live in health-damaging life conditions such as in early 

reception centers. Consequently, vulnerable are people perceived here that have worse conditions for 

accessing and participating in learning (and improving their HL skills) 

VULNERABILITY DUE TO THE CIRCUMSTANCES 

Language classes are suitable venues for reducing people’s vulnerability to poor HL by improving 

their communication skills and familiarizing them with common interaction patterns in healthcare 

encounters. Our study showed that even when this possibility exists per se, the success of the reduction 

of vulnerability also depends very much on the enabling and inhibiting conditions (see IOMs 

vulnerability and resilience (2017b)). Language courses, while also promoting language skills in the 

health care setting, are subject to a very rigid curriculum and timeframe (BMJV 2017; Goethe-Institut 

2016), which means that supplementary or in-depth tasks can often hardly be added and only at the 

expense of other tasks within the packed curriculum. For these reasons, conducting an entire series of 

lessons on supplementary topics on health is not possible. As a result, the scope for directly addressing 

HL based on health topics is strictly limited to what the curriculum developer specifies (and the 

individual teachers, who are free to decide whether or not to add an additional focus). In the course of 

the SCURA project, we proposed including additional health-related objectives, but it was rejected by 

those responsible for the curriculum framework, the BAMF. The health-related learning objectives are 

spelled out clearly and include primary topics related to illness and doctor visits. In addition, some 

lessons in the curriculum also tackle nutrition or sports. Compared to the health topics migrants are 

confronted with, see Chapter 4, it becomes obvious that several aspects are missing, such as mental 

health but also social health, etc. (Harsch and Bittlingmayer 2020c). Therefore, it can be concluded that 

vulnerability (persists) due to the defined focus and too limited time for HL promotion. 

Since the content on health is limited and pre-determined, the only way to bring in more health 

content is for the lecturers themselves to address it. Teachers are important facilitators in promoting HL 

in language courses and can do so to various degrees (Harsch et al. 2021d; Hohn 1997). To assess the 

scope of possibilities for teachers, it is first necessary to examine their overall situation. As shown, 

teachers are especially burdened by the heavy workload due to (many) administrative tasks, large 

amounts of teaching content in a short time, great heterogeneity in courses, and the students’ life 
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situation, which can contribute to increased stress levels (Harsch et al. 2021d). These health-detrimental 

situations mean that they are limited in their ability to engage with language learners and address their 

health-related issues informally. Additionally, these teachers are predominately forced to accept the 

circumstances and functionally act but have hardly any possibilities to use their critical HL to work 

toward changing the framework conditions and for more flexible handling of the courses. These 

findings draw attention to an essential group of people who are otherwise less often considered in 

interventions: the actors, facilitators, and their space of action, possibilities, and limitations. But also, 

their personal (work) situation, their understanding of their role, and their training determine how they 

perceive themselves, what they teach, and how they interact with their students. In this, another form 

of vulnerability is revealed: Vulnerability persists because the even-so-vulnerable actors cannot fully 

exploit the possibilities to promote HL. 

 Nonetheless, regardless of whether the teachers see themselves as HL promoters, they influence their 

learners consciously and unconsciously because they are especially relevant to migrants who do not 

have many other contacts, model behavior, and teach health-information-related communication. 

Therefore, it can be assumed that (remaining) vulnerability represents the teacher's value on 

intentional or unintentional HL promotion in the course. 

VULNERABILITY DUE TO THE COMPLEXITY OF A GIVEN SITUATION AND THE 

MULTITUDE OF ABILITIES REQUIRED TO MANAGE THIS SITUATION SUCCESSFULLY 

As a third perspective and source of vulnerability, the ethnographic study was able to identify the 

situations in which HL is used rather than the individual alone. The textbook analysis revealed many 

health-related situations that require many different languages and other skills, as well as cultural 

knowledge, and are comparatively complex. Since language courses are designed to gradually improve 

communication skills, they are particularly good at capturing the complexity of situations and the 

linguistic actions displayed in them. This idea of a precise analysis of the situation and the competencies 

required in each case, as well as the role conceptions, ways of acting, and communication patterns, 

stems from the assumption that HL as a social practice is embedded in situations and contexts, on the 

one hand, but also from the observation of the participants in the course and other studies, on the other 

hand, (Papen 2009; Samerski 2019; Wigglesworth 2003) which treats textbooks as carriers of cultural 

knowledge (BouJaoude and Noureddine 2020; Goethe-Institut 2016). The textbook analysis of the 

various situations requiring HL skills produced a large number of situations. However, they are all 

defined at a general level in the syllabus (suggested by experienced German-as-a-second-language 

teachers (Ehlich 2007)). However, the way the situations are portrayed in the textbooks varies strongly 

and shows numerous factors that determine and shape the interaction in the situations on health. For a 

more detailed analysis of these situations, the five questions of the Laswell formula to capture 

communication and input variables of situations (Arens 2008) can be used. Despite this first good 

differentiation, however, we decided to do an even more detailed analysis by using Geißner’s (1986) 

situation analysis, which he developed specifically for analyzing communicative situations in speech 

practice, like in SLC. He makes a distinction between nine aspects of situations which allows making 

the complexity of the situation more tangible and structuring its analysis. Even the mere variation of 

one of these situational factors alters the fragile constellation and the skills required for it, including the 

language registers and repertories needed; for example, the communication in the family (everyday life 
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language) varies noteworthy from the communication with a doctor (professional language) or in the 

school (educational language) (Wey 2022, p. 13). Through this differentiated view, it is possible to take 

into account not only the demands of the health care system and the capabilities of the individual and 

vice versa but also the relationships (see also social practice) and the influences of place and time. 

Based on this detailed description of the various situations, numerous starting points of facets arise 

which can be analyzed for their contribution to making the situation vulnerable, critical, and difficult, 

which lie in the individual or are to be sought there. This, in turn, allows for a more in-depth 

examination of how a single, as well as a combination of, situational aspects contribute to increased 

complexity and thus increases the likelihood that individuals will not be able to successfully meet the 

demands in that situation. Vulnerable is understood here due to the complexity of the situation; thus not 

an individual vulnerability but the vulnerability of activities in the given situation. 

This situational analysis of textbooks and situations therein are cultural artifacts and carriers of 

cultural codes and patterns and reveals a unique way of vulnerability. Being vulnerable because of 

being unfamiliar with cultural codes and patterns: the analysis of the situations in the textbooks reveals 

more than any other how complex common behaviors, role conceptions, and communication patterns 

can be. Although multiple situations are described, and many cultural norms are implicitly conveyed, 

historical and societal embeddedness is not explicitly mentioned. Vulnerable refers to people who are 

not yet familiar with the common script to follow in society and its specific situations. 

Whereas in many HL questionnaires, the activities relate primarily to finding, understanding, 

evaluating, applying, and calculating, the communicative structures in the textbooks are much more 

sophisticated and also include the linguistic skills of disagreeing, discussing, and expressing one's 

opinion and reaching a consensus. Admittedly, these are not explicitly practiced in health units but 

rather when ordering products or planning among friends. Whether or not the learner can also transfer 

these learned language skills to the health field cannot be answered based on the analysis of the 

textbooks. The analysis only allows the conclusion that the patient is portrayed in the exercises as a 

functionally acting patient who follows the doctor without question. Whether learners adopt the image 

of the vulnerable, yes-saying migrant patient modeled, practiced, and reinforced in the textbooks in the 

actual situation with the doctor, needs to be studied more closely. However, since the language courses 

announce and aim to prepare the individual for the most common life situations in Germany, this 

representation of the individual is critical. Remaining vulnerable and being encouraged to be 

vulnerable are dependent on the scripts of action demonstrated in the situations learned. 

To date, there has been hardly any analysis looking at situations modeled in HL training for the 

general public (e.g., in schools, in rehabilitation clinics). This would be very informative for future HL 

research and intervention because it would also reveal how functional HL practices are handed down 

and what opportunities exist to promote critical HL more effectively. 

 

 

VULNERABILITY IS DUE TO HOW HEALTH INFORMATION IS HANDLED  

In ethnographic research, countless situations emerged in which health is communicated, and HL 

is used, far more than the activities recorded in the HLS-EU questionnaire or other HL questionnaires. 

The study revealed numerous ways of how HL is acquired and learned, suggesting that there is not one 
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standard way of HL promotion. A detailed analysis of the assets and resources of the learners in the 

SCURA study showed that each learner is uniquely equipped with different and special skills to varying 

degrees, such as different levels of language competence (e.g., very good oral skills and only limited 

written skills), motivation, or support (Gargova 2017) and they respond in vastly divers ways to the 

information presented and even contribute health-related information (see Chapter 9). Every single 

situation of using HL and the evaluation (as successful, less successful) can strengthen the individual 

to experience him or herself as capable of action and self-efficacy and strengthen, or reduce, the sense 

of coherence (Mayer and Boness 2011). Therefore, it became apparent that it is not just the presence of 

health information in an educational offering that helps people improve their HL, but that the way 

people engage with this learning offering is multifaceted and can serve to maintain or reduce 

vulnerability. 

According to adult learning theory, learning does not take place passively; rather, people must 

actively engage with the information (see also Bitzer and Spörhase 2015; Knowles 1973). This requires 

guidance in directing attention to engagement and deepening the information. Especially when looking 

at theories of adult learning, it again becomes clear that all interventions can only be offered, but the 

uptake by the individual, the learning effect, and thus the success of the intervention can never be fully 

guaranteed. Particularly noteworthy progress was observed with refugee language learners who 

proactively searched for information and whose family situation urged them to deal with health issues. 

While the language courses make numerous offers to deal with the linguistic and content-related topics 

actively and thereby use all language modalities and successively increase the difficulty and relate it to 

one's own life, it became apparent that not all participants deal with the content with the same intensity. 

So, another way vulnerability could be observed is in the lack of ability to adequately engage with the 

health information provided. 

The fact that participants learn faster and more successfully when they have more contact with 

German-speaking people and learn proactively is also evident in the teachers’ interviews and the 

participants’ reports. That is, the building of social capital, in this case from German speakers, helped 

participants reduce their vulnerability/deficit status more quickly. Finally, vulnerability is also related 

to the lack of a social network, which can help reduce the vulnerability. 

Since people learn interaction patterns to a considerable extent by observing others and learning to 

imitate them themselves (see Social Modeling (Bandura and Walters 1977)), the occasions on which 

this occurs are of immense importance. In this context, family and peers play a significant role. At the 

same time, however, this also becomes significant when fundamental changes occur in a person's life, 

such as starting a new job or moving to a new country. Here, language courses and the interaction 

sequences practiced in them are an important medium for this because they can contribute to reducing 

vulnerability by observing and imitating others. 

 

 

Conclusion: vulnerable as dynamic and evolving 

Most quantitative HL studies are cross-sectional and measure HL once as a stable, context-

independent ability and conclude, based on their analysis, that people with certain social characteristics, 

such as a migration background, will always have lower levels of HL. In contrast, a social practice 
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approach to HL research has empirically demonstrated in ethnographic studies that HL is not static but 

dynamic and context-dependent and can be improved, e.g., through health education (Nutbeam 2000). 

Moreover, studies showed that people who became (chronically) ill acquired more skills in managing 

their abilities, which indicates lifelong learning (Jarvis 2011) and, respectively, possible lifelong HL 

improvement. Based on these empirical findings, vulnerability to low HL should also not be understood 

as a stable category but as a dynamic and influenceable ability. Similarly, it can be argued in relation 

to newly arrived immigrants, again, their HL might be low if only context- and system-related health 

knowledge and communication skills are initially considered, but their HL will develop during their 

stay in Germany. The second language course is the most promising place to foster HL, among other 

important skills. This developmental aspect is also at the forefront of the SCURA study, which 

examined an educational setting that has a clear educational mandate to, among other things, improve 

communicative skills and provide health orientation, and is obligated to also monitor this improvement 

through testing. To specifically achieve this goal, applied linguistics has accumulated a great deal of 

knowledge and developed theories and didactic-methodological principles for promoting competence 

and reducing vulnerability. It is worthwhile to explore and use their transferability for HL teaching. 

Two sides can be considered, what is offered to all learners and what individuals make of it, as well as 

what stimulating learning environment and interaction the teacher creates (see Chapter 9). 

 

10.2.4 Vulnerability – Retain or Reject  

Since vulnerability is frequently used but rarely defined and explained, and because of its 

potentially discriminatory and stigmatizing effects, it is necessary to examine this terminology in more 

detail. This section has highlighted how vulnerability can be defined differently in HL studies, 

depending on the methodological approaches and how these findings are replicated or refuted as false 

in other studies. Whereas in quantitative HL studies, vulnerability is equated with lower levels of HL, 

poorer determinants of health, and poorer health outcomes, the theoretical review suggested other ways 

of looking at people who are commonly classified as vulnerable and introduced a theoretical framework 

for doing so. In addition, the ethnographic study provided a better understanding of the multiple, 

complex facets that come into play for HL in practice. These three studies already demonstrate that 

depending on what factors are included in the analysis, different emphases are placed, different aspects 

are sought as causes of low HL, and different terms are used to describe vulnerability. 

In the context of the discussion about vulnerability, it is inevitable to point out an important 

comparison between vulnerability and disease. Just as illness can be attributed to genetic, behavioral, 

and environmental factors, vulnerability can be attributed to genetic factors (such as congenital diseases 

or disabilities) but also to the actions of the individual as well as environmental influences. I did not 

pursue genetically based vulnerability further in this dissertation. But even here, the vulnerable life 

situation is not solely attributable to genetic vulnerability but also to how society opens up or limits 

opportunities for participation (dis-ables or en-ables the individual). In this paper, we have ignored 

genetic-related vulnerability and focused on low HL, which is intricately linked to behavioral 

vulnerability. However, we have put it in context and shown the strong influence of context on both the 

vulnerability experienced and the attribution of vulnerability.  
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At the end of this section, the question arises, how to relate to vulnerability? Is it advisable to retain 

or reject it? To narrow down an answer to this question, various scenarios can be outlined and discussed. 

Four extrema stand out in particular: the unreflective retention of terminology, the complete 

abandonment of the concept, the replacement of vulnerability with another term to change the 

perspective (including in word choices), and the use of vulnerability with a changed focus (in 

semantics). The following is a hypothetical reflection on what comes into view, how it is described and 

assessed, what recommendations are made, and what actions would be taken depending on the choice 

of strategy. To discuss this thoroughly, the primarily practical and pragmatic disciplines such as 

medicine and public health do not help, but theories from sociology may be beneficial. 

Unreflective retention of the terminology 

The first strategy is not to be bothered by all these reflections on vulnerability and to continue with 

the current, mostly unreflective and undefined use of vulnerability in the HL debate. This strategy is 

charming because it allows maximum flexibility in how vulnerability is understood and used. This 

ambiguous use is helpful because the argument remains that certain groups are specifically vulnerable, 

and thus more money to support interventions for them (BMG 2017, 2022b). However, this multiplicity 

in the understanding and use of vulnerability can further dilute this terminology's meaning and make it 

meaningless. Another negative effect is that this usage perpetuates and reproduces the notion of 

structuring society into more and less vulnerable people (see also Bourdieu (1986)). In short, this 

strategy is the most convenient but does not meet the aspiration of health promotion to a healthier world 

for all because it only reproduces social and health inequalities. 

Rejecting the use of vulnerability 

Since vulnerability is used in such a variety of ways and classifies people predominantly 

negatively, the question arises whether vulnerability should no longer be used as a word to avoid 

discrimination, especially one-sided discrimination. This would lead to the elimination of this 

commonly used word for subdividing people, evaluating them negatively, and attributing deficits. Even 

if this caused people to lack the word for a negative attribution, it would be misleading to assume that 

by eliminating the word, the phenomenon it describes will also disappear, namely that differences in 

the world, within countries, and within communities exist. At the same time, it can even undermine the 

danger of overlooking and ignoring the differences in society and of failing to pursue discrimination 

based on them is no longer pursued. The overall situation is far more complex, and even ignoring 

vulnerability (e.g., based on physical impairment) can be considered discriminatory. This violates the 

German constitution, which states, „No person shall be favoured or disfavoured because of sex, 

parentage, race, language, homeland and origin, faith or religious or political opinions. No person 

shall be disfavoured because of disability“ (Article 3.3 German Constitution (GG 2020)). This article 

does not deny but recognizes the existence of diversity in society and makes the clear statement that 

discrimination is illegal. Attributing vulnerability to a person based solely on certain sociodemographic 

characteristics is an act of profiling and them treating them less favorable is discriminatory. 

Vulnerability in the HL context is mostly used to refer to people who have a lower socioeconomic status 

from a societal viewpoint, which is based on the idea that society is not only diverse but also unequal. 

However, ignoring the diversity and inequality in society turns a blind eye to the key health 

determinants that have the greatest impact on health. Therefore, I argue that vulnerable related to 
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diversity and inequality should not be eliminated altogether but should be examined more closely and 

differentiated appropriately. 

Replacing Vulnerability 

Another approach to vulnerability in the context of Hl is to replace the word vulnerability with 

synonyms from the dictionary, such as endangered, exposed, subject (to), susceptible (Meriam Webster 

(2021) but also defenseless, helpless, high risk, marginalized, underprivileged are found in public 

health and having inadequate levels of HL (D'Eath et al. 2012). All these terms are not neutral but have 

a negative connotation; surprisingly, neither vulnerable nor at risk nor marginalized are plausible out 

of context or purpose. If neutral words rather than value judgments are to be used, vulnerable and 

inappropriate HL has to be replaced with other words such as lower HL and vulnerable groups with 

distinct or different groups. These suggested rewording would correspond more to the actual 

information in the quantitative questionnaire and is taken up by researchers (Friis et al. 2016). 

Inappropriate and vulnerable implies, even if it is often not explicit, an embedding in a social context 

with its respective categories of difference and the specification that vulnerability is to be sought in the 

individual. A third way of replacing and thus attempting to overcome the deficit orientation and turn to 

the positive orientation is to use positively connotated words such as resilience, strengths, or abilities. 

Although more resource-orientated terms, this approach has its shortcomings because it is still 

differentiating in more or fewer competencies, which is equivalent to better and worse orientation in 

society, only with different wording (Bittlingmayer et al. 2020d). 

Retaining Vulnerability and Changing Foci (from individual to cause of vulnerability) 

There is a risk that the term "vulnerable" continues to be used for stigmatization, that it is an 

external attribution but not the self-designation of the person, and that it makes a one-dimensional 

attribution without doing justice to the diversity of the characteristics of the person, that it refers to 

individual factors and disregards the overall context, that it makes statements about the overall situation 

of a person and not on the specific deficits/deviations from social expectations. At the same time, the 

term vulnerable can draw attention to deficits in society; a society in which vulnerable persons are 

found has yet to establish social and health equality. For this reason, it is important not to abolish the 

concept of vulnerability but to reassign it and focus on the cause (what makes people vulnerable) rather 

than the person who is vulnerable. And it should be discussed solely from the perspective of the 

influencer so that all efforts are directed not at treating the symptoms but at eliminating the causes. 

A strategy to make this shift in perspective is suggested by research groups such as the LESLLA 

community, which argue that attributing vulnerability is stigmatizing and distorts the perspective on 

people rather than looking at and naming the cause of this vulnerability. Thus, they argue for talking 

about people without formal education rather than illiterate people (LESLLA 2022). Here, there is a 

shift from the question of who is vulnerable to the situations and circumstances that make them 

vulnerable. 

Each of the approaches just outlined has its strengths and weaknesses. Before making a final 

assessment, it is important to take another look at the so-called vulnerable groups considered in this 

work and to work out their differences, deficits, and limitations. 

 

People of Afghan descent – vulnerable or capable? 
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Discussing all the findings of the three research projects, the question arises whether Afghans living in 

a least-developed, war-torn country and migrants in a high-income country should be perceived as 

vulnerable or as capable. The results of three research projects allow some conclusions to be drawn 

in this respect. 

First, as described in Chapter 7 decision-making Afghans in central Afghanistan live in unfavorable 

circumstances and have limited abilities to expand their capability set. But still, even there are various 

groups and more and less favorable circumstances.  

Second, the papers chosen from the ELMi research project for this thesis highlight that although people 

with migration background may lack certain skills or opportunities, they are not entirely vulnerable, 

have many coping strategies, and live in vulnerable-making circumstances. The conscious observation 

of the persons from a salutogenic perspective unmistakably showed how capable they are despite the 

difficulties (Bittlingmayer et al. 2020c).  

Third, most considerations on the question of vulnerability or capability arose from the SCURA study, 

with findings from the ELMi study also backing it up. The SCURA study in language courses showed 

that many topics are taught in them, and the teachers and participants are already at the limit of their 

capacities. Why, then, should the topic of health and HL still be addressed? And why might the 

terminology vulnerable still apply? Six arguments are central in my view that are derived from the 

ethnographic research in the SCURA project. Health concerns include settling in and psychological 

stress, stressful life situation, practicing behavior patterns, orientation in space, and building resources. 

Even though numerous studies show that immigrants often enjoy better health (because they are young 

when migrating) than the general population, immigrants are a heterogeneous group with chronic 

illnesses, disabilities, food allergies, or other limitations that require medical attention. Since health 

care was often limited during migrations, it is even more important to be able to continue medical 

treatment. Furthermore, many immigrants, especially if migration was not voluntary but forced due to 

war, etc., report psychological stress and impairment. In addition, settling in a new country continues 

to place a great deal of stress on the migrant, which in turn requires good mental health. The essential 

knowledge about acclimation processes, stress factors, and resources can be acquired in the first 

months, and new relaxation tips and attribution patterns can be learned and applied. Third, migration is 

usually accompanied by a loss of status and a drop in socioeconomic status, and many immigrants 

spend the first years (and often longer) in the least favorable living conditions (and in poverty). This 

increases their potential to become ill because poverty makes people ill. For those reasons, it is crucial 

to teach people about the influences of their living conditions on their health so that they are empowered 

to distinguish between the activities they can proactively do themselves and the influences that come 

their way. Fourth, migration is also usually accompanied by changes in lifestyle, which means that diet, 

exercise, relaxation, and social cohesion must be practiced in a new context. Here it is evident that the 

new lifestyle is often formed in the first few months, which is why this is an important period for 

interventions. Fifth, knowledge about the system's structure is also learned during these first months, 

and fears and reservations are built up or reduced. Sixth, from a holistic view of health, this first phase 

remains vital because during this period, social contacts are established, and access to essential social 

capital can be gained. All these arguments indicate why it is important to address health and HL in the 

early months and why it is plausible to frame migrants as vulnerable (as unstable individuals who are 

in the process of building stability again). Suppose one disregards these vulnerability situations and 

eliminates vulnerability as a concept; in that case, there might be the risk of not empowering people 
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and leaving this important starting point untapped. At the same time, it should be emphasized that, 

again, the person is not vulnerable per se, but the circumstances in which he or she has voluntarily or 

involuntarily placed himself or herself in making him or her vulnerable. Moreover, these phases differ 

(see also phases of migration and the difficulties inherent in each) and urge us to move away from 

migrants as a vulnerable group to the description of the specific vulnerable circumstances in each phase.  

The preceding explanations have shown that question of vulnerability is fundamentally tangential 

to the question of how the researcher views individuals, what their goal is, and what attribution of 

causes they make. Boldt defines vulnerability as stability that is in danger of being disturbed, which 

can refer to physical, psychological, and cognitive stability (Boldt 2019). Here the question can be 

connected to how the world and society as a whole are perceived as something stable or something 

constantly changing. In view of the rapid changes that have taken place in all countries of the world in 

recent decades due to globalization, digitalization, climate change, etc. but also in view of the 

permanent changes in the life course, I oppose the statement of supposed stability and advocate the 

recognition of change and therefore instability. Antonovsky would call this chaos (Antonovsky 1997). 

This leads to the question of how to deal with this instability. First, the instability can be located in the 

environmental relations, the society, the individual, and the differences within each of them. Therefore, 

it is necessary to make both the individual and society, etc., resilient but not only resilient to resist the 

health-detrimental circumstances but even competent (health literate) to change it. Second, 

vulnerability is also located in a specific situation and context. A cautious approach to vulnerability 

would recognize that meaningful health communication is always about sensitive, volatile events. 

Along these lines, it is necessary to acknowledge the complexity of people's situations and the need to 

make decisions where personal, social, economic, beliefs, and other factors come into play. By 

approaching HL as a conglomerate of competencies needed to make wise decisions in an utterly 

complex situation and promote health in this world that is, in large parts, health-detrimental, its fragility 

and vulnerability come to the open.  

So, how can we deal with the question of vulnerability in the face of individual and societal 

inequalities? I argue that vulnerability should not be ignored or replaced without exception but that the 

perception of vulnerable groups should encourage researchers, policymakers, and practitioners not only 

to focus on the vulnerable group alone and reduce its symptoms but, above all, to look for and address 

the real causes. My wish is that vulnerability should not remain with the questions of who is vulnerable 

and how it manifests itself but be replaced by the question of what causes it and how we can eliminate 

these inequalities. Inevitably, we will encounter conflicts and tensions between agency and structural 

levels on the individual and social levels. To take this into account adequately, a more complex view is 

indispensable. Concepts that should play a leading role here are vulnerable, resilient, and competent, as 

well as vulnerable making, instability causing, harming factors versus resilient making, strengthening 

for coping, protective factors, and even competent making, promotive factors, empowering to have the 

possibility to achieve one's own goals. This ultimately needed differentiation is similar to the IOM’s 

discussion on migrant health (2017c) but even expands it from vulnerable and resilient to competent. 

In addition to these points, which are anchored at the individual and societal level, the questions of their 

interplay should also be explored and how agency and structure relate to each other. But how can all 

these elaborations be linked? A thought-provoking impulse here can be to take up the dilemma of the 

field of tension presented in the ELMi book. This does not negate a lower resource endowment and 
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limited access prerequisites and shows possibly conflicting orientations of healthism versus different 

action (or idea of the good life) but sets the goal of expanding the capability set. The penultimate 

paragraph further unfolds the application of the capability approach in the HL. 

After exploring the findings and the origins and attributions to vulnerability in further depth, I will 

now briefly discuss what contribution the studies make to expanding our understanding of the HL 

conceptualization. Furthermore, the findings and reflections in these research studies allow future 

researchers to compare, critique, and further develop the findings presented here and move the 

understanding of HL as a contextual, situational social practice. 

 

10.3 New Insights into the Concept of HL as a Situational Social Practice in 

Context  

Increasing interest in the importance of HL and the development of numerous questionnaires to 

measure an individual's health literacy led to the generation of more data on the distribution of HL on 

the individual level (Paasche-Orlow 2021). This, in turn, stimulates the development of interventions 

that support improving the individuals’ HL, often for specific diseases or communicative situations 

(Brega et al. 2015; Schmidt-Kaehler et al. 2017). Overall, the focus of HL research has been on the 

individual for reasons of better evaluability and because individual interventions are straightforward, 

can be implemented more quickly, and show faster success than interventions that seek to improve HL 

at other socioecological levels. Consequently, the deficit for inadequate HL can be blamed on the 

individual (for example, by the physicians or the health insurance see (Sørensen et al. 2012)) rather 

than acknowledging the context as a key driving force for inadequate HL.  

Mainstream HL research has largely ignored, on the one hand, the health inequalities (exceptions 

are Kimbrough 2007a; Fleary and Ettienne 2019; Mantwill and Diviani 2019), the social embeddedness 

of HL practice (Bauer 2019), and the fact that the individual's health status is determined and improved 

not only by the individual healthy lifestyle but strongly by the socio-economic situations people find 

themselves in (Rikard et al. 2016; Cho et al. 2020). On the other hand, mainstream HL research has 

mostly ignored the dynamic nature of HL visible in each situation with specific characteristics, actors 

involved, activities required, and language used (see the detailed description of a person’s use of health 

information by Robin (2014) and Papen (2009). Back in 2012, when developing the well-known HL 

definition, Sørensen et al. mentioned, “Health literate means placing one’s own health and that of one’s 

family and community into context, understanding which factors are influencing it, and knowing how 

to address them.” (Sørensen et al. 2012, p. 1). To put health and HL back into context and explore them 

as a dynamic social practice, we have not conceptualized HL as a static skill of an individual, detached 

from context, but have framed HL as a situational social practice in context and explored it from a 

health promotion perspective. This formulation consists of five, with the addition of health, six concepts 

that summarize the different focal points. 

- Health: According to the WHO definition of health, health is more than disease and 

encompasses physical, mental, and social wellbeing and is influenced by various factors on all 

levels of society (socio-ecological understanding). Furthermore, it is not a statistical measure 

but evolves and can be concretized as, e.g., adapting and self-managing (Huber et al. 2011) but 

also as concrete wellbeing in the social context (INEE 2010, p. 123). 
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- Literacy: Unlike the reading-focused, context-independent autonomous model of literacy, 

literacy can be framed as a comprehensive competence to communicate effectively in a given 

social situation and context. Thereby, literacy encompasses various components, including 

literacy and language skills (Harsch 2022b; Santos et al. 2014) 

- Situational: Situational refers to the concrete situation in which HL is used with its specific 

location, content, purpose, culture, and specific characteristics, which impacts the nature of HL 

and its use (Heath 1982). 

- The term social is used to indicate that HL use involves not only the individual but many other 

social others. The different actors might have different HL and always a unique relationship 

with each other and contribute in various ways to the effective use of health information. It 

becomes clear that the combined HL of all actors involved is more than the sum of each 

individual’s HL level (Pitt et al., 2019). 

- With practice, attention is drawn to the fact that HL is not understood as a static, fixed factor 

but as a competence that demonstrates itself in performance, i.e., in concrete action. Therefore, 

all actions that somehow involve dealing with health information are understood as HL practice 

(Street 2016; Papen 2009; Wigglesworth 2003). 

- In Context: the use of HL never takes place outside of a context but is embedded in a context 

and always influenced by various contextual factors such as political forces, societal systems, 

culture, demographic situation, and language (Sørensen 2012 p.11). Besides the determination 

of the scope of action, the influence of the context also becomes manifest through adaptive 

preferences and habitualized actions. 

Although this conceptualization of HL was used in all projects as an overarching analytical 

perspective to reanalyze the findings, the following account does not impose this HL conceptualization 

on the three projects but rather takes each of the three research projects' very own conceptualization of 

HL as a starting point. Apart from the findings that emerge from the original conceptualization, the 

following account tries to capture findings that also refer to HL as situational social practice in context. 

Accordingly, the epistemological framing and chosen research methods already determine how 

predefined or undefined the HL concept is. When using a quantitative questionnaire, the concept of HL 

is predetermined by the HLS definition, framework, and questionnaire, here the HLS-EU-Q. When 

selecting specific theoretical considerations, the concept's scope and HL viewpoint are already outlined. 

In contrast, when using an ethnographic research approach, the concept of HL is not pre-determined, 

but through its open-ended, exploratory design, attempts are made to understand and describe the 

concept through undirected observations without presuppositions.  

However, before going into the conceptualization of HL, it is important to dwell briefly on the 

concept of health. HL, like many other compound terms, is a hyphenated term whereby the first part of 

the term indicates the life domain, and the second part indicates the resource or competence required 

therein. Therefore, in any discussion of this compound term, a good understanding of both domains in 

question is indispensable. Since this dissertation is about HL, one cannot avoid pointing out the 

understanding of health that occur in the studies. 

The topic of health was addressed differently in the three studies. The variables used in the HLS-

EU indicate that health is mainly understood as the absence of disease (see HLS-EU-Q86). In our 

Afghanistan HL study, we expanded the question pool to include questions about maternal health, 
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nutrition, and wellbeing and analyzed the social influence on it. In this way, we expanded the 

biomedically oriented model for health and embraced a more holistic and positive concept of health. 

However, it is worth noting that not all socio-ecological levels of health were operationalized, and thus 

the evaluation remains limited. 

The ELMi study first reviewed the literature on migrants' HL and found that predominantly 

disease-related aspects were chosen as health indicators (Bittlingmayer et al. 2021). By not paying 

attention to health-related determinants, the negative image of migrant health is reinforced, which is 

contrary to the suggestion of salutogenesis. To fill this crucial research gap, our ethnographic study 

focused on the strengths and positive health outcomes, but also on the influence of the individual's life 

situation or social structure on the individual and their health. The findings suggest that further 

salutogenesis-oriented HL research is needed and could provide essential insights into HL as a social 

practice and the multiple influences on HL practice by social situation and context. 

Third, the ethnographic study in the SCURA project inductively extracted the understanding of 

health from the curriculum, textbooks, and lecturers’ statements. The findings revealed a narrowing of 

the concept of health to disease-related aspects in the materials, especially in the lessons titled "Health 

and Medical Care." When interviewing the teachers, different health concepts emerged, ranging from 

a purely medical view of health focused on diseases to a comprehensive understanding of health that 

includes facets of a healthy lifestyle (such as nutrition, exercise, and relaxation). At the same time, 

individual lecturers also emphasized the importance of social for health and referred to the influence of 

life circumstances on immigrants. As in the SCURA study, these few examples already show that the 

understanding of health in language courses is not uniform and that, depending on the understanding, 

other aspects are also taken up in the lessons. To be able to promote HL in language courses, a 

clarification of the understanding of HL is irreplaceable. 

This compilation alone confirms the diverse conceptions of what health is already presented in 

Chapter 2 and suggests that clarification is essential for understanding health adequately. For the 

conceptualization of health in this study, a holistic, socio-ecological model of health was embraced, 

which recognizes and explores the influence of prerequisites, determinants, and multiple influences at 

all socio-ecological levels (cf. migration models). This model thus makes it possible to view low health 

and HL not only as a deficit of the individual but also to look for the causes in the different facets, 

consequently addressing not only the symptoms (low HL) but also the causes of low HL. 

In what follows, I will return to the five factors of HL as a situational social practice in context and 

explore what the three research projects can contribute to illuminating this conceptualization of HL. In 

view of the flood of data and information, I cannot elaborate on everything completely and in due depth 

here but I would like to present roughly the most important findings. These insights and newly gained 

knowledge may, in turn, help other researchers to further explore the topic of HL as a social practice. 

10.3.1 General: Macro-Perspective: The Context of HL and its Social Links  

Despite the constantly reiterated and undisputed relevance of the context for HL, current empirical 

knowledge about the role of context and its multiple facets in HL remains superficial, and contextual 

factors beyond health determinants are rarely included in HL measurement tools (Paasche-Orlow 2021).  

When talking about the role of context in HL, it is necessary to define what is meant by context 

and which context is being referred to. In the debate about HL, there are both references to a context 

that concerns the overall social environment and references to the situation in which HL is used. While 
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Nielsen-Bohlman subsumed these two areas together under context (2004, p. 32), I prefer to divide 

them into the macro-level (context) and the micro-level (situation). An important note needs to be raised 

here: although this division in context and situation is useful for analytical purposes, these two domains 

are highly intertwined, and context influences the concrete situation in many ways. Moreover, there is 

the question of which context is perceived as relevant. While the answer to this question seems simple 

for people who have always lived in the same place or country, the answer to the question is rather 

complicated for migrants. Is the context the overall situation in the destination country, in the country 

of origin, the current specific living context, or a mixture of these contexts? 

The first strategy of how context becomes relevant in HL is found in frameworks that embed HL 

in a context with its determinants and outcomes, such as in the HLS-EU Conceptual Model. Despite 

the attempt to capture relevant contextual factors, like Sørensen et al. have listed political, societal, 

cultural, language, and demographic factors, frameworks usually reduce context to (social) health 

determinants or health outcomes and assess the association between HL and determinants or outcomes. 

This leads to explanations for low HL being found only in the sociodemographic characteristics of the 

individual and not in the context as a whole. Consequently, these findings reinforce the widespread 

attribution of deficits to the individual, but this is due to an incorrect reduction of the concept. Another 

difficulty arises because even when based on such comprehensive frameworks as the HLS-EU, 

quantitative research can only reveal associations but cannot explain why the socio-cultural and 

political context influences HL practice. Still, to better understand the influence of context on the 

individual, it is necessary to turn the gaze and infer the context and its contribution from the individual's 

HL-related practice. For this, qualitative and especially ethnographic studies are necessary.  

CONCEPTUAL MODEL – THE MACRO PERSPECTIVE 

The three research projects in this thesis address the role of context to varying degrees and thus 

cover the broad spectrum of the possible role of the context in HL: From using existing conceptual 

models to introducing new conceptual models based on theoretical considerations to inductively 

describing the role of context. To do justice to the respective study designs, I will first try to describe 

the context of HL via this and then take a more detailed look at the five contextual factors named by 

Sørensen et al. (2012). 

Exploring context in HL using conceptual models: Of the three studies, only the Afghanistan 

study relies on a specific conceptual model of HL. The HLS-EU-Q, developed by an expert committee 

for use in Europe, frames an individual’s HL amid several societal and environmental determinants and 

numerous health outcomes. However, Sørensen et al. do not specify these determinants and only 

provide some variables for assessment in the HLS-EU-Q86 (The HLS-EU Consortium 2012). A closer 

look at the variables and values revealed that they are not appropriate for the socio-cultural context in 

Afghanistan and need to be modified (as suggested by our Afghan colleagues). A major need for 

adaptation of the HLS-EU arose already in the design phase of our study in Afghanistan because the 

central unit of observation for HL is not the individual with their HL level. However, the individual 

must be treated as part of a family and social context, so we formulated additional sociodemographic 

questions such as the number of people in the house, the number of literate people, and so on. Secondly, 

the determinants of health, their variables and values, and the health practices had to be adapted to the 

given situation, so we changed the sociodemographic indicators’ values and added questions. Third, 

due to irrelevance in the context of central Afghanistan, we excluded one item from the questionnaire 
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(Item 7). Fourth, we modified the health practices to align with major health concerns in this region, 

such as sexual and reproductive health and nutrition. Fifth, we also added a religious beliefs scale, an 

empowerment scale, and the Quality-of-Life scale to assess wellbeing.  

Despite the fact that numerous determinants were included in our study and the other HLS-EU 

studies, we found only a strong association between education and HL, which is consistent with many 

studies (Lorini et al. 2018). The intended relationship between other personal, situational, social, and 

environmental determinants with HL is not as clear-cut as the conceptual framework suggests and 

requires further exploration and adaptation of the framework for other contexts. Other studies using this 

framework and observing the influence of determinants on HL also report few correlations in 

quantitative studies, which may depend on the conceptualization of HL and the variables (Mantwill and 

Diviani 2019). At the same time, qualitative studies support the assumption that various contextual 

factors exert an influence (Zhu 2018) and encourage qualitative exploration of HL. Moreover, the 

reason why HL is correlated with certain but not other determinants of health (education) needs to be 

further explored and the relationship analyzed (and explained) in detail.  

Overall, while it was possible to assess and describe the statistical findings, interpreting the data 

and attributing “deficit” adequately to the factors causing it has proven impossible because only one 

side of the HL equation was assessed, and neither situation nor the opportunities and limitations of the 

contexts were specified. As a result, meaningful contextual information is lacking, such as how 

complicated individual interaction is, whether health information is available (including via social 

media), and how difficult or easy that information is.  

A major shortcoming of the main HL studies is that researchers analyze the data at an individual 

level and then identify groups are identified who have poorer HL levels, such as those with lower 

education. However, these studies do not further explain the reason for this, leaving the readers to 

assume that the individual's deficit remains. In contrast, the in-depth analysis of our Afghan study 

showed that the reasons for low HL are not poor educational attainment (or the individual’s aversion to 

education) but rather lack of access to schooling due to the ongoing war, but also the changes in the 

education system correlate with changing HL levels. This strong association also calls into reflection 

the close relationship between HL and education. It needs more precise elaboration, especially if HL is 

not only as literacy or the availability of accumulated (memorized) knowledge but also as the ability to 

successfully engage with comprehensive health information and influence health. The second major 

shortcoming is that the description of only crude indicators and lower or higher scores does not allow 

describing the general context in society, the way the indicators are evaluated, or the person's social 

position in society. It calls for further context-related aspects to be assessed (Wilkinson and Marmot 

2003; WHO 2008). Quantitative analysis of factors focusing solely on the individual only reveals which 

contextual factors play a role but not how context influences HL. In general, the quantitative survey in 

our Afghanistan study was hardly able to provide any information on the contextual factors identified 

by Sørensen et al. as relevant (political forces, societal systems, culture, language, and demographic 

situation). This is not only an exception in this study but is also found in most of the studies using the 

HLS-EU-Q. 

In order to better exploit all the undeniable advantages of using the HLS framework, I believe it is 

indispensable to qualitatively examine the appropriateness of the questionnaire for the respective 

context, to select contextually relevant variables as determinants, to include scales for supplementary 

explanatory possibilities (for example religious beliefs), and to also capture the other side of the HL 
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equation (the health system’s demands, complexity, and skills). Then, in my view, the quantitative 

study of HL can unfold its full potential and become more relevant for the transfer of research into 

practice and general for politics, research, and practice. 

Exploring context in HL using a revised conceptual model: The ELMi project adopted a 

different approach to conceptualize HL at a macro-theoretical level. Central to the theoretical 

considerations is the consideration of the role of context in developing and influencing (habitualized) 

health decisions and health behaviors, for example, how the overarching contextual factors become 

apparent in the individual’s behavior, how individual people “respond to context” (van den Broucke 

2019, p. 715). In the theoretical reflections of the ELMi book, context became evident because all 

practice (and research) is influenced by the context in which it takes place and how context describes 

and divides societies, and shapes behavior, norms, and values in the particular social group and 

individual. The way researchers relate to context and action is generally strongly determined by the 

theories we draw upon to describe HL and its determinants and to explain the interaction of outcomes 

and determinants. In addition, it also depends on how we frame and interpret HL in society and how 

we attribute vulnerability (see the vulnerability of migrants). Depending on the theories used and their 

basic assumptions, other aspects are highlighted, and errors are possibly made, such as conceptualizing 

people as individuals acting rationally and differentiating people based on standard statistical methods 

because these also shape social hierarchies.  

The book argues that a revision of our view of HL in society is advisable and, to this end, proposes 

the theory of justice and the capability approach. These can introduce a new perspective that does not 

aim for no disease or the least possible disease-causing and most health-friendly behavior (healthism) 

but rather focuses on maximizing capabilities and individual agency and freedom. The chapter criticizes 

the approach of labeling people as vulnerable to HL based on their characteristics as incomplete, 

individual-centered, and individually blameworthy, especially when referring to migrants. The ELMi 

book argues that the tension between healthism and different conceptions of health and the individual’s 

resource deficit and the health inequalities in society should not be reduced to one domain but must be 

recognized as an irresolvable tension. Therefore, the ELMi study brings context into the discussion of 

HL, especially as a major factor influencing structure and action and defining the scope of action. Here 

context is not divided into political forces, societal systems, culture, language, or demographic 

situations, but rather the influence of all these on the individual and his or her actions (possibilities) is 

considered. 

The incorporation of the findings of the ELMi study into a modified version of the capability 

approach is found at the end of this dissertation. 

No predefined conceptual model: Role of context derived from qualitative findings 

In the ELMi and the SCURA projects, an ethnographic research paradigm was applied that allows 

for understanding situations, actions, and meaning-making processes from within (an emic 

perspective). In contrast to predefined frameworks, the influence of the context on HL has to be 

extracted from the thick descriptions of people’s lives as well as how general social structural issues 

come into play (in stigmatized neighborhoods), such as discrimination, racism, social degradation, and 

how people respond to it. Since I did not conduct any of the ethnographic studies in the ELMI project, 

I will limit my further remarks to the SCURA project results and link them to the insights from the 

HLS-EU-Q and the theoretical considerations. The findings showed that context became relevant in 

multiple ways, including environment, politics, society, culture, and demographics. Although these five 
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points are already listed in the HLS-EU Conceptual Model (Sørensen et al. 2012), several aspects 

related to these points also emerged in the qualitative study, for which reason these factors were used 

as main categories for reflection of context. 

Although the environment often does not come into immediate focus when discussing HL in 

Western countries, it plays a key role in health and health practices in the form of geography and 

weather and hence in what HL activities become relevant. Geography and weather strongly influence 

the occurrence of diseases in different seasons of the year, the challenges in accessing water, internet, 

health care service, and food, for example, what fruits are available and when. The reasons that many 

Afghans do not eat fruits and vegetables daily in the Hazarajat lie not primarily in the low HL but in 

the lack of availability of food. The theoretical considerations also suggest that health-detrimental 

dietary behavior, in the eyes of health care professionals who pursue healthism, may not only be rooted 

in upbringing, culture, and previous experiences in a particular social context but also in the availability 

of food. Moreover, in contrast to healthism, these deficit behaviors can also be interpreted as culturally 

different behavior. Likewise, the SCURA study showed that migrants need to familiarize themselves 

with the most prevalent disease in the new country (e.g., colds in winter), but they also need to change 

their behavioral patterns of buying food (in the supermarket or the farmers' market), and they need to 

acquire knowledge that the cheap and easily available high-caloric processed foods in the supermarket 

are not healthy as well as that eating many (non-organic) chicken in Germany can be detrimental to 

health because most chickens are feed with antibiotics, which can lead to antibiotic resistance, as one 

teacher explained during the SCURA participant observation. It can also take time to adjust to the new 

climate, such as cold winters and warm summers in Germany– especially if people come from countries 

with quite different weather conditions. These examples are just a selection of the multiple that emerged 

in the SCURA study when observing the role of environment and climate in migrant HL practice. The 

importance of the environment on health has recently received more attention in the public health field 

through approaches such as Planetary Health and One Health, but this has hardly been considered in 

the HL debate. 

A second important contextual issue is politics related to health, health care, but also education, 

and integration. Policies impact health in several ways, as politicians make laws and decisions that 

contribute to the safety of a country and other prerequisites for health. Furthermore, they define laws 

and regulations for the health sector, including the distribution and availability of health services; the 

affordability of services or universal health coverage (see the availability of health services in 

Afghanistan but also the accessibility of healthcare for migrants). Moreover, they are also responsible 

for the availability of communication channels such as the Internet, radio, television, and regulation of 

whether they share valid information (see Burhani’s statement on lack of health information (2009) or 

the government-supported health information material in other languages than German by the BZgA 

(2022)). Furthermore, policymakers decide about the laws and regulations for health promotion 

activities (see law SGB V §20k) and education, including second-language courses, and even define 

the curriculum about what HL is required to live in that context (Goethe-Institut 2016). In addition, the 

policy also influences decisions about education, such as where a school is built, who has access to 

school, and what skills (including critical or health promotion skills) are taught (MKJS 2016). These 

examples alone illustrate the multiple influences that the political context can have on HL's provision, 

acquisition, and use. Therefore, it is all the more surprising that despite this huge contribution of the 

political context to the development and use of HL, the political context has hardly been discussed 

adequately in the HL community. 
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A third contextual factor is society itself and its structural make-up and classification at all levels, 

which are related to equity, diversity, the relationship among different segments of society, and the 

resources and support social groups have. For example, social diversity and its influence on health can 

be seen in the social determinants of health (Harsch et al. 2021b; The Asia Foundation 2019). Social 

standing also defines the scope of action/opportunities and constraints, showing that people in the 

highest class have far more opportunities to exercise their abilities than those in the lowest 

(Bittlingmayer et al. 2020f, p. 118). While second-language courses aim to equip newcomers with 

everything they need to integrate into society and teach them expected social roles, the textbook rarely 

encourages learners to understand and reflect on their social situation in the new country (OÖ 

Gebietskrankenkasse 2014). Furthermore, the societal setup and the available and respected influential 

people (e.g., Mullahs) can determine what health activities are preferred and used. This influence of 

trusted, respected, and available people for HL practice needs further exploration (cf. Sentell et al. 

2017). These examples alone illustrate the diverse influences that society and the social system exert 

on and affect HL. It is, therefore, all the more surprising that the contribution of social systems, apart 

from the institution of the family and educational opportunities, is hardly considered in the HL 

discussion. 

The fourth contextual factor is the all-encompassing concept of “culture.” While culture is often 

referred to when other explanations cannot describe the measured differences between different ethnic 

groups (see Quenzel’s explanation for the differences between elderly participants (2016)), culture is 

much more than language, food, clothing, and festivals as the UNESCO definition has highlighted 

(UNESCO 2001). For health and HL, cultural influences on the spiritual, material, intellectual and 

emotional features as well as the value systems, traditions, and beliefs are crucial (Shortened definition 

by the WHO (n.d.)). Consequently, culture becomes important to HL as a social practice because it 

shapes the values, norms, and practice as expressed in interaction, communication, interpretation, etc., 

and how the concept of health and related topics are understood. In short, culture gives “meaning to 

health communication” (Nielsen-Bohlman et al. 2004, p. 10). See also (Zhu 2018; Levin-Zamir et al. 

2017; Zanchetta and Poureslami 2006; Kreps and Sparks 2008; Faltermaier 1994). HL practices 

“intersect with culture and power” (Liebel n.d.); see also Paasche-Orlow et al. (2018) and Nielsen-

Bohlman et al.’s (2004, pp. 108). Although culture is so fundamental to HL, it is astonishing that the 

issue of culture only comes to the fore in relation to migrants in particular (Nielsen-Bohlman et al. 

2004, p. 109). Culture is then invoked to explain the lower HL levels of migrants or to develop target 

group-specific culturally appropriate information (Nielsen-Bohlman et al. 2004, p. 13). However, this 

narrowing of culture to migrants overlooks that each setting, including the healthcare setting, has its 

own culture and that conversational processes, interactional patterns and behaviors, and appropriate 

judgments are subject to distinct cultural scripts (as it became obvious in the SCURA textbook 

analysis). To improve the treatment of migrant patients, cultural competence should be promoted, 

which includes four areas: cultural awareness, cultural knowledge, cultural skills, and cultural 

encounter (IOM 2019a). However, the focus is primarily on the 'other’ culture and less on the own 

settings’ culture (see history of cultural training by Pusch 2004). However, based on the observations 

made in the SCURA project, culture should not be viewed exclusively as belonging to one nation but 

rather as the various cultures that exist in the respective societies in different areas of life, including 

health care. 

In these thesis projects, culture was accounted for in the following ways:  
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Cultural adaptation of the questionnaire/framework: In our Afghanistan study, we incorporated 

additional scales that may provide an explanatory ground for health practice and outcomes. This was, 

first and foremost, the Religious Belief Scale developed by the WHO (Skevington et al. 2013). 

Quantitative analysis showed that both the Belief and Coping subscales explained the relationship 

between education and health outcomes better than HL. These findings need further investigation. 

Moreover, culture also became apparent in the items of the HLS-EU because standard activities in 

European countries were presented here. Analyzing the items showed that the questionnaire 

presupposes many cultural healthcare system-related assumptions such as the availability of health care 

providers, access to health promotion information through media, and the culturally accepted behavior 

to ask another doctor for a second opinion. How all these aspects affect culture, as well as HL, needs 

further qualitative investigation. 

Culture also became visible indirectly in the ELMi project, as it can be part of the individual‘s idea 

of a good life. At the same time, the considerations in the ELMi project pointed to healthism, which, 

upon closer examination, can also be seen as cultural orientation, as it fundamentally shapes behaviors, 

values, and thought patterns. The role of healthism in relation to HL should be explored more closely, 

as it seems that many HL questionnaires take the idea of the best possible health action, regardless of 

context, as ideal and as "health literate" without critically questioning this orientation. 

Lastly, culture in relation to HL played a significant role in the third research project. This is 

because the objectives of the language course already include the teaching of culture in addition to the 

teaching of language (Goethe-Institut 2016, p. 6). First, in second-language textbooks, culture is 

referred to in two ways: the presentation of other cultures (in appearance, names, food, ways of living) 

and when talking about different countries, and the referring to Germany vs. “in your homeland,” in 

tasks that invite the learner to become aware of cultural specifics and difference. In general, the "other" 

culture that newcomers bring as a distinguishing feature from natives must be defined in terms of which 

culture is being considered: the one evident in the clinical setting (often overlooked but highly visible 

in the situation) or cultural activities in the country of destination or in the country of origin, or 

specifically in the subgroup. Most of the time, it becomes apparent by the way it is spoken about that 

these cultures are defined as separate but not interwoven or merging like in transculturing (see, e.g., 

Abad 2013; Monceri 2003). Second, culture is not only manifested by externally visible features of 

societies but also in patterns of communication and interaction. The textbook analysis revealed the 

“imagined ideal” standard patterns of interaction in German health care settings. The language course 

strives to teach commonly accepted behaviors inside and outside the healthcare context. Language 

courses support their learners to become aware of a cultural pattern in communication, how to welcome 

someone, and roles in interaction with a doctor have several functions: building trust/familiarity, 

emotional relief (because you already know what to expect), avoiding mistrust and conflict situations, 

understanding these cultural processes (and common ways of handling) can also increase confidence. 

Besides the to-be-learned interaction pattern in the textbooks, the ethnographic studies revealed how 

people in everyday life and in educational settings act regarding health and how they engage with health 

information. A multitude of diverse ways was reported that cannot be clearly linked to the culture in 

their country of origin. Further investigation is needed.  

Indirectly, these different influences on health and health actions could be observed in SCURA, 

but the lessons did not focus on how the context influences health and how to address it proactively. 

These are just a few of the many cultural facets relevant to HL which require further investigation and 
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explanation of the link with HL. All in all, the “contributions of culture and language to HL are rich 

and complex” (Nielsen-Bohlman et al. 2004, p. 118); see elaboration on the role of language (Nielsen-

Bohlman et al. 2004, pp. 108ff). 

Finally, Sørensen et al. list language and demographics as two other societal and environmental 

factors without elaborating on them. The demographic situation related to HL includes various 

individual characteristics such as socioeconomic background, education, and economics, as shown in 

many questionnaires and discussed above. In the SCURA study, demographic factors appeared to 

influence the acquisition of the German language, i.e., age, education, and family (as support or 

distraction). At the same time, demographic factors also influenced which health issues became 

particularly relevant, such as maternal health, child health, and stress due to age, to name but a few 

(Harsch et al. 2021d). Already these few examples suggest how significant demographic factors are for 

HL, not only for determining the level of HL but also for which HL practices become relevant 

(Bittlingmayer et al. 2020f, p. 118). This relationship between demographic situation and HL concerns 

is rarely discussed in general HL studies but could provide important clues for the interpretation of HL 

study results. The fifth factor mentioned by Sørensen et al., language, is discussed in more detail below. 

In summary, while context is often ignored or only described in general terms in discussions on 

HL, these studies revealed that not only the theoretical idea of the context strongly influences the way 

how HL is perceived and assessed, but context also plays a crucial role in HL in what HL skills are 

needed and how they are developed, e.g., in family and educational settings. Furthermore, context and 

specifically culture define what is expected in situations, interactions, and what scope of action the 

individual actors (patient, doctors, and accompanying family members) encounter. Furthermore, the 

context strongly determines the boundaries among which HL can be enhanced in state-organized 

interventions such as second-language courses. Despite its high importance, it is surprising that the HL 

debate context is hardly discussed intensively. This omission of the influence of context on the 

development, promotion, and use of HL carries the risk that vulnerability arising from it is not attributed 

to this actual cause but is attributed to the individual. 

10.3.2 HL in a Situation 

Besides exploring the influence of the context on the HL practice, we also shed light on the 

situational aspect related to HL. The situation can be viewed in at least two separate ways: the specific 

situations and the specifics of the situation in which HL is used. Although researchers might be prone 

to describe the HL situation as static, others refer to "the fluid nature of culture [which] means that 

healthcare encounters are rich with differences that are continuously evolving” (Nielsen-Bohlman et 

al. 2004, p. 9). Since this diversity and dynamism are usually only mentioned in general terms but rarely 

specified, further, especially qualitative studies are needed to explore and describe the interaction of 

situational factors with HL and with each other in more detail. The three studies contribute in diverse 

ways to our understanding of the situation and situational aspects.  

Like in most quantitative studies and reports, the Afghan study also refers to the importance and 

influence of the situation, yet this mostly remains on a general level without explaining how and why. 

The analysis of the constituent items in the HLS-EU-Q16 scale showed that they are very vaguely 

formulated in relation to the situation and thus allow for multiple interpretations. Therefore, it is 

plausible that respondents assign a different level of difficulty to the constituent items depending on 

the idea or situation they have in mind when answering. This, in turn, makes the appropriate 

interpretation of the data of the scale impossible. To make it easier for respondents to answer the 
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questions and to clarify the subsequent interpretation, the situation in which the activity in the items 

takes place should be outlined more clearly. At the same time, as already mentioned repeatedly, the 

other side of the HL equation should be considered so that the difficulty of the activity and the various 

situation-influencing aspects can be better included in the reflection. 

Situations and situational characteristics per se were not the focus of the theoretical considerations 

in the ELMi project, yet some remarks can be made, such as that it is important to consider the 

capabilities an individual has in each situation, the context of actions, opportunity structures, and 

barriers to action. Moreover, based on the ELMi theoretical consideration, one can argue that the 

complex interplay between deficit and lacking resources, healthism, and different health practices needs 

to be taken into account when studying the HL of migrants/vulnerable groups. The ethnographic ELMI 

study revealed that the lives of the accompanied adolescents are strongly interwoven and impacted by 

other people, such as family members. What began as an individual-centered observation evolved into 

a social milieu study with the young people as the main actors within its links to other relevant people, 

locations, and actions as well. By exploring HL as an asset and social practice, multiple settings became 

relevant, such as analog at home but also digital– when they played games or sought information inside 

the home as well as in various places outside (mosque, sports club, local events …), and each situation 

had unique features.  

Most of the information related to the situation was obtained from the SCURA study. Here two 

sources for the situations can be distinguished. One is the situations in the textbooks, and the other is 

the situations during the course. The SCURA study revealed numerous events in which the migrants 

interact with health information formally because of the topic in the textbook and informally in 

communications with others. Since the textbooks used in the integration course provide cultural 

orientation and real-world examples in addition to language instruction, the respective communicative 

actions can be examined in their situation. Analyzing situations in the textbook allowed us to reflect on 

situations that are considered standard for a particular society and show the multiple aspects relevant to 

it. The dense ethnographic description gives an account of the diverse characteristics of the situation. 

When preparing the data for presentation, the question arose of how to capture, cluster, and evaluate 

the various situational aspects and their contribution to HL practice and development. People often try 

to describe a situation by asking various questions to better understand it. For example, Arens (2008) 

proposed the five questions of the Laswell formula to capture communication and input variables of 

situations. Whereas Geissler added four questions, when, where, why, in which way, of the speaking 

practice, to analyze speaking itself and embed it in its situational context (Geißner 1986). The need for 

these complementary factors is evident in the very fact that changing just one of the factors changes the 

situation. For example, a conversation in the office is different from one at home. A conversation with 

the doctor on the street is different from a conversation in the doctor’s office or during an emergency 

visit at home. Geißner’s questions help bring awareness to the numerous individual factors and 

systematically explore the contextual and situational social practice. However, not only the manner of 

speaking but also the content and intentions can be fundamentally different and influence how the 

message is perceived, evaluated, and used. Language teaching is sensitive to changes in communication 

and skills depending on the change of one of the situational parameters and can thus inform the HL 

community. Despite the recognition that HL practice changes depending on the situation, the situational 

facets are rarely considered in the discussion. 
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So, what can researchers, politicians, and practitioners learn from the three projects and discussions 

about the situational aspects of HL?  

First, the basic insight, there are many more situations where health information is shared, and 

people engage than a visit to the doctor in which medication is prescribed or the reading of a health 

advertisement. Situations, in the sense of occasions, for health information use can be very numerous 

(Soricone et al. 2007; Singleton 2012) for a compilation of possible situations and actions therein). 

Second, the situation in which HL is used is far more complex than what quantitative 

questionnaires can capture. Researchers are encouraged to critically reflect on aspects that can play a 

vital role in HL in the given situation. Nevertheless, these aspects should not be considered in isolation 

but in their unique combination. The inclusion of more factors sharpens the view not only of Lawson's 

formula but Geißner’s nine facets of the situation analysis, which place HL more in context. The nine 

factors are not separate but influence each other mutually and come to the fore in diverse ways; they 

cannot be determined in general terms. By being aware of these factors, more attention can be paid to 

them, and they can be influenced more strategically to facilitate HL use. This overview helps describe 

the relationships between the factors but needs further research. Although this situational analysis is 

derived from speech theory, the factors examined have surprisingly much in common with the nine 

situational features ethnographic researchers should focus on space (= where?), actor (who with 

whom?), activity, object (what?), event, time (when?), goal (why and what for?), and feeling (how?) 

(Spradley 1980) (See Chapter 6). While the language situation analysis may place a particular emphasis 

on how situational context influences the language used, ethnographic studies’ interests go beyond the 

language to the role of meaning, interpersonal relationships, contextual influences, etc. (Goodson and 

Vassar 2011). Regardless of whether the situation is approached from applied linguistics or an 

ethnographic perspective, both share that deep conviction that situations must be considered in their 

full complexity to order to truly understand them because HL is a historically situated practice (Santos 

et al. 2018, p. 196). When looking at situations, it is still important to recognize that every situation for 

HL is extraordinarily complex and diverse, but also that certain situations are characterized by recurring 

patterns of interaction. For example, the textbook analysis has shown that making an appointment with 

the doctor, as well as interacting with the doctor, follows a common structure and pattern of 

communication. While the interaction with the physician is subject to a certain degree of standardization 

with minor variations, the ethnographic research revealed several other situations, including in the 

family and social media, are far more complex and are influenced by multiple factors. 

The analysis of the so-called common situation in the HLS-EU questionnaire, but also in the 

textbook, reveals the cultural embeddedness and shaping of many situations (e.g., the standard 

interaction with local doctors and what is not common: such as going to the doctor together with the 

family, going to the hospital first instead of the local general practitioners (German: Hausarzt), making 

no appointment or an appointment in advance (online or using a phone). All these standardized 

procedures also raise the question of what the idea of an ideal health-literate person is: Is it a person 

who always adheres to the behavior suggested by Healthism or someone who is not following the advice 

without reflecting on it and even demonstrates deviant behavior? When only looking at the one main 

behavior supported by healthism reduces health practice and situational influences and overlooks the 

diversity and complexity of situations and actions.  

Apart from a wide variety of health-related situations and their great heterogeneity and complexity, 

certain situations may recurrently occur in people’s lives because these situations are related to life 
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stages or special events (Levin-Zamir 2020, p. 608). First, health and HL needs are not constant but 

dynamic and change over the life course, e.g., growing up as a child, teenager, young adult (sexually 

active), pregnant women and mother, or elderly (Purcell-Gates et al. 2000) and (Nielsen-Bohlman et 

al. 2004, p. 24). Second, health-related situations that are relevant for the individual occur not only 

because of an individual’s own disease/health but also are evoked because of the health/disease in the 

family and of friends and influenced and co-constructed by all people involved. A third factor refers to 

the broader social and environmental determinants of health which indicates that people respond to 

these challenges linked to their own social positioning in society (Mantwill and Diviani 2019) with 

their specific opportunities for acting and limitations, which is also an expression of the health inequities 

in society. A fourth aspect is linked to the decisions made in life, such as moving to other countries, 

forced or by choice, which also influences what health topics a person might encounter and determines 

the new HL skills that are required. 

Lastly, apart from the variety of situations and the diversity of the situations’ characteristics, 

another noteworthy aspect is the behavioral options within it. Although we considered situations at an 

individual level (Sørensen et al. 2012), the individual’s likelihood of being exposed to particular 

situations varies greatly and highly depends on his or her socioeconomic status and the scope of action 

given at the respective societal levels and is thereby embedded in historical, cultural, political, and 

social circumstances that shape both the situation and the interaction (Nielsen-Bohlman et al. 2004, 

p. 149). 

The above elaboration can serve as a basis for the development of HL interventions that take into 

account the situation and its specific situational aspects and can thus promote HL in a more targeted 

and concrete way. 

 

10.3.3 HL, Language, and Literacy – Mediators of Health Information  

Understanding language and literacy as one of the multiple determinants of HL (Brega et al. 2015; 

Harsch and Santos 2022) is elementary in the HL debate because literacy and language are fundamental 

as the media for transporting, exchanging, and reflecting on health information. While literacy is even 

the first component of the two-word compound term HL, it is understood and framed in several ways, 

which is why clarifying the possible understandings in HL discourse and outlining the understanding 

used in our own research is irreplaceable. Over the past 30 years, two major expansions in the HL 

debate around the concept of literacy occurred, which can be well represented on two axes. Depicting 

these developments along these two axes provides a good overview of the depth and breadth of the HL 

debate and allows us to better situate the various HL interventions within it. The first expansion 

occurred when researchers moved from initially linking HL to literacy skills (Morris et al. 2006; Davis 

et al. 2006) to a much broader concept of competency that encompasses various components and skills 

(Nielsen-Bohlman et al. 2004, p. 6)(See also figure 6). This is the reading versus competence axis. The 

second expansion occurred from an initial understanding of literacy as context-independent and 

autonomous to an expanded understanding of HL as embedded in context and thus perceived as a social 

practice (ideological model of literacy) (Pinheiro 2019; Papen and Walters 2008). This is a dichotomous 

autonomous versus context-dependent axis. In the current HL discussion, HL research projects and 

interventions can be concurrently found that target either one or the other perspectives. As the 

perspective chosen massively determines the concept of HL and the methods used to study it, it is 

important to clarify what conception of literacy the quantitative researcher, as well as the qualitatively 
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researched individuals base their study on. Looking at current HL frameworks and HL questionnaires, 

it becomes evident that literacy and language are rarely explicitly distinguished, and even the distinction 

of languages takes place at a very general level. Since its first use, HL has often been associated with 

literacy. Along these lines, HL has been measured using literacy level as the proxy, and HL 

interventions have aimed to reduce the complexity of written language, for example, by using plain 

language (Stableford and Mettger 2007). Currently, most recommendations aim to simplify the 

language and suggest, e.g., the use of short sentences, avoiding multisyllabic words, simplifying 

complex sentence structures, and adapting layout (Schmidt-Kaehler et al. 2017; Kolpatzik 2019). 

However, studies have shown that these approaches are predominantly effective in improving 

functional HL, yet not interactive or critical HL (Fernández-Gutiérrez et al. 2018). 

The three research projects touched upon literacy and language to varying extents and depths. 

The Afghan HL study’s main aim was to investigate HL in a selected region but not to assess 

literacy. It turned out that due to the high proportion of illiterate people in Afghanistan and in our 

sample, a special focus was given to illiterate people and their HL (Harsch et al. 2021c). In preparing 

the study, we realized that almost no data on the HL of illiterate people existed worldwide and their 

voices were mostly not heard because illiteracy was considered an exclusion criterion for participating 

in the HL study (Sørensen et al. 2013; The HLS-EU Consortium 2012). The reason for this exclusion 

is based on a literacy-focused HL concept derived in high-income countries, which concludes that 

illiterate people have a low/inadequate HL by definition. Whether or not this attribution holds true and 

whether or not it applies to all countries and their unique contexts cannot be answered from the available 

empirical studies and requires further studies. A new version of Pleasant's (2013) report summaries 

would be helpful here. An exclusion of illiterate people often also occurred due to the chosen 

questionnaire administration, in which participants were required to read and fill out the questionnaire 

themselves. To date, little is known about the HL skills of illiterate people (in various contexts). This 

lack of empirical evidence is critical because, without data, the assumption that low education leads to 

low HL is prevailing. However, our study has shown, at least for Afghanistan, that this statement is not 

always true and should at least be questioned. When administering the questionnaire (HLS-EU-Q16) 

orally (in our study), even illiterate individuals may have adequate HL skills. Although the majority of 

illiterates (precisely people without formal education) have inadequate HL, our study showed that 

illiteracy does not always predict HL level and people without formal education can nevertheless have 

good HL, which needs further explanation. Despite the fact that HL is derived from literacy, unlike the 

HLS-EU-Q47, the HLS-EU-Q1616 does not include a single item that explicitly refers to reading or 

writing activities. Therefore, the HLS-EU-Q16 qualifies for being used in countries with low literacy 

levels, for example, Afghanistan, if the questionnaire is administered orally. Consequently, these 

studies could reveal that a considerable proportion of people with low schooling but a high HL level. 

The fact that people with low literacy and low HL can behave remarkably healthily and have high health 

status challenges the strict focus on literacy as a key indicator of HL or health in all countries worldwide. 

Moreover, the discussion of the role of literacy skills in HL can be approached differently by looking 

at HL practice in each context and examining how pivotal literacy is to that practice. Qualitative 

accounts of communication in rural Afghanistan show that spoken language is much more important 

than the written word. This illustrated the need for different skills in reading/writing depending on the 

 
16 The reason is that the HLS-EU-Q16 does not explicitly include written health information – yet the HLS-EU-Q47 does (see Q1.6 

“understand the leaflets that come with your medicine”?). (The HLS-EU Consortium 2012) 
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context (see elaboration on the context in 10.3.1 above) (RAVID and TOLCHINSKY 2002) or as 

Freebody et al. said: "Our notion about what constitutes satisfactory literacy performance is historically 

and culturally determined.” (Freebody and Luke 1990, p. 8). Therefore, whether or not low literacy 

skills are evaluated as a major weakness depends heavily on the context, the role of literacy practice in 

that context, and the demands placed on the ordinary person. Building on the Afghanistan study and 

these reflections, it is worth noting that the role of written health information in different countries and 

its relationship to understanding HL and HL practice is rarely explored in HL studies (an exemption is 

Papen 2009), yet it could make a very important contribution to the better understanding of needed HL 

skills in different countries. 

Language as a communication medium was not the focus of the ELMi project either and was not 

discussed in detail in the chapters selected for this thesis. Therefore, discussing the role of language 

based on the results of the ELMi project is limited, and I can only make selected comments. The 

literature review showed that language is only listed as a distinguishing feature (in quantitative studies), 

and migrants are assumed to have communication difficulties due to different languages, linguistic 

inconsistencies, or even language discordance (Sudore et al. 2009). Our theoretical considerations did 

not explicitly mention language (and literacy skills), but literacy skills can be viewed as cultural capital 

(Abel 2007), and parents pass these skills on to their children. Neither Sen (2015) nor Nussbaum (2007) 

specifically refer to language in their conceptualization of the capability approach. Nonetheless, 

language skills can be a relevant tool for expressing ideas and participating in society (Hamilton 2010); 

thus, they are fundamental to the ten aspects of a good life, as defined by Nussbaum (2007). In addition, 

language can be considered an important skill relevant for using the capability set and making choices. 

Apart from the theoretical considerations, the use of multiple languages played a crucial role in the 

ethnographic studies by Islertas, Sahrai, and Bertschi, regardless of whether the young people were 

recent immigrants to Germany or whether their parents were immigrants (Bittlingmayer et al. 2020d). 

The ELMI project documented that adolescents and families with migration background use multiple 

languages to learn and communicate about health. Although (German) language problems among newly 

arrived refugees existed, the availability of different languages was not always a barrier in and of itself 

and could even be an advantage in different situations (see, e.g., the study by Sahrai (Bittlingmayer et 

al. 2020c)). Moreover, numerous modalities of language use were observed in the ethnographic study: 

e.g., the use of different language modalities (oral and written), reproductive and productive language 

strategies, communication in the analog and digital worlds, and the use of all language registers and 

their strategic combination to engage with health information (what in applied linguistic is called 

Translanguaging (García and Li 2014). These examples suggest that when addressing HL and language, 

the focus should not only be on the complexity of language and its technical terms or the call for 

simplification and the use of easier words but that a more nuanced view is useful. Last but not least, it 

must be noted that language is not only functional for the exchange of objective information, but the 

observation study showed that young people associate different values, familiarity, and trust with the 

different languages (Bittlingmayer et al. 2020b). This emotional meaning of language urgently needs 

to be further explored in the HL debate. 

The fact that language is far more complex than simply avoiding jargon became abundantly clear 

in the ethnographic research conducted as part of the SCURA project. This project was able to 

delineate the intricacies of language, particularly because it sought to improve communication skills on 

the topic of health. Second language didactics is ideally suited to explore the role of language in HL 

because it not only has a thorough understanding of language and the differences between languages at 
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the analytical level but also has a wealth of expertise at the practical level about how to design learning 

opportunities so that people who do not yet speak the language can acquire it. Since the integration 

course in Germany was designed to promote both informal language use and proactive engagement to 

promote language and communication in various spheres of action, including the sphere of health, it 

can serve the HL community to gain a better understanding. The SCURA study demonstrates how the 

concept of HL can be made understandable and its promotion enriched by bringing in another discipline. 

However, to ultimately draw derivations for HL, it is first useful to understand the concept of language, 

health information, and strategies for better communication within the discipline itself and then apply 

the findings to public health. 

In studying HL with the help of other applied sciences (such as applied linguistics or education) using 

ethnographic methods, three key aspects and numerous sub-aspects emerged in addition to literacy as 

reading: the components of language, language in its entity, and the role and use of multiple languages 

in engaging with health information. 

Components of language and speech (an autonomous look at literacy). Since second language 

learners must learn a new language, second language courses teach them the many components and 

intricacies of language (see also HL as a skill Santos et al. 2014). 

1a) Beginning with phonemes and graphemes, words, common chunks, sentences, paragraphs, and 

diverse types of text. Moreover, grammar and pragmatics are also taught and show how important it is 

to know and understand them in order to communicate properly and make yourself heard.  

1b) Different modalities of language modalities are taught, not only literacy in its receptive form 

as reading or its proactive form as writing but also oral competencies such as receptive listening and 

proactive speaking and interacting (Council of Europe 2018). Apart from some models (Nielsen-

Bohlman et al. 2004, p. 38) that are more specific in this regard, the HL debate has a blind spot about 

the different modalities of language, the skills required, and the many different ways of using them.  

1c) Moreover, not all writing is the same; the same language mode may be associated with multiple 

language strategies related to it and used for various purposes (see, e.g., CERF Council of Europe 2018). 

Although Nutbeam (2000), in his well-known differentiation of three HL levels, already pointed out 

the difference between functional and interactive HL and thus to different purposes of HL, this is rarely 

taken up. 

1d) Furthermore, language courses are also specific to different modalities of language 

presentation, distinguishing between an oral and written medium of the information and oral or written 

conceptualization of the information (Biebighäuser 2018). This distinction underscores that the 

assertion that written information is difficult and spoken communication is easy based on their medial 

presentation is too short-sighted. Instead, it is necessary to recognize which conceptual presentation the 

written word follows, e.g., the language in a text message is medially written but follows the oral 

conceptualization rules, but a scientific paper is medial written and conceptual written, but a scientific 

presentation is medial oral and conceptual written and therefore equally complex and difficult.  

1e) Lastly, learners and language users do not merely stick to a singly language modality but 

constantly mediate between written and oral modalities. For example, when a person reads a leaflet and 

talks with his friends about it, this person mediates from written to oral modality. All of this shows that 

it is of utmost importance to understand exactly what language difficulties the learner has and to address 

them accordingly. Even in HL research, there are instruments that explore literality in 



Discussion: HL as a Social Practice Through Different Lenses 

 194  

singularity/autonomy, as seen in the REALM studies (Davis et al. 2006). Unlike the researchers in the 

study attributing low HL to people with low scores on the test, language teachers would never infer 

from a person's ability to pronounce a word that that person understands the concept or can apply it 

(and thus be considered health literate). This example shows that it is extremely relevant that HL 

researchers precisely understand what they are researching and do not jump to conclusions about broad 

competence from the performance of a communicative act (see also TOFHLA on this (Baker et al. 

1999)). These remarks here can serve as orientation and elaboration on the factor of language. 

Second, language in its entirety in context 

The next findings relate to language as a whole and are embedded in the respective context. 

2a) Second language courses acknowledge that language is not used in isolation but in specific 

situations with their particularities. In language courses, participants learn not only different language 

varieties (Swiss German, Austrian German, Standard German) but different language registers such as 

colloquial language, official language, educational language, and technical languages (e.g., medical 

language). Applied linguists have even explored language to the point of noting that each academic 

discipline has its pluriliteracies (Meyer et al. 2015a; Meyer et al. 2015b) and introducing the role of 

literacy in the specific context (e.g., prescription at the doctor’s office; prescription in the pharmacy). 

This awareness of different linguistic varieties and registers and preparation for communication in 

different contexts will enable language learners to interact adequately within given circumstances.  

2b) Quite different is the widespread demand in the HL debate, which mainly aims at a reduction 

of language complexity and the use of everyday language (Stableford and Mettger 2007; CDC 2018). 

As a result, a variety of concrete methods for reducing complexity (at the word, sentence, and register 

levels) are developed by native speakers and migrants (Brega et al. 2015; Schmidt-Kaehler et al. 2017; 

Altgeld 2018). Studies show that while these approaches provide understanding, empirical evidence is 

lacking on whether they also increase (interactive and critical) HL (Fernández-Gutiérrez et al. 2018). 

This narrowing of language and omitting of the many variations, dialects, and language registers usually 

erroneously leads to looking for the reason for low HL in the individual rather than in the complexity 

of language and communication per se.  

2c) The expansion of the view of language from an autonomous to an ideological model of literacy 

has also led to a consideration of language in the context of action. Through the social practice 

paradigm, reading and writing appear highly contextual, interwoven with local ways of life, sustained 

by conversations, various in form and consequences, and sensitive to ideological complexities of time 

and place (Barton and Hamilton 1998; Heath 1982; Scribner and Cole 1981). This can be observed, for 

example, in the fixed scripts of interaction in health care.  

2d) The fourth approach to language in its entirety is that it goes beyond reading the word and 

allows us to read the world and understand societies, etc., with the help of words. This principle was 

particularly promoted by Paulo Freire, whose approach starts from the role of literacy in each context 

but expands it (Freire 1996, 1970). Similarly, in 1990, Freebody noted that literacy (and satisfaction 

with it) is strongly determined by history and culture (Freebody and Luke 1990). Although this 

statement by Freebody et al. is more than 30 years old, it still holds true. However, to understand what 

is considered "satisfactory," an in-depth analysis of the ‘artifacts’ of communication, such as German-

as-a-second-language textbooks and the ethnographic study, can provide better insight.  
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Third, the role of multiple languages emerged as a critical factor. The role of languages becomes 

even more evident in the context of migration; for example, is the country's proficiency in the official 

language seen as crucial to avoid linguistic discordance and establish linguistic concordance in doctor-

patient interactions (Sudore et al. 2009; Schillinger et al. 2004) and to be considered health literate. 

People who have inadequate proficiency in the official language are often automatically classified as 

not health literate (Cutilli and Bennett 2009; Rikard et al. 2016). However, this equation of fluency with 

giftedness is a confusion of two concepts that is incorrect and can be disastrous due to the erroneous 

attribution of low giftedness. Most interventions for migrants aim either to use interpreters or to 

translate the language into the other language (see in Germany Altgeld 2018). In doing so, the two (or 

more) languages are considered separate from each other. However, several empirical studies, including 

the ethnographic study conducted as part of the ELMi project, have shown that people with a migration 

or refugee background often use more than language to seek health information  

3a). The monolingual perspective is very Western-oriented and symbolizes a monolingual habitus, 

as found in German schools, and ignores the realities of life for multilingual migrants but also the bi- 

and plurilingualism that dominates most countries worldwide (Gogolin 2013). Hoffmann articulated it 

precisely when he stated that bilingualism “is a blow against stupidity" (Hoffmann 2012). Studies on 

the language use of migrants demonstrate that most migrants do not use one of the two languages in 

singularity but draw from the broad spectrum of their entire linguistic repertoire to cope with the 

situation. In second language teaching, this combining and making use of multiple languages is referred 

to as translanguaging (García and Li 2014).  

3b) The last observation is that migrants’ language skills in the newly learned language do not 

stagnate but develop dynamically, and learners develop interlanguage to constantly improve their 

language when using it. How healthcare and health promotion can harness the potential that exists in 

the availability of more than one language for HL needs to be explored in more detail in the future. 

This compilation has illuminated language in a variety of ways (see for a more exhaustive 

presentation by Ravid and Tolchinsky 2002). Even at first glance, it is clear that the understanding of 

language HL support in the language course differs from the understanding of language in the current 

recommendations for HL. While these recommendations take the path from the difficult to the easy, 

language courses reverse the direction from the easy to the more complex and strive to enable 

participants to successfully understand more complex written sentences and oral communication. While 

language courses also teach comprehension of written letters, groups of letters, syllables, words, 

chunks, sentences, and passages of text, they also aim to teach text comprehension, even difficult real-

world texts, and they provide tips and tricks on how to approach texts, decode them, derive meaning, 

and apply the content. The idea that written language is to be detached from the other language 

modalities and discussed in isolation from them, not only for analytical but also for practical purposes, 

contrasts with the teaching practice of language courses (in Germany) in which oral and written as well 

as receptive and productive language skills are taught together and build on each other (see 

differentiation in language modes Council of Europe 2018; Ravid and Tolchinsky 2002). 

After presenting these main aspects, derived from the SCURA study, the question about the 

relationship between HL, literacy, language, and education derives. Some scholars consider literacy, 

language, and education as distinct from HL and mediators of HL (Nielsen-Bohlman et al. 2004, p. 4; 

Berkman et al. 2011). Our SCURA study explored HL as a social practice and identified several skills 

needed to perform HL-related activities, including language/communication skills, which we combined 
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and classified as the HL components (see Chapter 9). Countless examples from the ethnographic study 

showed that the mere ability to communicate or the possession of health knowledge does not lead to 

performing HL practice. Moreover, the study showed that even with limited language skills, but high 

motivation and competence to use health services, the person acts far more health literate than one 

person with better language and cognitive skills but less motivation. Thus, I argue that looking at HL 

and language in isolation is not sufficient to explain why people do or do not engage in health-seeking 

behaviors. Since the conceptualization of HL in SCURA was not out of pure research curiosity but 

rather the view of promoting HL for successful use of health information in everyday life, HL in the 

SCURA project was conceptualized as a set of skills that serves this goal. Language (including all 

linguistic modes), along with six other skills, is a tangible and concrete enough component to be 

targeted by teachers. Thus, the conceptualization made here joins the long-existing interventions for 

life skills promotion (WHO 2020) but also self-efficacy (O'Leary 1985; Cha et al. 2014) and can benefit 

from their findings. 

This section focused on literacy and language as a means of communication and differentiated the 

multiple facets of language, context-independent and context-dependent, and the use of language by 

people with multiple languages. In all three language-related sections, topics ranging from simple to 

more difficult were discussed. These elaborations on language revealed various understandings of 

literacy and language that go far beyond merely translating health information into a different language 

or reducing the complexity through simple language, which was only superficially touched upon due 

to lack of space. Nonetheless, this compilation should not obscure the fact that there are other ways of 

communication, such as body language (pleasant, threatening), images, touch, but also pictograms and 

mathematical (Leisen 2013; Meyer et al. 2015a) which also need to be considered when referring to 

communication about health. Although the need for a differentiated understanding of communication 

has recently been emphasized by other researchers (e.g., Hernández-Rivera et al. 2022), these aspects 

of health communication, which often trigger emotion, are still far from being researched and 

understood.  

10.3.4 HL as a Practice: Static or Dynamic? Interaction Exploring the Activities 

The fourth key feature examined was the activities and practice of HL in use. The brief literature 

review in Chapter 5 showed the general debate about HL associates numerous activities with HL, which 

are reflected in the HLS-EU Conceptual Model and items of the HLS-EU-questionnaires. However, 

predefined conceptual models and surveys must decide how HL is best operationalized. This 

concretization for the purpose of operationalization can only capture a part of the overall picture.  

So, what is the practice or action for HL? In general, researchers, i.e., Rakemakers, expand HL 

beyond the functional understanding and emphasis the “acting” part of it (Rademakers and Heijmans 

2018). While some scholars deliberately differentiate between health practice and behavior (Faltermaier 

1994), I use activity to refer to any activity person engages in when dealing with health information, 

which can include language-related activities (asking for it, reading an information leaflet), cognitive 

activities (comprehending and analyzing), social activities (asking for help or advice, giving and advice) 

and also practical actions (taking medicine), among others. In this respect, I do not consider the 

commonly made differentiation between health action and health behavior to be relevant, but rather any 

exposure to health-related information (Faltermaier 1994, 2016).  

The three research projects included in this reanalysis all contribute to HL as a practice in multiple 

ways.  
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First, exploring any kind of activities related to HL was not at the core of the Afghanistan HL 

study, but the study allowed looking at certain activities that were theoretically predefined by experts 

in the HLS-EU-Q16 in line with their understanding of HL in a European setting (Sørensen et al. 2013). 

The questionnaire includes a list of relevant activities when HL is used and structures the activities 

along the operators find, understand, appraise, and apply (Sørensen et al. 2013). Yet, the qualitative 

exploration of the HLS-EU-Q16 items in the Afghan study revealed that the listed activities vary widely 

in terms of ease/difficulty but also concreteness and vagueness, ranging from very concrete and 

comparably easy activities such as finding and understanding the doctor to very general and difficult 

activities such as judging health promotion activities in everyday life. While the first activities leave 

little room for interpretation, the last has a very high degree of interpretability, thus, potentially resulting 

in very different assessments. The Afghan HL study included not only the HLS-EU-Q but also the 

QFMPE, which allows exploring more functional activities and more difficult, proactive behaviors. 

Moreover, the study findings confirmed that the more complex and interpretative the cognitive 

activities are the individuals rate them as more difficult. This is fully consistent with the response 

pattern in the items and raises the question of whether the person is unable to answer the question or 

whether the item is inadequate (Steckelberg et al. 2017; Quenzel and Schaeffer 2016). These findings 

urge a closer analysis of the questionnaires used to assess the level of HL, including consideration of 

plausible alternative explanations for why people rate their skills as low. 

The theoretical considerations have shifted the focus from what a person did to understanding a 

person’s activities as an expression of societal influences (e.g., embedded Bauer 2019). Moreover, the 

theoretical considerations do not specify the activities with which HL is associated but expose the 

theoretical considerations that underlie the general quantitative HL assessment instruments, such as the 

assumption that the individual is a rational, decision-making, and acting person. In addition, the 

considerations also revealed the relevance of the concept of health, e.g., healthism, which profoundly 

influences the HL scales because it proposes that a person able to respond appropriately to suggestions 

is a health-literate person. However, this engagement with the evidence underlying theoretical 

frameworks rarely occurs in HL (Pitt et al. 2019) and is of irreplaceable value when considering the 

strengths and weaknesses of the concept and intervention. Moreover, by referring to justice theory and 

the capability approach as alternative theoretical models, new activities related to HL can be identified, 

such as the formulation of an idea of a good life, the pursuit of it, and all the related activities. Finally, 

the model of deficit and difference spans the scope of action for the individual to operate within these 

influences. Now that an important contribution to the theoretical framing of HL has been made in the 

theoretical considerations, future research projects should deal more intensively with the utilization of 

these theories for practice and, in doing so, the concretization of activities. 

The ethnographic research findings in the ELMi project argue for a stronger focus on the whole 

family as a group of social actors acting together, making decisions, and influencing HL. The concept 

of family HL needs further exploration (Levin-Zamir et al. 2017). Furthermore, the exploration of 

digital HL skills indicates that the distinction between analog and digital HL skills needs to be revised 

(Levin-Zamir and Bertschi 2019). This is where the observations of digital and analog HL activities 

from the ELMi studies can make an important contribution.  

The ethnographic study in the SCURA project revealed that engaging with health information is 

much more than just reading health-related texts and involves numerous practices related to health 

information, e.g., reductive, productive, interactive, and critical skills. The study also showed that 
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activities (and behavior shown) are strongly influenced by various aspects (cultural influences) and the 

situation. Similarly, the textbook analysis revealed a wide range of communicative HL activities (see 

the model by Geißner 1986) in standard settings. While the large body of literature on HL deals with 

how people can read health-related information and fill out forms (Brega et al. 2015), our studies show 

a much broader use of literacy and practice around literacy to communicate about health: books, 

WhatsApp chats, writing an email; to name just one example each for each situation. While the activities 

in the HLS-EU-Q are structured around the operators finding, understanding, appraising, and applying, 

the ethnographic study revealed far more activities that can be partly classified among one of the four 

operators and far beyond, even starting earlier with asking questions. Moreover, it showed how 

activities differ when HL is understood as a skill or as a social practice (Santos et al. 2014). 

In considering the numerous and highly heterogeneous activities associated with HL, there are at 

least three approaches to describing them in research: One common approach is to simply list or cluster 

them (Sørensen et al. 2012). The second approach classifies them, as Nutbeam did, into functional, 

interactive, and critical HL (Nutbeam 2000). A third approach examines the practices associated with 

HL, lists the skills required to perform them, and groups these skills along with different components 

of HL (MDEACLS 2001). Since the first approach is highly selective and does not help satisfactorily 

summarize, generalize, and make the findings tangible for others (in this case, researchers and second 

language teachers), I focus on the second and third approaches.  

Nutbeam's three levels of HL are among the best-known classifications of HL and are widely used-

including in adult education (Muscat et al. 2017). According to Nutbeam, HL-related activities can be 

classified at the levels of functional, interactive, and critical HL (Nutbeam 2008). In reviewing the 

activities found in the projects in terms of the three levels, some supportive but also questioning critical 

findings stand out.  

Activities related to functional HL are comparatively straightforward, requiring only the 

understanding and application of skills (see HLS-EU-Q). Examples from the ethnographic studies 

include activities such as reading medication prescriptions or opening hours signs, understanding the 

doctor's instructions, following those instructions, filling in a registration form, and redeeming a 

prescription at the pharmacy. These activities are practiced in a country/society's language classes and 

are also commonly used in HL measurements. In general, all activities that can be subordinated under 

the label of functional HL follow standard procedures, require understanding, and tend to demand 

reactive or reproductive skills. Although several activities were found in the ethnographic study that 

could be listed under functional HL, the majority of HL-related activities were associated with 

interactive/communicative HL.  

The second level is interactive respectively communicative HL, which refers to any advanced 

cognitive skills combined with social skills used to understand health information to be used in 

changing circumstances (Nutbeam 2000, p. 263). Here, activities such as listening, giving advice, 

asking for advice, modeling behavior, agreeing, disagreeing, and negotiating become relevant (see 

SCURA study). This compilation already shows that more proactive activities are needed, and two-way 

communication and dialogic interaction become relevant (WHO and IOM 2020, p. 2). Even when 

interactive/communicative activities are observed, the activities vary greatly among themselves in 

terms of reactivity and proactivity and cover a wide range of activities. For example, the textbooks 

show that the doctor-patient interaction is sometimes portrayed as the patient mainly saying yes and 
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hardly asking anything. While the textbooks display and model various successful communication 

encounters, the ethnographic study showed that communication is not always successful. 

Communication is more than just acting, and communication is limited not only by inappropriate 

language but also by "faulty assumptions, (..) incomplete disclosure, hidden confusion”. (Dreeben-

Irimia 2010, p. 98). Generally, I argue that whenever health information is disclosed, a communicative 

process occurs. Even when pharmaceutical companies draft medication package inserts, they have a 

target group and a certain purpose in mind and write accordingly. This is one-way communication. 

However, time and time again, two-way communication has proven to be particularly effective and 

necessary for several reasons. 

Nutbeam's third level is critical HL, which originally aimed to empower people to change society 

to improve health. However, when scholars refer to the critical HL level in HL discussion, they often 

reduce it to critical thinking (Chinn 2011). When the original radical perspective is held and linked to 

empowerment, more complex activities are required. Many examples of this could be found in the 

textbooks, e.g., activities related to the discussion, disagreement, argument, finding good decisions, and 

also collaborative planning of projects. 

Since applying the wealth of observations and insights of the ELMi study and the SCURA study 

to the question of HL activities would go beyond the scope of this dissertation, only the most important 

insights can be presented here. I intended to attribute the findings as best as possible without claiming 

that other researchers would necessarily and invariably reach the same conclusions.  

The strength of Nutbeam’s differentiation is that it allows researchers and practitioners to reflect 

on HL at three distinct levels and to develop interventions to target and promote critical HL 

successfully. However, a thorough analysis of the different skills needed to perform these activities in 

the ethnographic study in the SCURA project showed that this differentiation is still far too broad as 

general and not precise enough to help teachers strategically promote HL.  

Therefore, the SCURA project suggested a different categorization:  

While analyzing the HL-related activities in the textbooks as well as in the observed interactions 

in the language course thoroughly, many different skills emerged necessary to actually perform HL and 

implement health practices became apparent. The skills identified include language-related skills but 

also self-skills like motivation, action skills, social skills such as supporting others, cognitive skills, and 

knowledge, among others. To make HL tangible for this research project (and especially for teachers 

of German-as-a-Second Language) and thus also specifically amenable to influence, the SCURA 

observations, the scientific findings from other ESL-HL projects, and ESL manuals were used to 

identify which components are important for initiative-taking action with health information. Seven 

skills or abilities emerged that the participants possessed to varying degrees but which mutually 

contributed to the fact that despite the degree of one skill, other skills could nevertheless contribute to 

the person’s ability to deal effectively with health information. These skills were primarily three 

individual proactive skills, such as language skills, cognitive skills, and behavioral skills, and two 

presuppositional factors: knowledge and self-skills (self-confidence, motivation), complemented by 

two skills that bridge to the outside world and engage social others or network with and leverage 

services, information, initiatives. 
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 Figure 22: Key Components of HL (own presentation) 

 

Figure 22 visualizes that these seven identified components are interrelated in different ways and 

are needed for various aspects of the complex activities surrounding HL activities. The SCURA study 

showed that in order to perform the activities, people engage with health information even if their 

language skills might not be good enough, but they draw on other components of HL that compensate 

for their own shortcomings in the other component.  

Repeatedly, the SCURA study showed that some preconditions such as knowledge and self-skills 

are required to exhibit HL, that language, cognitive and behavioral skills are needed, which are 

associated with the individual, and that skills are needed to reach out to other people and services in 

analog and digital worlds (this might be linked to digital and media HL.  

Although these seven components of HL proved to be useful and effective in expanding the 

lecturers’ knowledge of HL and skills to address it deliberately, I do not claim that this combination is 

exhaustive or the best way to present it. Differentiating among the seven components required to use 

HL goes beyond the cognitive approach and encompasses further aspects and thus conceptualizes HL 

as a multidimensional concept (in line with Nutbeam 2000). After inductively developing these seven 

components from reports and manuals on HL in SLC, we compared them with the National Health 

education standards and were surprised to find that each component can be linked to one of these 

standards17. Moreover, the seven components show great similarity to Paakkari but add linguistic skills 

and networking/reaching-out skills alongside theoretical knowledge (here knowledge), practical 

knowledge (here behavioral skills), critical knowledge (here cognitive skills), and self-reflection (here 

self-skills), and ethical and socially responsible behavior (here social skills (Paakkari and Paakkari 

2012). Zarcadoolas et al. suggest differentiating HL by introducing four domains: fundamental literacy, 

science literacy, civic literacy, and cultural literacy (Zarcadoolas et al. 2005), and Rademaker et al. 

stress it should be framed as the ability to act (2018). The description of HL as a combination or 

 
17 The National Health Education Standards includes seven standards that can be linked to the seven components that arrived as essential 

in the SCURA study:  

1. Students will comprehend concepts related to health promotion and disease prevention. → knowledge 

2. Students will demonstrate the ability to access valid health information and health-promoting products and services. → connection 

3. Students will demonstrate the ability to practice health-enhancing behaviors and reduce health risks. → behavioral skills 

4. Students will analyze the influence of culture, media, technology, and other factors on health. → cognitive skills 

5. Students will demonstrate the ability to use interpersonal communication skills to enhance health. → language  

6. Students will demonstrate the ability to use goal setting and decision-making skills to enhance health. →self-skills 

7. Students will demonstrate the ability to advocate for personal, family, and community health. → social skills 

Nielsen-Bohlman et al. 2004, p.154 added by the author. 
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"constellation of skills" is also taken up in Berkmann et al.'s extensive study (Berkman et al. 2011, p. 1) 

and therefore follows a common approach in HL discourse. Moreover, when these seven empirically 

identified components are compared with already established theories in health promotion, they are 

found to be close to many other theories or models, e.g., the General Resistance Resources introduced 

by Antonovsky and further differentiated by others (Idan et al. 2016b). This proximity to other 

principles makes it necessary to explore the overlaps and differences between HL and these concepts. 

For example, Saboga-Nunes proposed that HL is considered one of the multiple General Resistance 

Resources (Saboga-Nunes et al. 2019). However, by framing HL as a contextual, situational social 

practice rather than just literacy, it ties even more closely with other concepts there, including the 

knowledge, attitudes, and behavior approach (Bettinghaus 1986). Abel has also linked HL to existing 

sociological theories, particularly Bourdieu’s theory of capital, and argues that HL can be understood 

as incorporated cultural capital (Abel 2007). This link between HL and other concepts is not surprising 

since, although HL is a newly coined word, the phenomena it refers to have existed for a long time and 

have been researched under other terms. Given the substantial number of contributions to HL, more 

attention should be paid to how HL relates to other concepts. Based on an action-oriented understanding 

of HL, I argue that HL refers to an umbrella term for a conglomerate of many skills and abilities. 

The SCURA project showed, in addition to all the activities that correspond to expectations and a 

desired course of action, the opposite actions of rejecting or ignoring the suggested activity. At the same 

time, people not only reproduced the action but also introduced new information and exhibited various 

proactive behaviors. This is where the notion of “agency” becomes particularly visible (Cockerham 

2005). This wide variety of health knowledge practice is also shown in ethnographic studies such as by 

Papen (2009) or Samerski (2019) and necessitates an advanced understanding of HL. Being proactive 

also means perceiving oneself as worthy enough to take care of one's health, ask questions, ask for 

clarification, and to contribute to own ideas, and offer criticism. These other forms of health 

information-focused activities are rarely brought up in the HL debate 

When looking more closely at activities related to HL, other distinctions can be considered aside 

from trying to classify activities on the basis of components or HL levels that help develop interventions 

that specifically target, assess, and monitor change, as is required in second language courses. First, the 

degree of proactivity/engagement expected or demonstrated: reactive, reproductive, or active and 

productive activities; simplicity or complexity of the activity; purposes of the activity: affirmative, 

informative, confrontational; scope of the activities: single activity or sequence of different complex 

activities respective narrow or broad is the activity performed (reading and writing only or campaigning 

for change in social and environmental determinants).  

Second, the degree of standardization is concerned with whether the activities are predetermined 

(HLS-EU), situated (in a particular situation such as the doctor’s visit), or proactively designed by an 

individual who meets or breaks a cultural norm. In this respect, standardized activities (following 

instructions) were found to be easier to learn than more complex activities such as reflecting and 

discussing (see also the contribution by the New London Group on multiliteracies and their model of 

four competencies with increasing complexity (The New London Group 1996). Third, the types of 

activities studied vary by discipline, i.e., literacy studies (reading texts and complexity of texts), 

medicine (e.g., reading a pamphlet, talking to a health professional), or public health/health promotion 

(e.g., advocating for change in social and environmental determinants of health) (Meyer et al. 2015a). 

Fourth, multimodality of activities can be considered: Because HL is often associated with written 
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health-related information, we further explored the role of reproductive and productive literacy skills: 

Reading health-related information and filling out forms; our studies in the ELMi and SCURA projects 

showed that literacy skills are used to a much greater extent to communicate about health: writing 

books, WhatsApp messages, emails depending on the situation. Besides differentiating by activities, it 

is also useful to focus on the characteristics of the activities is also useful to get a more profound 

understanding of the activities related to HL per se.  

In this dissertation, a standardized instrument was first used to look at the HL activities included 

in it. Then, the view of what actually happens in everyday life was expanded and explored through 

ethnographic studies. While the HLS-EU-Q16 already contained 16 different activities linked to four 

cognitive tasks related to health, the ethnographic studies revealed many more and allowed describing 

the various activities in further detail of what actions are performed and what cognitive and 

communicative processes are relevant. That is why the attempt has been made in this section to trace 

the multiple, complex activities that need to be taken into account and to contribute to raising awareness. 

In each differentiation, the basic understanding of HL keeps echoing: as something distinct or 

interwoven, as something stagnant and measurable or dynamic and fluid, and even raises the question 

of whether it can be described without all the contextual factors. Despite this diversity of possibilities, 

however, the individual’s actions are strongly influenced by the situation and context in which they act, 

as well as by cultural scripts, opportunities, and constraints. Activities are not detached but integrated 

into and influenced by the situation and context. Our ethnographic studies have provided ample 

evidence that through the social practice paradigm, reading and writing appear highly contextual, 

interwoven into local ways of life, sustained by talk, various in form and consequences, and sensitive 

to ideological complexities of time and place (Heath 1982; Barton and Ivanic 2005; Street 2016) or, as 

Nielsen-Bohlman et al. put it, “literacy practices are inextricably intertwined and shaped by life 

circumstance” (Nielsen-Bohlman et al. 2004, p. 23). The ethnographic studies could provide multiple 

other examples for discussing HL as a practice but could never conclusively explore or discuss it. 

Further research is needed. 

10.3.5 Social in HL 

The fifth aspect of being further explored in studies is the role of social in HL. Although some HL 

definitions already describe four possible roles of the social in HL (as the actor, support, skill, and goal 

(see Chapter 3)), numerous qualitative studies point to its relevance, and quantitative studies 

increasingly investigate the social in HL, the empirical knowledge on social in HL is still in its infancy. 

Pitt et al. have made important initial contributions by identifying six ways in which social is referred 

to HL as aggregated, association, definition, resource, knowledges, and distributed (Pitt et al. 2019). In 

the three research projects of this dissertation, I focused on how the social becomes relevant in the 

concrete HL-related action, i.e., HL as a social practice in context. In doing so, I moved beyond looking 

at the individual and even his/her interaction with health professionals and included all social actors, 

such as other contact persons, and explored their contributions. The focus on HL as a social practice 

also leads, as the compilation by Pitt et al. shows, to a greater emphasis on resources (at the individual 

level), shared knowledge, and HL as a shared skill. The ethnographic studies provided many examples 

of this. 

The quantitative, cross-sectional HL study in Afghanistan focused on the individual and his/her 

skills in accordance with the survey protocol and did not explicitly include the role and resources of 

relevant social third parties. A qualitative exploration of the questionnaire’s constituent items showed 
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that some of the activities also include other people, such as a doctor, family, or even information 

through the media (see Chapter 7). Interestingly, these questions are rated as “easier” than questions 

without a concrete social referent (for men). Here, the role of the other social beings is to inform and 

advise, but nothing is stated about how and in what way they support decision-making in HL. The 

immense importance of social others in HL among Afghans has already been highlighted by Akbari 

(2019) and Burhani (2009), but further research is needed on how.  

The theoretical considerations in the ELMi project do not address the role of social others at 

the moment HL is applied but presents various ways in which other pe come into play, for instance, 

through socialization and the reproduction of social inequalities due to the capital that parents possess 

and pass on to their children. Another important way how social becomes relevant in society as a whole 

is the ways society defines norms and structures and distinguishes groups of people from one another 

(such as social categories and societal lines of differentiation). A more detailed analysis of HL and 

intersectionality would make an important contribution here (Clark and Vissandjée 2019).  

The role of other social beings in engaging with health information. In exploring HL in 

everyday life in the ethnographic studies in the ELMi and SCURA project, various people (family 

members, classmates, teachers, and other people in the refugee accommodation center and outside) 

were found to play crucial roles in different contexts to varying degrees. An initial overview of the 

relevant social others and their proximity to the person is displayed in the network analysis in the ELMi 

studies (Bittlingmayer et al. 2020d, p. 173). This network analysis has revealed that the relevant social 

other is not only the person who lives nearby but can also be a person in another country using social 

media and the phone. The ethnographic study showed that the social context is influential even when 

the relevant social actors are not present because it shapes the individual’s thoughts and actions due to 

the individual’s socialization and orientations in life (Bauer 2011; Schnabel 2001). When and how the 

adolescents question the social other (and thus exhibit important life skills (WHO 2020)) is not 

elaborated on in the three chapters selected for this thesis. 

Several questions arise in the study of HL as a social practice, of which the following five aspects 

emerged as particularly relevant: Who is involved, what are the relationships, what is the purpose of 

the interaction, and how does the social context influence the HL development and use? 

People involved (in the event of HL engagement): While the relationship most often described in 

the HL literature is the interaction between patient and physician/medical professional, ethnographic 

research, qualitative studies, and textbook analysis reveal countless interactions related to health 

information in everyday life where other people play a key role, such as close relatives, partners, family, 

friends, or also in different settings such as educational institutions like teachers, students (Papen 2009; 

Samerski 2019; Wigglesworth 2003; Hohn and Rivera 2019) or in the workplace such as colleagues, 

managers, etc. (see Figure 19 inspired by Geißner (1986)). The involvement of other people in health 

information use issues is not limited to people who are present on-site but also extends to people who 

can be reached online through their phones.  

Second, the studies reveal a variety of different relationship qualities. In the SCURA study, 

teachers also pointed to the different roles they play in students’ lives and that their own attitudes, such 

as interest in their students' lives, responsiveness, time, and emotional connection can contribute to a 

close relationship (Harsch, Bittlingmayer 2020b). In turn, trust and close relationships were shown to 

be essential factors that can contribute to a conversation about (personal) health issues and about 

building HL more intensely. However, the research in the SCURA project revealed that not all teachers 
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adopt this attitude. Moreover, this attitude is not taught in their training (Goethe-Institut and BAMF 

2007) and requires additional time and commitment. In addition, the ELMi study shows that not all 

people are equally consulted about health concerns, and issues of credibility, influence, and one’s role 

shape one’s actions (Bittlingmayer et al. 2020b). Given these findings, it is necessary to explore not 

only how many people a person has in his or her network but rather the quality of the relationship, such 

as the trust but also power structure and hierarchies in the interaction, and who is consulted about HL 

and why. These findings connect to Morellis' findings, which similarly resumed that "[e]xperience, 

communication, and trust” can be critical (Morelli 2018). To understand social networks and their 

contribution to HL in more detail, as shown in the ELMi project, conducting a network analysis can be 

useful (Pitt et al. 2019). Social network analysis involves both identifying the relevant actors and 

determining how close the relationship is (see (Wasserman and Faust 1994; Scott 1988). However, 

ethnographic studies reveal the enormous heterogeneity of each social network for each person and 

therefore do not allow generalization but require to consider each individual in his or her specific social 

network. Future HL research should more closely consider these findings in conceptualizing HL, 

conducting studies, and interpreting study results. The leading role of a social network concerning a 

person’s health is shown by numerous studies that explain the positive effects of social support and 

social relationships on health with behavioral, psychosocial, and physiological explanations (Umberson 

and Montez 2010; Cohen et al. 2000), for instance, social support can increase resilience to stress 

(Ozbay et al. 2007). At the same time, a word of caution must be mentioned because social contacts 

may not only be exclusively positive for health and, by definition, generally considered health-

promoting, but they may also have negative effects (see domestic violence, peer pressure to start using 

drugs, or even the anti-corona movements at younger ages (see peer pressure, " Querdenker," etc. (Koos 

2020)). 

In addition to the presence of social support and the quality of the network, social interactions also 

differ in role and purpose. The SCURA study identifies numerous roles and purposes of social 

interaction related to HL, such as helping people understand, translating information, sharing 

experiences, providing emotional support, helping people analyze, asking for advice, asking for a 

business, product, doctor, or social support group, helping people find the right or wrong decision, 

making decisions together, and others even fulfilling the role of a psychologist (Chase and Sapokta 

2017). These can be related to and thereby described in terms of the various forms of social support: 

informational, instrumental, emotional, or affirmative (Heaney and Israel 2008, p. 191). The focus on 

the purpose of social interaction is vastly different from the view of HL research, which partly considers 

the involvement of others in the individual's HL practice as a sign of low HL (Morris et al. 2006). Apart 

from these purposes in which the individual benefits from social support, the ethnographic studies 

reveal a second important aspect. The individual not only turns to others for answers to his or her health 

situation, but it is a two-way process, and the influence/health situation of relevant others (family 

members) prompts the individual and social others to engage with health information (e.g., the illnesses 

of one's child or the chronic illness of one's spouse or the death of a family member of a classmate) 

may also lead to a change in HL practices (Kars et al. 2008; Nielsen-Bohlman et al. 2004, p. 24). The 

"change in a family member's health" was documented, for example, by Purcell-Gates et al. (2000). 

This brief summary shows that other social beings fulfill different roles, especially providing emotional 

support, which is rarely considered in the (often) highly cognitive HL debate. 

In addition to the descriptive facets of the role of social in HL practices, two other factors emerged 

in the studies of the particular target group in this dissertation (people of Afghan descent as an example 
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for adolescents and people with a migration background): these factors are associated with life stages 

and life changes, such as socialization and changes in the social network due to migration. 

First, it is important to focus attention on changes over the life course: The influence of family 

and socialization on social interaction is a key factor in the development of HL in childhood and 

adolescence, but even later, the role of family members in relation to health issues may remain strong 

(Schnabel 2001; Lareau and Cox 2020). For this reason, HL scholars call for further consideration of 

HL as a shared social practice and conceptualization as family HL (Levin-Zamir et al. 2017; Kars et al. 

2008). Hereby, the individual is not considered alone but in his/her social context, and the HL required 

therein is considered an aggregated or even shared skill of all participants.  

Changes due to migration. Migration, in particular, whether voluntary or forced, as in the case of 

the Afghans, leads to changes in the social network and the importance of the individual's social support 

network (IOM 2017b). Migrants are particularly confronted with the task of building a new network 

and also social support system. The ethnographic study recurrently showed the importance of existing 

social connections such as bonding, bridging, connecting, and relating to others on many issues, 

including health (Nannestad et al. 2008). Although this social component is essential (see also INEE 

2010), second language courses only prepare people to engage with others in a variety of situations that 

require numerous interaction skills (see Council of Europe 2018) but rarely have the time to go beyond 

the language course. However, to provide well-being also for migrants, it would be desirable to 

emphasize this critical component of HL (conceptualized in the SCURA project): social skills. In my 

view, it is of utmost importance to link the HL debate with life skills promotion (including social skills 

(WHO 2020)) and social network building (see Wächter-Raquet 2016 elaboration on health promotion 

of refugees; Karimi 2016a). First insights into the role of social networks, like the study of Sentell et 

al. (2017), are available, but further would be preferable. 

In conclusion, irrespective of whether present or physically absent, the role of social others is 

especially important in upbringing, shaping ideas, norms, and values related to health, exposure to and 

handling health information, and applying HL skills in the current situations. Social can be linked not 

only to who the people in the person's social network currently but also to how a person grew up 

(socialization), where the person meets people, how social others, and context influence the information 

the person gets, how the person understands, evaluates, applies or rejects it, and how the person works 

with others to creates a health-promoting context. Evidence from qualitative and quantitative studies 

indicates that most people discuss health issues with other relevant people, such as family members, 

friends, colleagues, or doctors, for a variety of reasons (Samerski 2019; WHO and IOM 2020). This 

process of talking with others plays a key role in “health socialization” (Bauer 2011) and, for many 

people, in making decisions about health issues, enabling them to develop HL. The role of social context 

has gained increasing attention (Sentell et al. 2017) and is considered a “good practice” example (see 

mediators for migrants (Kooperationsverbund Gesundheitliche Chancengleichheit 2015) and has 

demonstrated tangible effectiveness (Salman 2015; Altgeld 2018). However, beyond the fact that it 

works in disseminating health information, little is said about the core process of what is happening and 

why it works. This needs to be further using other (non-quantitative) research methods. The social 

component of HL has been shown to be highly relevant but largely hidden. As it is irreplaceable, there 

is urgently needed to address these questions of what specific influence the social and society have on 

HL and how it can be promoted in favorable situations and mitigated in harmful situations. 

Consideration should be given to the positive influence on the individual through social contact, but 
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also to look more closely at how the danger of misdirection can be better countered (see the 

misinformation and disinformation during the Covid-19 pandemic (Brennen Scott J. et al. 2020), e.g., 

by the Querdenker (Koos 2020)). 

10.3.6 Concluding remarks on HL as a Contextual, Situational Social Practice – What 

can be learned 

While the current HL discourse refers to the necessity to focus on the contextual, situational, and 

social aspects of HL and understand it as a practice, many HL studies are quantitative cross-sectional 

studies, which embrace a static view of HL but fail to capture the social practice view on HL. Though 

empirical evidence on HL based on ethnographic data is slowly increasing, it is still limited. The 

purpose of the chapter was to examine and present findings on five major aspects that became relevant 

in the three included studies, especially the ethnographic studies, and to discuss them in light of other 

studies and scientific contributions. The compilation of findings may stimulate a broader discussion 

and invite researchers to consider these insights in their studies and interventions.  

Although HL as a contextual, situational, social practice is overly complex, and all the identified 

factors and facets are crucial and strongly intertwined, the previous sections explored various factors 

of HL as a social practice by dissecting them for analytical purposes to render the exploration of the 

topics more manageable and detailed. Figure 23 brings the five domains and the various aspects together 

in a model for critical analysis of situations. 

 

Figure 23: Overview of the Multitude of Situational Factors 

Admittedly, this differentiation is only artificial and does not symbolize real life, in which all the 

aspects are interconnected in multiple and complex ways. Therefore, I advocate looking at these factors 

and examining their interwovenness in each situation. Ethnographic studies have already revealed 

multiple ways in how these factors are linked and influence each other. How these factors are connected, 

however, also depends on other factors that are less easily observed or described, such as motivation, 

emotion, dignity, beliefs, etc. (Nielsen-Bohlman et al. 2004, p. 24; Baker et al. 1996; Parikh et al. 1996) 

which are included in some definitions of HL but rarely measured. The ethnographic findings prompt 

researchers to investigate this further, especially not separately, e.g., motivation in HL studied by 

psychology detached from the context but integrated into context and situation. 
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This section presented a more nuanced understanding of HL. Following this detailed description, it is 

necessary to clarify how research and practice should deal with HL as a social practice in context. Many 

different approaches are conceivable; here, I present four salient ones 

• This differentiated view on HL demonstrates the necessity to be more sensitive to individual 

factors (especially the role, complexity, and dynamics of language) and their complex interplay 

(e.g., changing the language demands depending on contextual and situational features). 

Hereby, it is advisable to embrace an overall perspective, describe the status quo and assess the 

factors’ influences on it.  

• Furthermore, it is fundamentally critical that instead of one-sided HL assessments, three other 

factors are always included to describe a situation, or if the focus is on the individual, then not 

only the individual should be considered, but also what social support and other resources he 

or she will be able to draw on (cf. Dodson (2015b). This multidimensional view should be used 

consistently. Apart from this, Bourdieu’s social theory (Bourdieu 1986) also calls into sight the 

historical and societal influences on the individual’s behavior, which is strongly shaped by 

them. 

• Moreover, the differentiation shows that, depending on the research question, different 

approaches are required, each based on a different understanding of epistemology, conception 

of men, and theory. Depending on the selection, different limitations of the study arise with 

regard to the coverage of the overall phenomenon. Greater transparency about this would allow 

the studies and interventions to be adequately assessed and their scope but also limitations to 

be revealed. 

• This breakdown of relevant factors and activities is useful for practice because it allows 

identifying various starting points for interventions and puts HL research and practice on a 

broader, and thus more holistic, basis. (See also new definitions/considerations for a health 

literate society (Pleasant et al. 2016b)). 

Having started this paragraph with a conceptualization of HL using the HLS-EU conceptual model 

of comprehensive HL, the final question is how HL should now be conceptualized. Should the existing 

model be expanded? Should a new framework be created? How can the different facets be considered? 

How can the volatility of the situation and interaction be captured? This dissertation showed that there 

is no single answer, but different answers can be given depending on the perspective (disciplinary, 

health, and methodological) embraced to look at the topic and objectives (see also McQueen et al. 

2007). Inevitably, the guidelines of the scientific field and the structures within that field will determine 

the research questions and methods. 

Consequently, the researchers and practitioners are not given a clear and unexceptional answer 

here, but the differentiation can be understood as suggestions for more nuanced reflections. In a rigid 

view that conceptualizes HL as stable and measurable, the HLS-EU can be extended to invite 

researchers to examine the individual factors in more detail and describe their interrelationships and 

reasons for the interrelationships. Hereby, HL models can be used as starting point and supplemented 

and extended/concretized by relevant factors. However, if HL is understood as a social practice, it is 

inevitably necessary neither to pre-describe nor to describe but to enter into a dialogical process with 

all actors involved to see how they experience themselves as performing or proactively acting and to 

explore together how the various situational and contextual factors influence HL practice in that 
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particular situation. Especially when HL is regarded as an asset and the goal of empowerment (critical 

HL) is pursued from a health promotion perspective (Nutbeam 2008), the individual with his or her 

interests, ideas of a good life, capabilities, capitals, and scope of action and the offers, possibilities but 

also limits of society must inevitably be in focus. Moreover, existing unresolved tensions must not be 

ignored or simplified, but their mutual influences must be recognized. 

Framing HL as a situational social practice in context and exploring it in real life demonstrates that 

multiple other health promotion principles can be used to describe it as well (Nutbeam 1998; WHO 

2021b). The core focus and its specific new perspective of HL is that it looks at how people engage 

with health information and what happens in the process (Idan et al. 2016b). In my opinion, HL should 

not be understood as literacy but as a combination of competencies necessary for the effective use of 

HL (similar to the “constellation of skills” (Berkman et al. 2011, p. 1)). When HL moves beyond 

literacy and focuses on practice and the skills and abilities required, the difference due to different 

social determinants of health become relevant. Thus, using Marmot’s approach to reduce inequality in 

social determinants can make a major and profound contribution to increasing HL of vulnerable groups 

(see 10.4.1). Nevertheless, the tensions remain between the level to be addressed: structure and agency, 

but also the goal to be aimed at: prescribed by healthism or self-determined by a different idea of the 

good life. To account for these tensions, we argue that using the Capability Approach (see Sen 2015; 

Nussbaum 2007) and embedding it in the capability approach could be very beneficial. Chapter 10.4 

brings together all the findings of the research projects and discussion and proposes new ways of 

conceptualizing, measuring, and developing interventions for promoting HL. 

 

10.4 Promoting HL – Influences, Acquisition, and Promotion 

The fourth goal of this dissertation was to examine the findings of the three projects on HL as a 

situational, social practice in context and make recommendations and identify strategies to promote 

HL. The insights gained from the three projects are limited in this regard because, first, two of the three 

projects aimed to understand the HL (practice) of so-called vulnerable groups and did not focus 

explicitly on ways to promote it. Second, while the ethnographic study in the ELMi project revealed 

informal ways of promoting HL, only the SCURA study explored and described how HL is and can be 

promoted in further detail. However, a detailed analysis of all these strategies would be another 

dissertation, so I will only trace the broad outlines, suggest approaches for further research, and make 

recommendations. 

In order to be able to promote HL, it is necessary to clarify two theoretical premises without which 

any elaboration on HL promotion is meaningless. HL must be understood not as a stagnant but as a 

dynamic topic that can be targeted and improved through interventions. HL does not develop in 

isolation from context but can be (co-)influenced by other people and the context. With the theoretical 

considerations of Nutbeam and other researchers (Nutbeam 2000; Hohn and Rivera 2019) and 

supported by empirical studies, there is ample evidence that HL can be improved and that others can 

promote it. 

Since HL was first mentioned and taken up in health promotion, the focus has been on developing 

tools, measuring HL, conceptualizing HL, and drafting HL policy recommendations. In recent years, it 
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has shifted towards interventions to improve HL. This shift is urgently needed because without 

providing empirical proof that HL can be targeted and improved and this improvement results in better 

health, the interest of the global health community on HL will subside and turn to other topics and 

allocate money to this. The most common contribution by research for practice is to draw conclusions 

from studies, to compile recommendations on how to promote HL (AHRQ 2015; Schmidt-Kaehler et 

al. 2017; Kolpatzik 2019) on an interpersonal level or through a health literate organization (Pelikan 

2019), and to draft policy briefs. Also, the WHO Intervention Framework integrates various approaches 

to promote health through HL and illustrates two distinct ways (an individual and a community/societal 

approach). Like Batterham (2016), other researchers add further distinguishing lines linked to 

functional or empowerment focus on HL. Despite all the improvements and differentiation in HL 

recommendations and interventions, it comes as a surprise that most interventions do not elaborate and 

specify the underlying theories, models, and assumptions. Moreover, while many interventions focus 

on the interaction between healthcare providers and patients, little is known about what people do in 

everyday life when engaging with health information. Our three study projects contribute in different 

ways and scopes to broadening our understanding of HL promotion.  

The Afghan HLS-EU study did not aim to explore HL's usage in everyday life or explain how HL 

can be improved but asked participants to rate HL-related activities based on their difficulties. Thus, it 

allows identifying first, people who are considered especially in need of higher levels of HL; second, 

detrimental circumstances beyond the individual’s ability; and third, specifically, difficult activities. 

These findings can be used to allocate more money to create interventions for these groups and tailor 

adequate interventions that specifically target the population's difficulty, similar to the teaching-to-test 

method. However, the great difficulty of the activity can guide in two directions: both targeting 

interventions on those activities that are especially difficult or embracing channels of information 

sharing that appear to be particularly easy (people and media). Unfortunately, the questionnaire looks 

only at one part of the HL equation (the individual) and neglects to describe the health information 

providers’ HL responsiveness and the HL demands of the context and the situation specifically. Here 

assessing HL on the general level does not help develop targeted interventions yet the qualitative 

analysis of the items helps go first steps. However, the study also reveals that the quantitative study can 

only hint at what should be looked at in more detail. At the same time, the next step should be a 

qualitative discussion with medical professionals and participants to better understand why these issues 

are important and what influences the HL practice specifically. 

Promoting HL purposefully was not the goal of the ELMi research project, so neither the 

intervention nor its context, objectives, nor outcomes can be presented here. However, by exploring HL 

as a social practice through theoretical considerations and ethnographical research, a profound 

understanding of the nature of HL can be gained and harnessed. With this, not only an individual’s 

skills used in everyday life can be described, but also personal and social resources, societal 

opportunities and limitations, and the situation’s characteristics. This helps researchers and practitioners 

grasp HL in a broader, deeper, more nuanced, and more complex way, which can help identify better 

ways to improve HL in context and design targeted new interventions. The four distinct ways of 

discussing differences in HL (as a deficit, as resources, from an anthropology lens, and through 

deconstructivism) can guide the designing of interventions. However, despite the need to reduce 

complexity in order to identify potential intervention strategies, the tension between deficit and 

resources and between difference and healthism should be kept in mind and included. Furthermore, the 
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capability approach (as a guide to what should be targeted = increasing capability set) and the theory 

of salutogenesis (as the way of looking at people and using the principles of the sense of coherence to 

draft interventions) can help frame and develop an adequate intervention in part. 

The SCURA project revealed in further detail how HL in language courses is supported and 

developed multiple interventions to promote it. Instructors and teachers cannot abstain from their role 

of promoting HL language skills because they model and shape communication patterns about health. 

The only question is whether they are aware of their role in HL promotion and how they respond to and 

embrace it. The SCURA project showed that it is necessary to start from where they are, make life 

easier, add small concrete tips, and include them in already existing material/syllabus. It is not just 

about how to reveal health information better but how to encourage people to engage with it and use it. 

The SCURA study showed that not only one component of the seven identified components is enough 

to engage with health information, but a combination of several of these components is recommended 

to address and improve these components in educational offers. Promoting HL in language courses can 

occur in a very structured and standardized way, such as creating manuals for language courses that 

deliberately focus on it, e.g., Levy et al. (2008) and Diehl (2006) or including (more) health information 

in existing courses and training lecturers on how they can develop and include it (Rudd et al. 2005). 

While the first guarantees that the topics are included, the latter is left open to the lecturer’s motivation 

and judgment of relevance. As German-as-a-second-language courses are very standardized, and only 

open topics could remain, depending on the lecturer, therefore difficult to grasp. We can learn from 

second language teaching because they deliberately focus on increasing cultural awareness, so looking 

at the culture within the society helps people fit in. 

When reflecting on improving HL on a general level, different entry points can be looked at: 

Following Bohlman-Nielsen et al.’s differentiation, one could look at (1) culture and society, (2) health 

system, (3) education system leads to health outcomes and costs. However, the explanations of HL as 

a contextual, situational social practice showed that HL is complex, and numerous factors should be 

included or can also be used as a starting point. Based on the findings in the dissertation, I will discuss 

it along two lines (macro vs. micro level, acquisition vs. promotion). This strategy of presenting the 

results was chosen to maintain the necessary complexity and ambiguity while trying to render it 

tangible. In our projects, three major approaches emerged that could be utilized to promote HL. 

Depending on the societal level (structural or individual), they can be differentiated, whether promotion 

occurs incidentally or deliberately or who, directly or indirectly, improves HL. The first approach is on 

the structural level and supports improving health and HL determinants with the aim of reducing social 

equity. The second and third approach is on a micro/individual level and can be in line with language 

learning. Competence development ways of HL interventions can be differentiated. They are either 

acquiring or promoting uncontrolled, in everyday life, (active) confrontation versus promotion is 

purposefully, deliberately designed interventions to promote GK. 

10.4.1 Improving Determinants of Health/Reducing Health Inequalities (macro-level) 

The first strategy for improving HL starts with HL's context and social determinants. The focus on 

education, community empowerment (adequate HL interventions), and the reduction of barriers were 

already outlined as the key approaches in the Nairobi Call (2009). These strategies are consistent with 

the findings that social determinants of health strongly influence an individual’s health and HL 

(Mantwill and Diviani 2019). The overriding influence of SDOH on HL has also been found explicitly 

in the Afghan HL study (Wilkinson and Marmot 2003; Harsch et al. 2021b) and implicitly in observing 
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family interactions (Bittlingmayer et al. 2020d). Hence, improving health determinants and reducing 

health disparities are necessary (Carey et al. 2015; Schillinger 2020; McGuire and Miranda 2008; 

Rikard et al. 2016). Here, education, living conditions, and healthcare are especially crucial. First and 

foremost, the formal education of individuals and additional informal educational opportunities should 

be improved, as seen in the Afghan HL study and previously stated in the Nairobi call (WHO 2009). 

Access to education contributed massively to higher HL level, and it broadens the individual’s capacity 

set and expands the cultural capital (Abel 2007), with several consequences such as allowing getting a 

better job, even moving up in the socioeconomic standing in society, and thus opens up far more options 

to act health literate (Bittlingmayer et al. 2020f, p. 118). Furthermore, improving health-detrimental 

living conditions are equally important because they strongly contribute to the (early) onset of diseases 

and a drastically reduced life expectancy (Marmot et al. 2012). The importance of having access to 

affordable and good healthcare is often overlooked in a country with mandatory universal health 

coverage, such as Germany, but it becomes relevant for those who do not have it. Undoubtedly, 

education, living conditions, and the health sector (and the other prerequisites for health) are 

irreplaceable. However, these factors are more the hard pillars, and there is also a need to look at the 

social fabric of society (e.g., how to deal with inclusion, diversity, social cohesion and capital, and 

promotion prospects).  

To guide the analysis of context and HL, the HLS-EU framework model can be used as a basis. 

However, to elaborate more precisely on how social determinants of health contribute to HL and health, 

the relationship between HL and outcomes, and how HL should be understood as a mediator, moderator, 

etc. (Pelikan et al. 2018a). The necessity of embracing a holistic approach is declared in many health 

promotion declarations, which list not only HL but also health cities and health politics as key 

interventions (WHO 2016c). While it is accurate that these aspects are also important and numerous 

studies inevitably explain them, the relationship between context and HL is rarely described. Also, the 

linearity of the HL framework (precisely the assumption that determinants lead to HL, which then leads 

to health), as it is often explored in many studies (Zhu 2018; Lorini et al. 2018), helps to get this broad 

perspective, yet it guides and even distorts the perspective and ignores all the interdependencies and 

reciprocal influences. Moreover, besides identifying a relationship, it is necessary to explain them in 

context, explore the enabling and inhibiting contributions of the health determinants and describe the 

real chances (scope for action and range of opportunities) a person has (such as the context of acting, 

opportunity structures, and acting barriers) and then implement interventions that successively remove 

barriers, enabling participation and empowerment.  

Education, healthcare, living conditions, laws, and regulations are crucial to increasing HL and 

socioeconomic status, e.g., through education or socioeconomic socialization or indirectly through the 

creation of HL-stimulating contexts such as the provision of health care. Especially, having laws that 

address health promotion and disease prevention and regulating the amount of money necessary for this 

(see prevention law in SGB V § 20k (2021)) is required, which can also enforce the necessity of looking 

at (digital) HL see Article 22 Prevention Law. Even if this is embedded in law, the question remains 

what to do with the available funding and to be cautious about the prevention dilemma: We rarely reach 

those specifically in need with prevention measures (Bauer 2005). A valuable way of distributing is 

focusing on equal opportunities and universal proportionalism. Bauer explained it as follows: 

“According to Michael Marmot’s ‘proportionate universalism’ ideas, interventions aiming at 
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enhancing HL have to address the whole population while putting particular emphasis on people from 

the most vulnerable social groups (Marmot et al., 2008)” (Bauer 2019, p. 583). 

After many years of HL research, it should now be possible not only to work with social 

determinants of health in general but also to work out concretely what influences the determinants have 

on HL (cf. Nutbeam and Lloyd 2021), take into account the reciprocal relationship, and include them 

specifically in the investigation. The relevance of education, both one’s own schooling and parents’ 

schooling, which influences children’s education, could be important starting points. At the same time, 

the capability set should be considered as a whole, i.e., what actual possibilities an individual has based 

on their abilities as well as the resources provided by society. 

A limitation of this approach is that it relies on fixed indicators, thereby hiding the great 

heterogeneity and complexity of phenomena behind comparably simple indicators (e.g., educational 

attainment). While this approach allows us to describe the big picture, it does not explain the 

relationship between certain determinants nor the existing variations among people and offers little 

guidance for the concrete design of interventions to promote HL.  

10.4.2 Acquiring HL Skills in Everyday (Family) Life (Microlevel) 

The second focus is on how individuals acquire HL in everyday life (see Chapter 3.2). Here, 

findings from ethnographic studies and theories from socialization are of particular value. These studies 

provided ample evidence that family, peers, leisure activities, and social interaction with other learners 

(whether at school or in adult education courses) can contribute to acquiring skills, knowledge, norms, 

and values. The SCURA project witnessed uncountable opportunities for learners to be exposed to and 

informally engage with health information or observe others’ behavior. These engagements and 

observations allow children and adults to develop their skills. The case studies in the ELMi project also 

revealed various of these encounters and showed that, in addition to the family, other informal 

socialization instances, such as peer groups, sports clubs, faith-based organizations, and other social 

gatherings, depending on the individual’s social network, can contribute to the improvement of HL.  

The premise for HL acquisition is that not only children but also adults are lifelong learners and 

that they encounter numerous learning opportunities in informal contexts during childhood, 

adolescence, adulthood, and even in older age. HL acquisition, similar to the acquisition of language 

and skills in children, occurs through modeling, observation, imitation, and cognitive learning that 

creates learning opportunities (Krashen 1999) and takes advantage of opportunities in daily life inside 

and outside the family (see example Lareau and Cox 2020). Similar to the difference between language 

acquisition and learning (Krashen 1999), differences exist between intentional/purposeful development 

of HL in patient education courses and informal acquisition of HL practice in everyday life. The 

ethnographic studies reveal the variety of strategies, and the complexity and richness of variation in 

everyday health practices (cf. Samerski (2019)). In contrast to Samerski’s study, we did not only look 

at health only from the perspective of disease management/healthcare-seeking, but we observed 

everyday practices associated with health promotion (understood as developing life skills, fostering the 

sense of coherence) in a social context, and what people do in response to harmful/detrimental health. 

The ELMi study provided many insights into the family interactions of parents with their adolescents 

who have already acquired various capabilities but are still in a phase of transformation. Migrants also 

grow into and must learn to cope with a new and unfamiliar environment; here, informal tips from 
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teachers and other students and their observation enable them to broaden their skills (see SCURA 

study).  

Socialization research shows that parents do not arbitrarily pass on habits, behaviors, values, etc. to 

their children but that parental behavior and attitudes are already influenced by their own position in 

society, and existing economic, social, and cultural capital, which is linked to a certain habitus (Abel 

and Sommerhalder 2015; Abel 2007). Thus, the child is also exposed to a particular habitus associated 

with how to engage with health information or health professionals (Lareau and Cox 2020). Through 

socialization, individuals learn certain ways of perceiving, reasoning, decision making, and acting (cf. 

Islertas’ study (2020b)) that are typical in their family or social context, which in turn is also influenced 

by social, structural, and cultural factors. Since massive inequalities in society prevail, parents have 

different amounts of social, cultural, and economic capital, which they (can) pass on to their children. 

Consequently, the social position in which children grow up strongly dictates the actual scope of action 

of the parents within the given context and its boundaries but also forwarded on to the children 

individually and thus reproduce and maintain social structure inclusive social and health inequalities 

(Abel and Sommerhalder 2015; Bauer 2011; Hurrelmann and Bauer 2015; Cockerham 2013; Schnabel 

2001). All these influences can be considered “micromechanism of reproducing health inequalities” 

(Abel and Sommerhalder 2015, p. 925). In the case of newly arrived immigrants/families, this situation 

is even more complex, as not only the social composition of the destination country but at least the 

country of origin (or other countries, if applicable) should be taken into account, as well as the 

positioning of the parents in the respective society and whether they can also use their capital from the 

home country in the destination country.  

In order to support children, especially those from socioeconomically disadvantaged backgrounds, it is 

from a socialization perspective important to start with the parents and enable them to acquire more 

capital and support their children in a targeted manner or make use of offers to support their children 

(see Modul 5 of the SCURA Intervention). A good example of this is the offer of Frühe Hilfen, which 

aims at supporting new parents in their first phases of family life, but language courses can also play a 

significant role here. Therefore, three aspects are of specific importance: First, raising researchers’ and 

family members’ awareness of the family’s role in acquiring HL and demonstrating how parents could 

proactively foster the acquisition. Second, it acknowledges that inequalities in society exist because of 

the availability of different forms of capital transferred by parents to their children and reproduced in 

families. Therefore, to improve the low HL resulting from social inequality, action can be taken either 

on the situation in society as a whole (see the previous section) or focus on the disadvantaged in 

particular, using a multilevel approach that targets especially children with lower socioeconomic status, 

supporting their parents, and offering additional interventions to promote it, for example, in schools, 

and on the structural level, is recommended. Lastly, when looking at HL from an acquisition 

perspective, people are framed as lifelong learners, and besides family, various other places exist in 

which people observe and try new skills (e.g., school setting, educational courses, and media), and it is 

of major importance for HL interventions to observe the HL practices in these settings, their influence, 

the scope of action, the capital-conformant behavior but also behavior that moves beyond it (agency). 

Based on this thorough observation, health promoters can also develop interventions so that these 

opportunities for HL promotion can be used deliberately. For HL acquisition to happen, it is necessary 

to provide access to (correct) HL information and create rich health-literacy stimulating environments 

that support its acquisition. 
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10.4.3 Promoting HL Purposefully (Microlevel) 

Besides the uncontrolled, implicit acquisition of skills and habitus (through observation and 

imitation), promoting HL in a targeted way is also possible. There is a widespread consensus that HL 

results from individual and collective health education and learning processes (Nutbeam 2008b; Abel 

and Sommerhalder 2015, p. 925). Numerous recommendations are made to improve HL, such as 

reducing the complexity of language, using simple language, and “teach-back” or “ask-me-three-“ 

methods (Schmidt-Kaehler et al. 2017). While these approaches deliberately aim to increase 

accessibility and facilitate understanding (functional HL) (Fernández-Gutiérrez et al. 2018), they often 

do not explicitly promote further critical HL. One of the main reasons for this could be that these 

interventions come from and are used in healthcare, a very important setting for HL use with its time 

constraints and need for communication processes to run smoothly, but not with a mandate (and trained) 

to specifically promote HL skills (unlike health educators). In contrast, educational institutions are 

specifically relevant to skill development, including various general skills and HL (see the National 

Health Education Standards in Nielsen-Bohlman (2004, p.154)). When we look at interventions for the 

targeted promotion of HL, different strategies for the deliberate and targeted promotion of HL can be 

identified (see Chapter 3.2 and the theories presented in Chapter 8.2.2). If second language instruction 

was prior to the SCURA research project considered a promising setting for promoting HL, this 

assumption can now not only be verified but even specified. Among the many facets that were revealed, 

the SCURA study brought three essential aspects to the forefront: 

First, for reasons of sustainability, it is a great advantage, if not even a necessity, to embed health 

or HL in the syllabus of educational offers. Examples of this are the syllabus of the Integrationskurs in 

Germany (Goethe-Institut 2016) and the general syllabus for schools in Baden-Württemberg (MKJS 

2016), which included health promotion as a cross-sectional competence. Other examples are the 

American set for objectives in adult education that include health-related activities and also the National 

Health Education Standards (Nielsen-Bohlman et al. 2004, p. 144), which target similar components 

like the seven HL components identified in the SCURA study.18 While health promotion specialists 

might be especially excited about the opportunity to promote HL in language courses or other 

educational offers, it is necessary to be aware that educational settings are (mostly) not blank pages but 

heavily packed and do not cry out for other promotional interventions. “[E]ducators are justifiably 

reluctant to add one more” (Nielsen-Bohlman et al. 2004, p. 149). Yet if the health topics are included 

in the syllabus, teachers and educators are more welcoming, and they can easily justify it, and studies 

like Rudd’s study (1999) on the link between HL and activities can provide further support for it. 

Second, whether teachers, lecturers, or instructors can truly promote their students’ HL skills in 

breadth and depth depends on the course's general requirements. Here aspects such as the course’s final 

 
18 The National Health Education Standards includes seven standards that can be linked to the seven components that arrived as essential 

in the SCURA study:  

1. Students will comprehend concepts related to health promotion and disease prevention. → knowledge 

2. Students will demonstrate the ability to access valid health information and health-promoting products and services. → connection 

3. Students will demonstrate the ability to practice health-enhancing behaviors and reduce health risks. → behavioral skills 

4. Students will analyze the influence of culture, media, technology, and other factors on health. → cognitive skills 

5. Students will demonstrate the ability to use interpersonal communication skills to enhance health. → language → 

6. Students will demonstrate the ability to use goal setting and decision-making skills to enhance health. →self-skills 

7. Students will demonstrate the ability to advocate for personal, family, and community health. → social skills 

Nielsen-Bohlman (2004, p.144) added by the author. 
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objective like passing a standardized language text or the course characteristics such as having a strict 

syllabus, high workload, and short time (Harsch et al. 2021d) but also whether the course is financed 

through projects and dependent on the project timeframe, etc.; and last but not least, the teachers’ 

qualifications and abilities for promoting HL and thus the general capability sets and scope of action. 

Thirdly, various theories and ways of promoting HL deliberately could be identified, described, 

and interventions developed to harness them, which also vary depending on the age of the target group. 

For learning to occur, more than just imitating or unthinkingly following the advice of a trusted person 

is required; but a certain level of engagement is necessary, e.g., the praxis-engagement theory (Reder 

et al. 2020) (see Bitzer and Spörhase 2015). Using authentic HL-related activities, such as real-world 

examples, is specifically effective (Duke et al. 2006; Knowles 1973). The SCURA study revealed a 

complex interplay between teachers, participants, materials, health topics, and proactive and 

empowering learning opportunities; however, they are rarely addressed in HL literature (Reusser 2009). 

Future research on HL should emphasize both the theories underlying learning and, as is the current 

focus in the language course, on the didactic and methodological principles of teaching and learning. 

In this context, special attention should be paid to the role of language in HL, and this critical component 

in the use of HL should be promoted in a more targeted way, for which, e.g., the language-sensitive 

health promotion derived from Leisen can be beneficial (Leisen 2009). 

Yet before implementing any HL promotion activity, the intervention needs to be specified: who 

defines it, how health and HL are conceptualized, and how HL should be improved. Various ways exist 

for defining this, such as using the HLS-EU framework and questionnaire to provide ideas on which 

activities should be strengthened or which factors should be addressed; for example, the toolkit for HL 

promotion in low- and middle-income countries outlines the various actions and aspects (Dodson et al. 

2015b), a national HL action plan can highlight them (Schaeffer et al. 2017), the syllabus can determine 

them (Goethe-Institut 2016), or medical or public health experts or the individuals themselves can refer 

to them.  

Based on this dissertation, seven key aspects should be considered in HL promotion:  

1) How is HL conceptualized? Does health refer only to diseases or positively to health? Does 

HL refer to literacy in health contexts or to a multidimensional competence in all areas of 

life? What level of HL is addressed (Nutbeam 2000) and is the aim comprehension or 

empowerment? If empowerment, then new relevant competencies (including language 

competences/expressive competences) should successively be developed. In general, across 

all HL interventions, it became clear that a large emphasis was placed on comprehension and 

diseases in healthcare, while health (including wellbeing and the ability to achieve what one 

considered as good) outside of healthcare and through an enabling process was rarely 

addressed. 

2) What is the envisioned outcome? Is the outcome dictated by healthism and striving for the 

highest possible health status defined by health professionals, or should the outcome be the 

best possible fulfillment of the self-developed idea of a good life? Does the intervention 

follow the idea of paternalistic health care, or does it aim to support people to develop and 

implement their own ideas of a good life? Related to this is the question of whether the focus 

should be on the achieved health outcomes (health state) or rather on the expansion of the 

individual's ability and possibility (capability set) to make and implement health-related 

decisions. At what level should the outcomes be sought, the individual, the health state, the 
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community, the policy, or the whole society? Who defines the relevant and expected 

outcome, the researcher, the practitioner, or the target community itself?  

3) Social focus: Since HL is a social practice that is learned from and used through the 

participation of others, the role of social others should be considered when assessing HL and 

planning HL interventions. In this regard, (cooperative) learning opportunities can be offered 

to learn from each other, share about health issues, and encourage others to take a stand on 

others' opinions (e.g., by agreeing or disagreeing and offering a counterproposal), thereby 

contributing to the expansion and refinement of social HL skills. A second focus is on 

building social contacts in the form of "connecting," "bonding," "linking," and "bridging" 

(Nannestad et al. 2008; Poortinga 2012), which are particularly important for new immigrants 

and for building social capital. With this approach, HL is closely linked to interventions that 

build life skills (WHO 2020) and strengthen social health (Hawe and Shiell 2000).  

4) “Culture” and the culture of learning differ to varying degrees among nations, ethnic groups, 

settings, academic disciplines, groups, and even individual people. In education, too, there are 

different cultures, depending on the curriculum, the teacher's or group's attitudes towards the 

group, appropriate principles, and teaching methods (Reusser 2009). For older adolescent and 

adult migrants, both in language courses, in the classroom, and patient education, it is important 

to incorporate adult learning principles, use a real example, incorporate real health 

communication, attract attention, stimulate discussion and communication about it, and initiate 

proactive action (relevant content, ways, examples) despite the rigidity that often exists in 

course delivery. General tailored and targeted interventions are recommended (Kreuter et al. 

2003). Learning principles and approaches that can be significant here from second language 

didactics are the orientation towards the 4C (Content, Communication, Cognition, Culture) 

(author not specified), building background and the successive development of cultural, 

content-related and linguistic competences, scaffolding (Harsch, Bittlingmayer 11/20/2019) 

but also include other components of the 7-component HL model (Harsch 2022b) or the Sense 

of Coherence (Antonovsky 1984). Essential to this is recognizing that there are different 

learning cultures within and across countries, communities, individual teachers, and learners 

(Reusser 2009). 

5) Specific focus on language-sensitive HL interventions. Language and literacy are far more 

complex than the approach of plain language (see Chapters 7 and 10.3.3). Ethnographic studies 

show how individual and multifaceted the use of language is in relation to health and how 

fundamental HL is to any HL practice. For those reasons, it is indispensable to be aware of it 

and promote it strategically. Possible strategies here are linked to Scaffolding (Gibbons 2015), 

Translanguaging (García and Li 2014) (applied to SCURA see Harsch 2022, or 

www.scura.info) and special attention should be given, in my opinion, to approaches that link 

content, language, and action, such as Ryan et al. (2012), Content-and-language-integrated 

learning (Meyer et al. 2015a), 4c-approaches, and language-sensitive health promotion (in 

accordance to Leisen (2009, 2022)). In addition to theories of applied linguistics, insights from 

competence and educational research can also be used.  

6) Raising awareness of power balance, power structures in society and health encounters. While 

Norton was raising this issue for SLC, it also applies to HL: “Without incorporating theories 

of power in SLA (…), the nature of participation in communicative events may not only remain 

undefined, but unexplained.” (Norton 2000, p. 109). For those reasons, the role of power should 

http://www.scura.info/
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be taken into account and questioned when considering HL because, left unconsidered, it would 

only reproduce and solidify existing power relations (including the resulting social and health 

inequalities). 

7) Embracing a multimodal and whole-school approach/whole course approach. Many school-

based studies, including SCURA, highlight the importance of a holistic approach to promoting 

health and HL, emphasize the health-promoting setting in addition to improving health-

promoting behavior (and thus mutually reinforcing health and HL). Although the language 

course is relatively short (700 hours) compared to other education programs, the 

context/requirements and atmosphere of the course plays a crucial role in the development of 

HL. Therefore, HL approaches should always be grounded in a holistic socio-ecological model 

of health.  

These factors are not separate but strongly interwoven and influence one another.  

The SCURA project aimed to explore HL use and promote HL holistically by targeting the 

untapped resources of young migrants. To this end, numerous materials and a workshop were developed 

to raise parents’ awareness of their role in developing their own HL and that of their children and to 

provide strategies on how to do so purposefully. Yet, educational offers are also limited because they 

use them as learning opportunities to varying degrees, depending on how interesting and relevant they 

are and whether they solve concrete, practical problems (see Principles in Adult Education (Knowles 

1973)). 

The focus was placed on educational settings and language courses. However, although HL is the 

outcome of health education (Nutbeam 2000), and thus the close link between HL and education is 

obvious, multiple other institutions play a key role in health promotion both in promoting healthy 

behavior and healthy settings (German: Verhältnis- und Verhaltensprävention) and are often 

overlooked, such as (political) institutions, non-governmental organizations, (social) companies but 

also media. 

When these facets are included, it becomes apparent that HL usage and promotion is more of an 

art than a technical science, the art of communicating properly and making use of information 

adequately to achieve one’s goals. Therefore, the focus is not only on the techniques (theories), which 

are undoubtedly important, and teaching materials but on the interaction of the many factors and the 

flexible and targeted guidance by the teacher. 

Facing the new present and future: The role of the Internet for HL promotion 

In addition to the context, family, and educational settings, the media are also specifically important 

for sharing and finding health information. Globally it is evident that “inundation with information has 

increased” (Nielsen-Bohlman et al. 2004, p. 10) as has the infodemic. Here I will offer just a few 

reflections on the opportunities and challenges of the Internet and infodemic based on the study projects. 

While the projects ELMi and SCURA were initially framed under the umbrella of eHL and digital HL 

skills in the HLCA Consortium (Okan et al. 2020a), we have not restricted ourselves to HL practices 

related to social media but to any HL practice that occurred during the ethnographic studies. 

Nonetheless, some findings of eHL can be identified, but future studies should focus more intensely on 

the topic of eHL. Information should be readily available and easy to find by the target group. The 

program should be user-friendly and accessible without many hurdles, such as registering with a cell 

phone number instead of an email address, which not everyone has. In the SCURA study, this was 
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shown to depend on the reliability of the source but also on the interest it evokes. Sometimes even 

language (first or second language) plays a role in how receptive people are to the information it 

contains. For a long time, public health specialists struggled to provide health information materials in 

other languages and translations for people with migration background. However, this changed and 

became easier with the possibilities of the Internet and the increase of information in written language, 

in images, but also in the form of videos. At the same time, translation programs provide surprisingly 

good translations in a short time so that the information search for immigrant people is not limited to 

materials in their native language but can be extended to other languages as well. The Internet provided 

another element that participants post articles or videos about health tips independently, as seen in the 

SCURA study. Furthermore, social media was used to exchange information on many health topics. 

Observations in the SCURA project show that not only how social media is offered but also how it is 

received matters (so the HL perspective on it). This dynamic perspective should be considered even 

more in the rapidly developing and evolving society (migration/digitization) in which we live. 

While language courses already practice various forms of communication on the Internet (e.g., 

writing an email, a blog, extracting information from a website), etc., language courses could also share 

even more links to reliable websites on health information. Moreover, language courses could invest 

even more time in modeling and practicing the needed digital (health) literacy. This would further fulfill 

their role of familiarizing immigrants with the country's customs. The first step in this direction has 

already been taken in Germany with the recent addition of Article 22k to the Prevention Act, which 

enshrines the improvement of digital HL in prevention law SGB V § 20k (2021)(Bundestag 2015). This 

legal entrenchment shifts the focus of HL research away from assessing HL to improving it. 

10.4.4 Promoting HL of vulnerable groups is exemplified in the group of people of 

Afghan decent 

Having traced the challenges faced by certain groups of Afghans, people from remote areas, and 

immigrants in the previous chapters, discussed their vulnerability, and presented the three most 

common approaches to promote HL, the only remaining question is what this means practically for 

people of Afghan descent. Here one is inevitably confronted with the question of how the HL of 

Afghans relates to the HL of other persons. Two considerations, supported by empirical data, are crucial 

here. These three included studies have shown to a large extent that within the group of people of 

Afghan origin, there is a very large diversity, which provides a first indication that the HL of Afghans 

is not uniform but can be presented in its diversity. Second, the question of whether HL is genetically 

inherited or a learned skill needs to be addressed. Based on our studies, no evidence can be obtained 

that points to the genetic inheritance of HL, but all the previous explanations point to a skill acquired 

through socialization and education, even more so since HL was conceptualized based on empirical 

qualitative findings as a situational social practice in context. Consequently, no HL can be determined 

specifically for individuals of Afghan descent based on their origin, but in order to determine the HL 

needed by each individual of Afghan descent, a look at the circumstances, situation, and available 

capability set must be made. Individual considerations are thus necessary. Nevertheless, it is possible 

to try to draw supra-individual conclusions by looking at the conditions that promote HL, such as the 

inclusion of HL in the curriculum or how HL is promoted in the family. It is important for people of 

Afghan origin in Germany to focus on the living conditions and facets that promote and support HL. 

Since there are no specific recommendations for improving HL of Afghans in Germany and because 



Discussion: HL as a Social Practice Through Different Lenses 

 219  

HL is not genetically inherited, so we are left with general recommendations for migrants, such as 

translation of texts, interpreters, language courses, or specific programs such as cultural health 

mediators in their first language (Altgeld 2018). Yet, these strategies hardly improve critical HL, the 

highest level of HL that health promotion professionals should strive for. Any satisfaction at a lower 

level is at odds with the ultimate and revolutionary goal of health promotion: empowering all people 

and improving health and living conditions. But how can the question of adequate HL support for 

Afghans be answered? Based on the three projects of this thesis, multiple strategies can be deduced as 

plausible. First, ignoring ethnicity and focusing exclusively on the (still) missing skills (such as 

language and navigation), as is the case in the language course. Second, focusing purely on the 

socioeconomic position in society and reducing the disadvantages associated with it. Third, addressing 

Afghan-specific services such as those in Dari and organized by Afghan cultural associations, etc., and 

thereby addressing culturally shaped notions of health, preferences, and lifestyles. In all three strategies, 

the focus is on one main characteristic, which has the advantage of being easier to grasp, but it also has 

the disadvantage of falling short. As health promotion favors a multidisciplinary and multilevel 

approach, I argue that both the macro levels (e.g., socioeconomic status, laws, and services) and micro 

levels (individual) but also the meso-level (e.g., educational settings, communities, NGOs) and their 

interplay must be taken into account, as well as the embeddedness of the individual in different social 

contexts depending on different characteristics. Furthermore, an intersectional view of the individual is 

indispensable to establishing numerous and diverse social relationships. In the face of a rapidly 

changing, chaotic world that makes each individual vulnerable, it is necessary to strengthen the 

individual, social networks, and the entire context, reduce the circumstances that make them vulnerable, 

and build up strengthening ones. 

10.4.5 A New Framework to Explore, Discuss and Promote HL  

After unfolding these strategies for promoting HL separately, it is important to take a step back 

and look at the strategies and approaches at large; otherwise, there is a danger of losing sight of the 

bigger picture, the many factors involved, and their interrelationships. Approaches that try to trace this 

whole view are occasionally conceptual models but also sociological theories. Therefore, in this last 

section, I return to HL's conceptualizations and theories and embed the insights gained in this thesis. 

Chapters 2 and 3 outlined the current models and theories of health, HL, and HL interventions. It 

became clear that it is important to distinguish between models that attempt to describe and explain HL 

statically (such as the HLS-EU conceptual model (Sørensen et al. 2012), the equation model (WHO 

2013, p. 1), or Dodson's model (Dodson et al. 2015b)) and models that track change, such as the WHO 

health promotion intervention model (WHO 2012) or other theories of change (Nutbeam 2000). 

Concerning HLS-EU conceptual model, the previous chapters and included studies have sufficiently 

elaborated on the strengths, weaknesses, and limitations of its use to describe, discuss, and promote HL 

adequately. After identifying the need for a better theoretical foundation that empowers individuals to 

make decisions and act independently, rather than taking all decisions away from them (see healthism), 

the capability approach was brought into play as an alternative useful conceptual approach. In this last 

section, I will focus on the Capability Approach (CA) as one particular approach that helps explain HL 

in context, allows discussing the findings differently, and, thus, can serve to identify entry points for 

HL promotion and ideas for how promotion can take place in concrete terms. 
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First, I will elaborate on the question of why the capability approach can be considered a useful 

framework to study and analyze HL based on our study findings and discussion results. To highlight its 

particular focus, it is helpful to contrast it with the common theoretical model, the rational choice model 

(e.g., Djulbegovic et al. 2018, Bittlingmayer et al. 2021). The rational choice model states that the 

person will make an autonomous, fully informed decision of the greatest benefit to him or herself, here 

in terms of health closely linked to the precepts of healthism (Wirtz 2021) and a paternalistic attitude 

or the precepts found in many HL questionnaires (Sørensen et al. 2013). Deviations from this pre-

described behavior are attributed to the individual as a deficit, and the individual is blamed for his/her 

decision and destiny. The rational-choice models usually overlook that the person is not a context-

independent agent, but his/her decision is constrained by contextual conditions (structure). This is 

followed by the question of whether the person actually has different options that enable him or her to 

choose at all (the opportunity aspect of freedom) and the question of whether he or she is free to make 

a choice in the concrete situation (the procedural aspect of freedom). Also, the fact that the person may 

have good reasons not to choose the rationally most plausible solution is not taken into account in the 

rational choice models, depending on the interpretation. In turn, the Capability Approach presents both 

individual agency and structural factors and their relationship to each other in one model, emphasizes 

various freedom aspects in opposition to prescribed goals (paternalistic/ healthism) and introduces an 

important differentiation, the differentiation between actual outcomes/ functionings and the capability 

set (the possibility to achieve this). For those reasons, the capability approach can be useful to describe 

HL as a situational social practice in context, analyze and better understand HL practices, and derive 

tips for interventions based on it. Examples from the ethnographic study of the SCURA project were 

used for illustrative purposes 

In view of the various readings and further developments of the capability approach (Robeyns and 

Byskov 2021), I cannot deal with the capability approach in all its due complexity and completeness 

but will focus on, in my view, central aspects of the HL debate inspired by Bittlingmayer and Ziegler 

(2012). When considering the capability approach in relation to HL, six aspects can be of particular 

relevance: the capability approach (1) specifies the factors that determine the relationship between 

available resources and actual outcomes; (2 & 3) brings together the structural and individual levels 

and differentiates between conversion factors within them; (4) recognizes that people have different 

possibilities/scope of action, i.e., a different capability set; (5) does not specify for the individual what 

is to be achieved but leaves the definition and the choice to the individual; (6) does not aim at outcomes 

up but at the expansion of the capability set; 

However, before delving into these relevant components, it is important to emphasize an important 

basic orientation of the CA. Unlike many models and frameworks, the capability approach is not 

oriented to an externally defined goal to be achieved (for example, a list of activities to be properly 

mastered, as in the HL questionnaires) but looks at the freedom available and increases this freedom. 

Here, a distinction can be made between the opportunity aspect of freedom and the procedural aspect 

of freedom, which, applied to HL, can be understood as follows: the opportunity aspect of freedom is 

concerned with what resources and conversion factors are available that contribute to the broadening 

of the capability set; whereas the procedural aspect of freedom refers to the individuals’ freedom to 

deliberately decide whether he or she wants to use the capability set and transforms it with the help of 

individual and societal conversion factors into functionings. This leads to the question of how does the 
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focus on freedoms change the perception of HL? First, the way HL is measured should be changed 

from a predefined outcome to the actual available competence and the possibility to use this 

competence, similarly to an empowerment approach. Moreover, the way of interpreting low HL and 

the cause attribution of HL would change and consequently not only be interpreted as the individual's 

deficit but also include the different components in the CA and their contribution, especially the 

contribution to the scope of action that influences the individual's conscious decision (see below). 

The first relevant aspect relates to the conceptualization of the CA and the role of resources. The 

CA allows reflecting on why, despite universal access to resources, not all people have the same 

outcomes to the same degree. Alternatively, it elaborates on why not all people can transform the 

societally provided resources into functionings in the same way. Functionings are subdivided into 

beings (states) and doings (achieved skills). The CA explains the reasons for different outcomes in the 

differences in individual conversion factors, differences in societal conversion factors that form 

together with a different capability set, and, very importantly, differences in the individual's decision. 

At the same time, the CA suggests that the resources provided are of fundamental importance, similar 

to the prerequisites for health. Linking the CA to our three studies, it becomes obvious that the 

capability approach departs from the simple linear model of the HLS-EU conceptual model and does 

not consider HL solely on the basis of poor sociodemographic data. As in the Afghanistan study, despite 

similar poor access to education and determinants of health that need improvement, there is still 

variation in HL levels and the relationship between HL and health outcomes that challenges the linear 

relationship of determinants leading to HL leading to health. At the same time, the differentiated 

analysis showed that the resources provided by society, in this case education, can make an enormous 

contribution to the development of HL and must therefore be further promoted. In addition, the study 

suggested that the reason for certain behaviors does not always depend on low HL but, to a large extent, 

on the available resources, such as laws and regulations on health, education, and migration but also on 

the general prerequisites of health (including geographical and climate-related influences on fruits 

production and availability of food). Moreover, the studies showed that although per law (most) people 

in a country have the same access to education and health, there are considerable differences in real life 

and people cannot benefit from them equally. 

The second and third important components are the conversion factors that can be found on the 

individual and the societal level. The capability approach states that the individual (transformational) 

factors contribute to the transformation of the goods, rights, and services provided by the nation into 

actual possibilities and capability set. The SCURA study showed the variety of different skills and 

abilities the learners have, for instance, regarding educational background (no schooling up to 

university degree), familiarity with second language learning (none up to being a teacher themselves), 

opportunity to practice German language in everyday life (none up to very much because they are 

working together with Germans), but also the support they can draw on (e.g., the availability and use 

of other apps to learn communicating in German on health, support by volunteers in language cafes, 

etc.). This combination and not the individual skill alone describe far better the likeliness of migrants 

being able to communicate. In general, possible individual factors that became significant in the studies 

were general competencies, language skills, knowledge, self-skills like motivation and sense of 

coherence, etc., which were summarized in the seven components of HL in the SCURA project. In 
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addition to these abilities, individual conversion factors also refer to cultural, social, and economic 

capital (see ELMi and SCURA project). 

Furthermore, the capability approach states that the potential does not depend exclusively on the 

individual's own capabilities/possibilities to access the provided goods but also on the available social, 

cultural, and institutional conversion factors. The three studies revealed myriad aspects that can be 

attributed to societal conversion factors, first and foremost, the available and accessible services, 

resources, language courses (with integrated health communication training), and language services. In 

addition, it became clear that the courses, i.e., educational offers, also address the promotion of HL in 

very different ways and that trust, a pleasant, appreciative atmosphere, and support in learning culturally 

common procedures play a central role in this. In addition, informal support became significant as 

another central theme, e.g., it turned out that migrants exchanged information about how they found 

their way in the new situation, how they found a doctor, where they can do sports, where there were 

weekly markets where they can buy healthy food, or how they get involved in social groups such as 

clubs. All of this allows them to know the opportunities available and possibly take advantage of them. 

Four, the next key component is the Capability Set, which combines all of a person’s real 

possibilities, potential, and scope of action. The emphasis here is on the potential and not that the person 

must inevitably claim it. The capability set is the combination of all the opportunities (and abilities) 

that derive from the resources and the individual and societal conversion factors. While the insights 

into the conversion factor just presented from the SCURA research project have developed from 

empirical evidence, there is also the possibility to define the capability set differently. To get an idea of 

what the capability set can incorporate, it is useful to focus not on the minimum that people need to 

survive (not being dead) but on the factors that people need to be able to develop an idea of the good 

life (which can be linked to wellbeing). Nussbaum has presented a useful list in this regard (Nussbaum 

2007, p. 23). This list already suggested that the idea of the Good Life, comparable to wellbeing, is to 

be understood as holistic and socio-ecological and, therefore, in line with general health promotion 

foundations (WHO 1986). 

Five, whether the person uses his/her capability set to perform certain actions and develop a skill 

(doings) or to become something (beings), that is, to transform the capability set into functionings, is 

not predetermined by the CA but depends largely on the opportunity, decision, and choice, which can 

be regarded as indicators for a person’s agency. (Here, agency was generally considered to be the 

performance of an activity for one's own interests, although it should be recognized that the agency 

term is often used much more radical (Williams 2003; Giddens 1979). The possibility that individuals 

can make a choice already implies that some freedom must be present; thus, the aspects of freedom of 

choice and agency are of immense importance. Hence, it depends on whether and, if so, how the 

individual uses this capability set to expand his or her functionings, which in turn is influenced by 

societal and personal conversion factors. Noteworthy, when making a decision, individuals do not 

decide purely freely, fully autonomously, and rationally, but rather make a decision within their 

decision-making capabilities, which range between individual self-determination, adaptive preferences 

acquired through socialization, and public health recommendations influenced by paternalism or 

healthism (Altgeld and Bittlingmayer 2017). Whether the health actions of individuals in Afghanistan 

are due to a lack of HL or to deliberate decisions cannot be explored based on quantitative data. The 

SCURA project revealed numerous situations in which, despite the same learning opportunity, the 
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learner responded to it differently and used it differently (e.g., during the joint breakfast and 

conversation about healthy food). Despite the strong specifications and restrictions in the language 

course, the ethnographic study in the SCURA project was able to uncover numerous situations in which 

the learners reacted differently to the learning opportunity and used it differently despite having the 

same learning opportunity (e.g., having breakfast together and talking about healthy eating). Another 

recent example is the case of Corona vaccination opponents in Germany, where it became obvious that 

although politics and society provide them with the means to get vaccinated, societal conversion factors 

(participation in social life, provision of a considerable amount of information about it) push them to 

do so, the individual has the skills to inform himself and form an opinion, and the amount of skills is 

comparatively large, but the person consciously decides not to get vaccinated or to wear masks (Koos 

2020).  

Six, moreover, the capability approach shows that the person is not completely free to decide, but 

their decision depends on the available resources, the conversion factors, as well as their potential 

(capability sets). This approach shifts the focus away from the goal as an outcome to the goal of 

increasing the capability set. With regard to HL, a distinction must first be made regarding the role of 

HL in the capability approach. Although it is obvious to describe HL as a capability set at the interface 

between individual and societal factors, similar to the HL equation, this is only one of three possible 

readings but admittedly the most common. A second reading is that HL is seen as part of the individual 

conversion factors (such as competence), and in such a way, it is linked to many individual-centered 

HL understandings. The third reading of HL is linked to that and conceptualizes HL as one of the 

possible functionings, specifically a doing. While the first reading, HL as part of the capability set, is 

plausible when exploring HL as a social practice, the second reading is relevant for an individual-

focused analysis and promotion of HL, and the third reading, HL as doing, an outcome, is useful when 

assessing interventions to promote HL.  

Summarizing the findings of the three research projects and the discussion, I propose a new 

framework for HL studies to reflect on it. Figure 24 expands the presentation of the capability approach 

by Bittlingmayer and Ziegler (2012) to HL and captures many of the facets presented in the studies and 

elaborated on here. 
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When CA is used to explore and discuss HL, it compels researchers to look at HL not only one-

dimensionally but in its complex totality and to illuminate the roles, the structural and agency aspects 

and their interplay, and the capability set, the scope of action. Consequently, not only does the 

individual with his or her strengths and weaknesses come into view, but the approach presses for the 

provision of goods (among other things in the context) and the support for the translation/transfer of 

them into capability sets. Furthermore, the basic understanding is that people are different and possess 

different scope of action and need different capability sets to pursue their goals. The goal must be to 

expand this capability set. So, according to the empowerment perspective of health promotion, the 

individual can choose and make his/her own decisions regarding which functioning he/she wants to 

achieve. Quantitative studies are not sufficient to bring this about, but rather researchers should strive 

to conduct bi- or tri-, or even quadrangular assessments of HL should be looked at to identify reasons 

for poor HL and tailor interventions to address these (be it in the individual, the resources, the societal 

conversion factors (including health professionals support), the capability set, the situation in which 

HL is used and the simultaneity of vulnerable and capable. Ethnographic studies (see ELMi and 

SCURA) can make an important contribution here. 

The capability approach also has great advantages in planning HL interventions because it offers 

many possible starting points to improve HL, such as resources, individual conversion factors, social 

conversion factors, capability set, choice, and functionings (beings and doings). According to Marmot's 

approach of focusing on social determinants of health (Marmot and Allen 2014), HL promotion should 

provide more resources and create more access to them. In line with the organizational approach to HL, 

the organization, such as a hospital or other institutions, can be made more conducive to HL (Pelikan 

2019; Sørensen et al. 2021), and additionally, health and medical professionals can be trained in it and 

thus improves the societal conversion factors. Approaches at the individual level can also be envisaged, 

Figure 24: Capability Approach Adapted to HL (Own Presentation) 
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allowing individuals to further develop their knowledge, motivation, and skills (similar to most HL 

interventions, e.g., D’eath et al. (2012)). Together they contribute to the actual potential to develop 

beings and doings. In my view, this is exactly where HL should be understood as a capability set. The 

CA includes the momentum of the opportunity/choice of the individual to actually be able to act 

according to the potential. This aspect should be given more attention in the HL debate in the future 

because otherwise, there is the danger of representing purely paternalistic approaches (which, however, 

do justice to the complexity of life and the demands in life). Furthermore, the capability approach allows 

for defining a new goal for health interventions, which is less about improving health actions and health, 

but primarily about expanding the capability set available to a person and the individual's idea of a good 

life. This would not measure context-independent competencies but the actual available and usable 

competencies in a context, including the scope of action, in the best case, through ethnographic studies. 

While the CA approach defines important areas that influence HL as a social practice, it does not 

describe how exactly this should be implemented. At this point, other theories and strategies, such as 

those from health education, can be used. However, the CA approach cannot be replaced by health 

education theories, as it is able to keep the big picture in mind and adequately integrate the multiple 

influences. In all direct approaches to promoting HL as a skill set, attention should not be lost to the 

fact that, in addition to explicit promotion, there is also a great deal of implicit promotion of HL 

components, particularly in the family or indirectly in education. Attention should also continue to be 

paid to this competence and capital transmission channels. 

After this presentation on the potential use of CA in HL promotion, it is advisable to briefly relate 

this compare this approach with others and to compare them. The WHO intervention model (WHO 

2012) is outstanding in this respect and shares some similarities but also differences with the CA. Both 

models represent a pathway from general factors (determinants) to final outcomes (health or achieved 

functioning). Both models include individual factors as well as context/environmental factors. 

Fundamentally, the WHO model presents concrete interventions that support the transformation of 

determinants to health (mediated by HL and health behavior), whereas the CA tries to unravel why 

differences in functionings exist despite the same provided resources. While the WHO model presents 

a linear process model to order the different interventions (without explaining the role of the interplay 

of structural and personal preconditions in the production of HL), the CA allows focusing on the 

interplay. Furthermore, the freedom aspect is not included in the WHO model, whereas it is a core 

component of the CA. 

Aside from the capability approach's enormous potential, the capability approach still remains very 

general and unspecific about the actual event when a person is using his/her health literate and makes 

a decision about how he/she should use the capability set to achieve the desired health outcome (so the 

question of the HL as a situational, social practice in context). Since the previous explanations showed 

(especially the analysis of HL-related actions) how already the mere change of one parameter in the 

situation leads to a change in the communication about health information and the use of HL, it is, in 

my view, crucial to describe the situation on the micro-level in addition to the major factors in the 

capability approach. The findings of the ethnographic studies can make many essential contributions in 

this regard. Figure 23 already illustrates the factors discussed. In this figure, the various aspects that 

have been identified as particularly central are related to the areas of context, situation, actors, actions, 

and communication. This figure can be used as a reflection tool to analyze the concrete situation and to 
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describe the different aspects and influences in more detail to develop a complete picture of HL as a 

practice and the scope of action. Even when considering these situational factors, two perspectives can 

be taken, and in my view, it will only be fully sufficient if both are included: the resources and deficits 

together or, in other words, the simultaneity of the vulnerable and capable person in the vulnerable and 

capable-making contexts. This simultaneity can also be found in the last model introduced in the ELMi 

study, the model of dialectics and difference. Using this model for reflecting on HL and planning 

interventions, new relevant questions become pressing; for example, is it necessary to explain how one 

positions oneself with regard to healthism or differentiated actions, agency (and deficit), and structure 

(and lack of resources/provision). And beyond that, it also should be clarified what level of HL is being 

targeted, how potentially negative/harmful behavior (see corona pandemic) should be dealt with, and 

who defines this. To get out of the trap of healthism and emphasize the strength and autonomy of the 

individual/group, expanding the individual and societal capability set is, in my view, the best way to 

strive. However, this should be carried out within a framework (see health-promoting structures) that 

includes the protection of others while maximizing the autonomy and freedom of individuals and their 

social groups. Part of this health-promoting structure has to be a special focus on animals and the 

environment in the sense of the latest Planetary Health (Horton et al. 2014) or One Health movements 

(WHO 2017b; Zinsstag et al. 2011) and the climate crisis. 

10.4.6 Concluding remarks 

This section has briefly addressed the issue of promoting HL and discussed the findings identified 

in the three studies with other empirical findings and theories. Three fundamentally different ways of 

promoting HL emerged in the studies; these are improving the social determinants of health, HL 

acquisition in the family, and targeted HL promotion in educational opportunities. In addition, the role 

of the media was briefly discussed. Furthermore, it was reflected on how adequate interventions for the 

group of people with Afghan descent could look like and worked out that the common descent is not 

the decisive criterion but that the person of Afghan descent has to be considered in his individual 

situation with the specific formative but also currently influencing factors. Finally, the function of the 

capability approach as an overarching approach to exploring and explaining HL as a social practice as 

well as planning interventions for it were discussed. In the presentation, it became obvious that HL 

cannot be promoted by one method without exception, such as the Ask-Me-Three method or plain 

language (Schmidt-Kaehler et al. 2017; Brega et al. 2015), but according to the multiple influences on 

the acquisition and promotion and use of HL a multilevel and multifaceted approach should be chosen. 

Similar to the conclusions in the book on Theories in Health Promotion by McQueen et al. (2007), I 

advocate that it is not about developing the very best and all-inclusive theory but having a thorough 

understanding of the multiple approaches and their respective strengths, weaknesses, and limitations 

and being explicit about them when they are used. In the respective intervention, it is then necessary to 

select the most appropriate theoretical approaches, models, and methods for this context, whereby in 

my view, the orientation towards a positive, holistic and socio-ecological model of health (WHO 1986, 

2006) should be fundamental. The discussion in this chapter provides important ideas on how this can 

be done and used by researchers. 



Conclusion of the insights gained in these studies 

 227  

11 Conclusion of the insights gained in these studies 

Digitalization, infodemic, the spread of communicable and chronic diseases, migration, and 

climate change, are pressing global developments that require good health literacy for individuals, 

communities, and societies to adapt to it, live healthily, and create a healthier environment. However, 

throughout the world, noteworthy large parts of all populations are widely not adequately prepared for 

these challenges and lack the needed HL level, as studies worldwide report. The three research studies 

within this dissertation explored the HL of certain groups, which are usually so-called vulnerable to 

low HL, such as people in the least developed countries, migrants, or adults who are first-time literacy 

and second language learners. People of Afghan descent can be found in all these three groups. Focusing 

on and increasing the HL of these vulnerable groups is of special importance because, on the one hand, 

the low HL scores of these vulnerable groups urge greater attention to promoting HL in public health. 

On the other hand, the Sustainable Development Goals on the global level call for and the new addition 

to §20k SGB V in Germany also legally enshrines the improvement of health, specifically digital HL. 

That is why it becomes even more important not only to record the distribution of HL in society but 

also to understand how HL evolves, is acquired, and can be improved. Aside from the fact that this 

undeniable public health need compels action, the HL concept itself is fascinating because of its 

complexity and diversity depending on the context and because it genuinely contributes to 

empowerment and can thus possibly lead to a reduction in social and health inequalities. Moreover, the 

rapidly growing number of studies by a very vibrant community of HL researchers makes studying with 

it exciting (see the International Health Literacy Association). 

The three projects examined HL using different methods, each of which makes a specific 

contribution to HL through its focus, strengths, and limitations. Overall, the findings argue for 

broadening the individual, autonomous perspective on HL to HL as a situational social practice in 

context. Although this view of HL as a context-dependent social practice is often emphasized (see also 

the Health Promotion Glossary WHO 2021a), but only recently has it also become the focus of research, 

this dissertation can make an important contribution. The studies of this dissertation provided many 

insights into HL at the macro level and micro levels and demonstrated the difficulty and complexity of 

adequately studying HL. While the target groups’ vulnerability was the starting point of these studies, 

it quickly became apparent that the focus should be less on the persons classified as vulnerable and 

more on the circumstances that make them vulnerable; the vulnerability and complexity of the HL 

situation and the capability set, the scope of action respectively. To truly improve the health of 

individuals sustainably (as is the aspiration of the WHO Constitution (2006) and confirmed and backed 

by many countries in Article 25 of Human Rights (United Nations 1948)), it is important to understand 

what contributes to low HL and how to improve the causes of it. (This is in line with health promotion 

and the Upstream Doctors approach (Manchanda 2013; WHO 1986)). Here, on the one hand, the 

determinants of health quickly come into view and call for the reduction of health inequalities and for 

improving health equity, and on the other hand, the concrete situation of HL use, so HL in practice (as 

a social practice) with all its characteristic features (including the scope of action) comes into view. 

This thesis has demonstrated that the topic of HL is very complex when HL is truly and seriously 

studied. This begins with defining and conceptualizing HL, using appropriate research approaches and 

methods, critically reflecting on interpretation, discussing profoundly, who is considered vulnerable, 
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and proposing appropriate interventions for all and specifically those in vulnerable-making contexts 

and situations. The studies make a compelling case for the importance of considering not only what is 

known about the context (i.e., the general context and the specific situation) when studying HL but also 

what is known about social practice, such as the role of language, agency, situation, and relevant social 

others.  

The dissertation encompassed various research methods, generated a wealth of data, and allowed 

HL to be captured and critiqued from numerous perspectives. In the end, three perspectives remain that 

I believe extraordinarily necessary for future HL research. 

First, researchers acknowledge that reality (research reality and the reality of the subject under 

study) is multifaceted and multilayered and that different aspects become visible depending on the 

perspective. An ethnographic study on second language acquisition of immigrants in Australia chose 

as a comparison the kaleidoscope (Wigglesworth 2003), which displays different aspects depending on 

how it is rotated. I find this image of the kaleidoscope immensely helpful for this dissertation, with its 

different sub-studies, because it illustrates how numerous facets come to light depending on the focus 

and the way to look at it. On the one hand, this multifaceted diversity is not only present depending on 

how the researcher looks into the kaleidoscope and changes what is to be seen by the focus, the research 

question, the method, the participants, the method of analysis, the interpretive approach, and the 

research goals the focus can be shaped differently by the research question, method, participants, 

analysis method, interpretive lens, and research goals. On the other hand, this multifaceted diversity is 

also revealed by how the person being researched shapes and changes their context and view of HL and 

health according to their perspective (such as needs, interests, abilities, norms, and values). 

Second, HL (for all people, not just vulnerable communities) should not be defined as an 

individual, context-independent, universal capacity but should describe in all its complexity in context 

and in light of the tension between structure and agency, between predefined notions of health (by the 

health sector) and personal notions of health, and recognize the resources, capabilities, functions, and 

role of the individual, group, and societal conversion factors.  

The third aspect refers to the dynamics of the phenomenon under study. HL is not an autonomous 

skill but dynamic, evolving, and changing and always embedded in context and should therefore be 

studied in an ideological (Street 2016; Pinheiro 2019) or better syndemic (Yadav et al. 2020; Sharma 

2017) and socioecological way (Luetke Lanfer 2021; Dawkins-Moultin et al. 2016). In this rapidly 

changing world, I believe that capturing a person’s HL at the individual level at the time of the study 

(as in cross-sectional survey studies, the majority of HL studies) is of less importance than building an 

understanding of the influence of and intentionally enhancing the person’s context and capabilities. 

(Which requires further additional studies). By developing capabilities at the individual, community, 

and societal levels, we can ultimately contribute to individuals’ well-being and enable them to realize 

their idea of a good life. However, this focus on capabilities should not obscure the fact that capabilities 

are distributed differently across society and that, in line with the health-for-all approach, we should 

support, in particular, those whose (Dawkins-Moultin et al. 2016) capability set is (still) lower. In this 

context, it is not only measuring HL at the individual level but assessing societal measures and 

developing multilevel approaches to promote HL. 
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With its three different research projects and the many findings, this dissertation can help increase 

awareness of researchers, policymakers, and practitioners regarding vulnerability and HL and to change 

the perspective from the exclusively individual vulnerable person to the vulnerable-making context, the 

situational features, as well as to focus on the capability set (capable individual and the capable-making 

environment). Along with this, a change in perspective is needed in HL research. HL research should 

also align itself with the concept it propagates. In concrete terms, this means that just as HL research 

has shifted the focus away from health education (instruction, talking to people) to what people actually 

do with health information, so too, in my view, research on HL should not impose their own ideas (see 

HLS-EU-Q development process) in the measurement instruments but rather strengthen their own 

competencies to find, understand and appraise appropriately (i.e., according to the context, culture, 

and all the circumstances), assess the procedures and competencies of the people being researched. The 

shift from health instruction to HL urges us to move away from instructions and apply the same 

interventions everywhere towards a searching, understanding, collaborative researching, and 

developing attitude. Moreover, this would require a change of attitude, away from presenting (closed) 

questions and soliciting short answers, to an open, listening, wanting-to-understand approach, with the 

experts being the group under study itself. This, in turn, would link HL research very closely to 

community-based participatory research (Riza et al. 2020; Minkler and Wallerstein 2008), which has 

been working very successfully with groups (described as vulnerable from the outside but experienced 

as very capable from the inside) even before the principle of HL emerged. This, in turn, raises an 

important point: HL should not be seen as a panacea but as an approach that can only contribute to 

better health, together with many other successfully established approaches to health promotion. 

It would be desirable if the thesis could raise awareness by pointing out critical aspects, helping 

researchers and practitioners see the strengths and limitations of their work, findings, and interventions, 

and proposing new ways of studying other aspects of HL. Moreover, the suggested ideas for future HL 

research and practice could be used by researchers, policymakers, and practitioners and thus contribute 

to empowerment and achieving the third Sustainable Development Goal, Health for All.  
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Background: Health literacy is a determinant of health and assessed globally to inform

the development of health interventions. However, little is known about health literacy

in countries with one of the poorest health indicators worldwide, such as Afghanistan.

Studies worldwide demonstrate that women play a key role in developing health literacy.

Hence, this study’s purpose is to explore health literacy of women in Afghanistan and the

associated factors.

Methods: From May to June 2017, we randomly recruited 7–10 women per day at

the hospital in Ghazni, a representative province of Afghanistan. Two trained female

interviewers interviewed 322 women (15–61 years old) orally in Dari or Pashto on a

voluntary basis and assessed their health literacy using the HLS-EU-Q16, associated

socio-demographics, and health behavior.

Results: Health literacy of women (among educated and illiterates) is low even

compared to other Asian countries. Health literacy is linked to age and education. We

found mixed evidence of the relationship between health literacy and contextual factors,

help-seeking, and health-related behavior.

Conclusion: This study provides novel data on health literacy and astonishing insights

into its association with health behavior of women in Afghanistan, thus contributing to

health status. The study calls for recognition of health literacy as a public health challenge

be addressed in Afghanistan and other low-income countries affected by crises.

Keywords: Afghanistan, health-behavior, health literacy, HLS-EU-Q, illiterate, low-income country, women

INTRODUCTION

Recently, health literacy (HL) moved from the margins to the mainstream of health research
because of its relevance for quality of care, disease prevention, and quality of life. Health literacy
is a critical determinant of health, an asset for public health and an outcome of health promotion
activities such as health education (1). Hence, researchers and policymakers recommend assessing
health literacy, identifying vulnerable groups, and developing interventions to improve health
literacy on this basis (2). Initially, most research originated from English-speaking countries (e.g.,
USA, Canada, andAustralia), but other industrialized countries, such asmany European Countries,
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quickly followed, and the countries of the global South and
Asia are recently catching up (3–7). Nevertheless, crisis-affected
and least-income countries are omitted, although assessing
and improving health literacy there is supposed to contribute
significantly to improving general health and the situation in
the country and to achieving the sustainable development goals.
Afghanistan is one of these most affected countries and at
the same time places incredibly high challenges on research.
Since—as far as we know—no health literacy research has been
conducted in Afghanistan. Hence, we wanted to close the gap
and explore the level of health literacy and provide relevant data
for policymakers and practitioners and expand our knowledge
of the nature of health literacy and related factors in war-torn
and crisis-affected countries that have been neglected by health
literacy research so far.

Various understandings of health literacy exist, the most
prominent of which are those of the WHO (8), the Institute
of Medicine (US) (9) and Sørensen et al., “Health literacy is
closely linked to literacy and entails the knowledge, motivation
and competences to access, understand, appraise, and apply
information to form judgement and make decisions in terms
of healthcare, disease prevention, and health promotion in
everyday life during the life course.” (10) Health literacy
is “more than the ability to read and comprehend health
information” (11) and includes functional, interactive,
and moreover critical health literacy (1). Consequently,
numerous health literacy tools are available (12), such as
performance-based screening tools for patients’ functional
health literacy, for example the Test of Functional Health
Literacy of Adults (TOFHLA), the Rapid Estimate of Literacy
in Medicine (REALM) and the Newest Vital Sign (NVS)
(13–16) or self-reported health literacy tools that aim at
capturing a more comprehensive understanding of health
literacy, such as the European Health Literacy Questionnaire
(HLS-EU-Q) and the Health Literacy Questionnaire
(HLQ) (17, 18).

Besides differences in levels of health literacy between
countries, research shows that a substantial proportion of
people have difficulties dealing with health information even
within each country worldwide (19). The European Health
Literacy Survey indicated 30–63% of the population have
limited health literacy, depending on the European country
considered (7). This trend is reflected in the Asian Health
Literacy Survey demonstrating similar or even worse results in
six countries (20). The various studies on health literacy revealed
the association of health literacy with certain determinants
of health, primarily e.g., gender, age, education, financial
deprivation, and social status (6, 21). Furthermore, studies
identified health literacy as a determinant to health mediated
by health-related choices and multiple health behaviors,
including help-seeking behavior, reproductive health, and eating
behavior (21–25).

However, little empirical evidence exists on the determinants
of health, health behavior, or their interplay with health literacy
in Afghanistan. Afghanistan’s public health indicators are among
the worst globally: e.g., infant mortality rate is 62/1,000, up
to three-times higher than in neighboring countries (26).

Due to the ongoing war since 1978, scientific studies are
comparatively rare and even studies on health, reproductive
health or healthy lifestyle are scarce in Afghanistan, almost non-
existing in remote areas and, furthermore, data is doubtful. A
high percentage of the population in Afghanistan is illiterate
[on average, an estimated 38.2% of Afghans are literate [52%
of men, 24.2% of women] (27)]. The group of Afghan women
is unique because of the historical context and the drastic
changes in women’s access to education in recent decades.
While girls were officially banned from attending schools in
the 1990s, the attendance has increased considerably since
2001 (28, 29).

In health literacy research, a few studies target women in
low and middle-income countries (30), but little is known
about health literacy level in a population with interrupted or
lacking education.

Assumptions, Research questions, and
Aims
Therefore, we wanted to examine the following assumptions:
(a) Due to lack of/or interrupted school education, literacy and
health literacy levels of many women in Afghanistan might be
low. (b) Due to one of the lowest literacy rates worldwide, the
level of health literacy in Afghanistan could be one of the lowest
around the world. Hence, we used the HLS-EU-16 to facilitate
comparability with findings from other countries, particularly
in the European and Asian health literacy surveys (10, 20). (c)
The health literacy level could be influenced by determinants
namely higher educational attainment, younger age, higher
socioeconomic status, living closer to the health center, and
having better access to transportation and information and
communication technologies (ICT). Access and ICTs can
increase the likelihood of being exposed to more health
information and thus contribute to improved health literacy (31,
32). (d) Bearing in mind the association of health literacy with
education and age, age groups might differ in their health literacy
level, a higher level of HL might be associated with seeking help
at the hospital/medical center and with more health-promoting
behavior. Therefore, our main research questions were:

• What is the health literacy level of women in Afghanistan?
• How high is Afghans’ health literacy in comparison to

other countries?
• What are the main determinants of health literacy

in Afghanistan?
• Is health literacy associated with help-seeking and with health-

related behavior?

Our aim is to present descriptive results of our health literacy
survey in Afghanistan, to compare it with population health
literacy of populations globally, and to discuss the complex
relationship between literacy, health literacy, and health behavior
for crisis-affected low-incoming countries. Notably, the study
identifies practical approaches to meet the need to improve
the population’s health literacy and make healthcare, disease
prevention, and health promotion more accessible to the people
of Afghanistan (11, 33, 34).
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DATA AND METHODS

Research Area
We have conducted the survey in Hazarajat in four of the most
densely populated districts of Ghazni province: Jaghori, Malistan,
Nahoor, and Qarabagh. These districts are representative of the
geography of Afghanistan with a study area of ∼7,355 square
kilometers and an altitude difference of more than 2,000m.
Only one hospital—the Shuhada Hospital—and 25 health centers
operate in these districts.

Sample and Data Collection
Various security-related, geographical, and cultural challenges
in Afghanistan pose difficulties for research among Afghan
women outside the main cities. Firstly, women should conduct
interviews with women. Secondly, it was impossible for female
interviewers to travel to villages and interview randomly selected
women because of security reasons (35). Therefore, we have
chosen the most suitable approach and interviewed women
coming to Shuhada Hospital either for personal treatment or for
accompanying a patient. For 2 months-−20May−20 July 2017—
we randomly selected 7–10 women per day aged 15 years or
older. Due to the high number of illiterates, two trained female
nurses and staff obtained oral informed consent and conducted
the interviews orally on a voluntary basis. To ensure the
highest attainable standard of participant safety, we took several
measures. Interviews with women were conducted under close
supervision of Shuhada Hospital management. Participation did
not pose a safety risk because the subjects were interviewed in a
designated office within the hospital. The interviewers explained
that the data collected would be used for scientific research and
would not include personal information such as name, address,
and telephone number. They also informed respondents that
they could refuse to answer any question if they did not feel
comfortable doing so and that they could stop the interview at
any time if they wished without any disadvantage. Apparently,
respondents felt comfortable with the procedure and in the
interview situation, as only a few respondents refused to answer
some questions (mainly questions about satisfaction with sex life
in the Quality of Life Questionnaire), but no woman ended the
interview before completion.

Furthermore, we also interviewed male heads of households
in their villages, but this sample is described in other articles
(35, 36). The Ministry of Public Health in Afghanistan and the
head of the Shuhada Hospital approved the study protocol.

Questionnaire
Due to our desire to look at health and health literacy
from various perspectives, we have created a questionnaire
and selected questions based on the content, relevance and
cultural appropriateness. The questionnaire comprised 102
items, including 45 socio-demographic and health-related items,
15 items of the European Health Literacy Questionnaire (HLS-
EU-Q16), 18 items of Quality of Life (WHOQOL-BREF)
(37), 8 items of the Spirituality, Religion, Personal Beliefs
Questionnaire (WHOQOL-SRPB-BREF) (38), and 16 items of
the Questionnaire for Patient Empowerment (39).

We used the HLS-EU-Q16 questionnaire developed by
Pelikan et al. (40), shortened by Röthlin et al. (41) slightly
modified and translated into Dari from the Swedish study by
Wångdahl et al. (45) and translated this version into Pashto. To
control the quality of our translation, we asked a heterogeneous
group of people from Ghazni province if and how they
understood the items and modified it based on their comments.
The HLS-EU-Q16 focuses on how people find, understand,
appraise, and apply information in three domains: health care,
disease prevention, and health promotion. It consists of 16 items
describing health-specific interactive tasks, the difficulty of which
the interviewee is asked to rate on a four-point Likert scale:
“very difficult” = 1, “rather difficult” = 2, “rather easy” = 3,
or “very easy” = 4 with an additional option of “I don’t know
(18). In this study, we excluded one of the original 16 items:
Item seven (“How easy/difficult is it for you to follow instructions
from your doctor or pharmacist?”), which the Afghan field team
considered irrelevant, since doctors have their own pharmacy in
this district, so distinguishing between doctors and pharmacists
could be confusing.

In general, the very high Cronbach’s alpha α = 0.991 (items:
15, cases: 322) of the Health literacy scale can be regarded as valid
for appropriate internal consistency of the items (7).

Statistical Analysis
For data management, we adhered to the guidelines of the HLS-
EU survey on inclusion and exclusion criteria and restricted the
samples to participants 15 years and older, and to those answering
at least 80% of the questions (41). Hence, we needed to exclude
2 out of 324 women because of their age (age 12 and 13), but no
person was excluded due to missing values.

Besides descriptive analysis (range, minimum, maximum
values of the items), we calculated the level of health literacy
based on the mean value of the answers given per person. The
score 1 symbolized the lowest mean score (= all items are very
difficult) and 4 the highest mean score (= all items are very
easy). Unlike the proposed procedure in the HLS-EU (40), we
did not transform the 4-point Likert scale into a dichotomous
scale. The reasons for this were that we would lose a great deal
of variance within the responses by dichotomizing them. Other
studies on people with low education show that in this group
the loss of variance would be particularly strong and that we
could not further investigate which determinants explain this
existing difference. In addition, we assumed that the subjects
had good reasons for selecting the respective level and thus we
wanted to take their assessment into account. However, because
our intention was to investigate the health literacy of women
with no or little schooling, we considered the 4-point Likert scale
to be the most appropriate. Next, we calculated the total mean
HL score and its standard deviation and compared the total HL
score with other countries. For this purpose, we standardized
the HL score to a uniform metric of 0 to 50 as proposed by
Röthlin et al. (41). The calculation formula is: Index = (mean-
1)∗50/3. Additionally, we subdivided the health literacy score of
the short HLS-EU-Q into three levels at the cut-off of 25 and 37.4
points (equivalent to the subdivision of the HLS-EU-Q16 at 8
and 12 points). 0–25 points were defined to be the lowest level
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as “inadequate HL,” 25–37.4 as “problematic HL” and 37.5–50 as
“sufficient HL” (7, 20, 40).We transformed the sociodemographic
determinant “education” from a three categorical variable into
a dichotomous variable (no education vs. some education) and
occupation from a four categorical variable into a dichotomous
variable (working at home vs. working outside, for instance, as
teacher, governmental or NGO employee).

We examined the relationship between health literacy and
other factors, namely age, education, further sociodemographic
data, and health-related behaviors, by calculating bivariate
correlation. Thereby we used pearson correlation coefficient
(r) for two continuous-variables, point-biserial correlation
coefficient (rpb) for one binary variable and one continuous-
level variable, odds ratios (OR) for bimodal variables, and
chi-square tests (χ2) for multi-optional variables using
estimated percentage and absolute numbers. To assess
the proportion of variance in HL, which is explained by
sociodemographic data, we performed a multivariate linear
regression model for general health literacy index as a
dependent variable and education, age, main occupation
(housewife or own occupation) and marital status
as predictors.

RESULTS

A total of 322 women at the hospital from the following districts
participated in the study: Jaghori (N = 242 women), Malistan
(N = 77), Nahoor (N = 3), and Qarabagh (N = 2). At the time of
the interview, 58.7% reported being sick, whereas 41.3% were not
ill but were accompanying another person. The participants’ age
varied between 15 and 61 years (average 30.33), with more than
half of the participants between 20 and 29 (N = 144) and only 26
women aged 50 and above.

Educational attainment was relatively poor. 59.6% women
reported to be illiterate, 4.0% had basic education in reading and
writing and approximately one out of three (36.3%) had formal
or higher education.

Table 1 shows the characteristics of the sample. The majority
of participants were married (83.2%) (Table 1), with 18-year-olds
and younger people more likely to be single than married. 23.6%
of women had no children, the majority reported up to nine
pregnancies, and 16 women had 10–16 pregnancies. At the time
of the interview, 20.2% were pregnant. Households were large
with an average of 9.5 people (from 2 to 30) and an average of 3.1
literate persons. The most common occupation for 9 out of 10
women (89.1%) was “working at home,” a small number (3.1%)
of the women were employed by the government or an NGO,
and 1.2% were teachers. The main source of income cited by the
women was remittances (25.2%), followed by farming (25.3%)
and business (42.9%) and 6.5% salary when employed by the
government or an NGO.

Concerning contextual factors, the women interviewed in the
hospital reported that 41.0% had access to a river, 97.8% to a
road and 43.8% to a car. Most, but not all women had access to
information and communication technologies such as electricity
(89.1%), phone (88.8%), TV (75.5%), and the Internet (23.3%).

TABLE 1 | Sample characteristics.

Determinants Female Patients/Attendees

Sample size N = 322

Age (years)

Age groups

M = 30.33 (R: 15; 61)
< 20: N = 36

20 → 29: N = 144

30 → 39: N = 72

40 → 49: N = 44

50 ≤: N = 26

Marital status (%) 82.7% married

17.3% single

Education (%) 59.6% illiterate

4.0% Basic reading & writing

36.3% formal education

Profession (main occupation) (%) 89.1% work at home

6.5% others

3.1% government/NGO employed

1.2% teachers

Main source of income (%) 42.6% business

25.6% remittances

25.3% farming

6.5% government/NGO employed

Household size M = 9.56 (±5.3) (R: 2; 30)

Number of literate people in

household

M = 3.18 (±2.13)

Patients/Attendees (%) 58.7% sick/patient

41.3% not sick: accompanying person

N, absolute Numbers; M, Mean; R, Range; ±, Standard deviation.

Health Literacy of Women in Afghanistan
Figure 1 illustrates the women’s level of health literacy. In our
study, about half of all women (51.6%) had an inadequate level
of health literacy as measured with the HLS-EU-Q16. One out
of four women (25.8%) had problematic HL, and more than
one-fifth of the women (22.7%) had sufficient HL.

Noteworthy differences exist in the self-reported responses
related to the HLS-EU-Q16 scale, as some items (activities)
were classified by the majority of respondents as easier
and other items (activities) as more difficult. Women had
the greatest difficulties with tasks related to evaluating
recommendations e.g., “judging when to get a second
opinion” (Item 5) (64.60% of women said it was rather or
very difficult) and “judging which everyday behavior is related
to health” (Item 16) (60.56%). However, most women (54.3%)
reported that “understanding the advice on health given
by family members” (Item 14) was the easiest of all tasks.
Nevertheless, rarely all respondents found all items very/rather
difficult or very/rather easy (see Table 2 on the single items
and distribution).

Health Literacy of Women in Afghanistan
Compared to Other Countries
Figure 2 illustrates our data compared to the findings of two
other studies. The first comparison refers to the six countries in
the Asian survey using the HLS-EU-Q. The second is with three
selected results from the original HLS-EU survey: the study’s
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FIGURE 1 | Level of health literacy of women in Afghanistan.

TABLE 2 | Overview of the European Health Literacy Survey Questionnaire 16 (HLS-EU-Q16) items and the distribution of the answers given by women in Afghanistan.

Items of the European Health Literacy Survey Questionnaire

16 (HLS-EU-Q16)

“On a scale from one to four how easy do you find it to …?”

Mean (1–4) SD % (rather) easy Confidence interval

I1 Find information on treatments that concern you 2.33 1.16 47.35% (41.86–52.84)

I2 Find out where to get professional help when ill 2.30 1.17 45.96% (40.49–51.44)

I3 Understand what your doctor says 2.35 1.17 48.76% (43.27–54.25)

I4 Understand instruction taking medication 2.48 1.2 55.59% (50.13–61.05)

I5 Judge when to get second opinion 2.11 1.17 35.40% (30.15–40.65)

I6 Use information doctor gives to make decisions 2.35 1.18 49.07% (43.58–54.56)

I8 Find information on how to manage Mental health problems 2.18 1.13 40.68% (35.29–46.08)

I9 Understand health warnings lifestyle 2.52 1.25 56.70% (51.25–62.15)

I10 Understand why you need screening 2.34 1.15 49.69% (44.20–55.18)

I11 Judge reliability of health information in media 2.44 1.19 54.35% (48.88–59.82)

I12 Decide how to protect from illness based on media 2.44 1.2 53.42% (47.94–58.89)

I13 Find out about activities good for mental well-being 2.23 1.14 40.68% (35.29–46.08)

I14 Understand advice on health from family members or friends 2.41 1.17 54.35% (48.88–59.82)

I15 Understand information in media on how to get healthier 2.46 1.2 54.66% (49.19–60.12)

I16 Judge which everyday behavior is related to health 2.14 1.19 39.44% (34.07–44.81)

average, the country with the lowest HL level, Bulgaria, and
the country with the highest HL level, the Netherlands (7, 20).
The average HL score in our study is lower than in any other
study. However, any comparison should be made with caution,
as the results of the Asian and European studies include on
the one hand both male and female and on the other hand
only literates.

Determinants of Women’s Level of Health
Literacy
When analyzing the association of HL with various factors, we
found a very heterogeneous picture. Based on raw correlations,
HL was associated with age and education. The highest bivariate
correlation existed between health literacy and education
(r = 0.779, p < 0.001), followed by age (r = −0.462, p < 0.001),
marital status (r = −0.385, p < 0.001), not working at home
(r = 0.378, p < 0.001). Women with some education were 73.5
times more likely to have sufficient HL (Odds Ratio (OR) = 73.5
[95% Confidence Interval (CI): 22.33, 241.97)] than illiterates.
However, in order to be able to explain the correlation of health

literacy with age and education qualitatively, a more detailed
examination of the sample in the different age groups and their
educational levels is necessary at first. Women in Afghanistan
are particularly affected by the historical changes in the country
and their impact on the education sector. While under Taliban
rule women were denied access to schooling, after 2001 massive
investments were made in expanding the education system and
girls’education. The unequal distribution in access to education
is reflected in our sample. Figure 3A shows the distribution of
educational attainment per age group. While the share of women
with formal and higher education is highest among those under
20 years of age (83.3%), the share of women between 20 and
29 years of age with formal education is still 52.8%, decreasing
significantly in the higher age groups. Given this knowledge, we
can analyze the distribution of health literacy in the age groups
in a more differentiated way (Figure 3B). Again, a noticeable
increase in the proportion of women with inadequate health
literacy is evident in the age groups of 30. Remarkably, despite
the high proportion of young women with formal and higher
schooling, not all have equally adequate health literacy. The
comparison of the distribution of schooling and health literacy
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FIGURE 2 | Health literacy of women in Afghanistan compared to other countries.

FIGURE 3 | Comparison of the distribution of education in age groups vs. health literacy in age groups. (A) Education in age groups. (B) Health literacy in age groups.

in the age groups invites us to take a more differentiated look
at the sample and to explore possible explanations for the large
differences not only in the individuals themselves but also in
historical changes.

We performed a multivariate linear regression analysis, using
education, age, and socioeconomical status (SES) (with marital
status, and profession (not working at home) as proxies) as
predictors of health literacy. These variables explained up to
60.5% of the variance (adjusted R2) [χ2 (4)= 124.97, p= 0.001],

as presented in Table 3. Education proved to be the strongest
predictor in this regression model and when controlled for
education, all other factors were no longer significant.

We examined the assumption that people who had easier
access to infrastructure (transportation and technology) were
more likely to be exposed to health-related information and
therefore more likely to have higher HL. This assumption is
partially supported by our data, when controlled for education
and age, only small correlations existed between the level of
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TABLE 3 | Determinants of Women’s Health Literacy—multivariate linear regression model.

Coefficientsa

Unstandardized coefficients Standardized coefficients

Model B Std. Error Beta t Sig.

1 (Constant) 56.678 2.459 23.048 <0.001

Age −0.712 0.076 −0.462 −9.314 <0.001

2 (Constant) 28.316 2.383 11.883 <0.001

Age −0.108 0.064 −0.070 −1.678 0.094

Illiterates vs. Educated 24.914 1.416 0.735 17.593 <0.001

3 (Constant) 28.025 2.377 11.788 <0.001

Age −0.100 0.064 −0.065 −1.562 0.119

Illiterates vs. Educated 23.981 1.490 0.708 16.094 <0.001

Occupation: work at home vs. work outside 3.992 2.061 0.075 1.937 0.054

4 (Constant) 28.341 2.722 10.411 <0.001

Age −0.096 0.066 −0.063 −1.454 0.147

Illiterates vs. Educated 23.920 1.514 0.706 15.795 <0.001

Occupation: work at home vs. work outside 3.796 2.220 0.071 1.710 0.088

Marital Status −0.465 1.946 −0.010 −0.239 0.811

aDependent Variable: Health Literacy (measured with the adapted HLS–EU-Q16 on a 4-point-Likert scale).

HL and access to electricity (r = 0.152), Internet (r = 0.120,
p = 0.033), and TV (r = 0.231, p < 0.001). Certain
social/household characteristics were associated with the HL
level, for example, a small positive correlation existed between
the number of literate people in the household and HL level
(r = 0.147, p = 0.009). This finding suggests the extraordinary
importance of education not only for the individual but also at
the family or household level. Furthermore, HL was positively
associated with occupation, as women who worked at home
were more likely to have lower HL level than women who
worked elsewhere (e.g., teacher, NGO employees, and others)
[χ2 (6)= 68.399, p < 0.001, 8 = 0.461].

Health Literacy and Help-Seeking Behavior
and Health-Related Behavior
We explored the relationship between HL and other factors that
could be influenced by HL (e.g., help-seeking and health-related
behavior) (see Table 4).

Regarding help-seeking behavior, we asked the participants
what they would do in certain cases. In case of sickness, three
out of four (74.2%) women would seek advice from a doctor
or a health center. Traditional treatment was also important
(21.7%). Additionally, 3.4% of women would consult mullahs
(religious persons who take care of mosques and teach Islamic
subjects) on health matters, and 0.6% of women local experts
(such as elderly, wise, village leaders). The woman’s choice for
these experts was not associated with the HL level. In case a
pregnant woman is unconscious, almost 9 out of 10 (87.6%)
women recommended taking the woman to the doctor or health
center; 7.8% would recommend the mullah and 4.7% the local
nurse. The recommended person is associated with the level of
health literacy [χ2 (4) = 18.506, p = 0.001]. So, women with

sufficient HL go to the doctor more often than expected and
women with inadequate HL go to the mullah.

Concerning reproductive health, information on the
prevention of unplanned pregnancy (34.75%) was not common
among women, but a positive association existed with having
information and a higher HL level [OR = 3.61 (95% CI: 1.84,
7.08)]. Only 29.1% of women reported using contraceptives,
while women with sufficient health literacy were 2.81 times more
likely (95% Cl: 1.44, 5.49) to use contraceptives than women with
problematic and inadequate HL. The use of contraceptives was to
a great extent perceived as a sin, with nearly one in two women
(45.03%) agreeing with the statement. We found a moderate
correlation between evaluating contraceptives as a sin and a
lower HL level (rpb = −0.366, p < 0.001). As a result, women
with higher education were 0.24 times more likely to consider
the use of contraceptives as a sin (OR= 0.24 (95% CI:0.18, 0.44)]
than illiterate women. Concerning the period of pregnancy and
birth, only 19% of women reported to be aware of the complexity
of the pregnancy period. The HL level has a moderate positive
association with an awareness of the complexity (rpb = 0.303,
p < 0.01). Controlled for education, none of these four items
are significant anymore. Table 4 below shows the distribution
of family health-related questions overall and in relation to
health literacy.

The level of health literacy was associated with the help-
seeking behavior during pregnancy. Women with a higher HL
level were more likely to seek help from the doctor (r = 0.311,
p< 0.001), to visit the doctor more often (rpb= 0.351, p< 0.001)
and to give birth in a health center (r = 0.375, p < 0.001) than
women with low HL level. The HL level was also significantly
associated with breastfeeding behavior. Women with a higher
HL level rated breastfeeding as more important (r = 0.186,
p = 0.001), started breastfeeding earlier after the baby’s birth

Frontiers in Public Health | www.frontiersin.org 7 March 2021 | Volume 9 | Article 629334

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Harsch et al. Women’s HL in Afghanistan

TABLE 4 | Relationship of health literacy level and health practices.

Total Inadequate HL

(N = 166; 51.6%)

Problematic HL

(N = 83; 25.8%)

Sufficient HL

(N = 73; 22.7%)

Significance(a)

HELP SEEKING BEHAVIOR

Where to go in case of sickness

(%) (N = 322)

_doctor/health center (D)

_traditional treatment (T)

_mullah (M)

_local expert (LE)

D: 74.2

T: 21.7

M: 3.4

LE: 0.6

D: 69.3

T: 24.1

M: 6.0

LE: 0.6

D: 81.9

T: 16.9

M: 1.2

LE: 0.0

D: 76.7

T: 21.9

M: 0.0

LE: 1.4

ns

Where to take an unconscious

woman when she is pregnant (%)

(N = 322)

_doctor/health center (D)

_local nurse (LN)

_mullah (M)

D: 87.6

LN: 4.7

M: 7.8

D: 81.3

LN: 4.8

M: 13.9

D: 94.0

LN: 3.6

M: 2.4

D: 94.5

LN: 5.5

M: 0.0

χ
2 (4) =18.506,

p < 0.001

REPRODUCTIVE HEALTH—PREVENTION

Having info on how to prevent

unplanned pregnancy (“Yes”) (%)

(N = 268)

34.7 (CI:
28.97–40.44)

28.3 33.3 60.5 rpb =0.128,

p = 0.037

Using contraceptives (“Yes”) (%)

(N = 268)

29.1 (CI:
23.63–34.58)

25.2 25.8 48.8 ns

Use of contraceptives perceived

as a sin (“Yes”) (%) (N = 322)

45.03 (CI:
39.57–50.49)

62.7 31.3 20.5 rpb = −0.366,

p < 0.001

Being aware of complexity of

pregnancy (“Yes”) (%) (N = 268)

19 (CI: 15–24) 10.1 24.2 46.5 rpb = 0.303,

p < 0.001

PREGNANCY PERIOD

Number of pregnancies (Nr.)

(N = 322)

3.45 (R: 0–16) 4.92 (R: 0–16) 2.47 (R: 0–11) 1.21 (R: 0–6) r = −0.474,

p < 0.001

Doctor visits during pregnancy

(“Yes”) (%) (N = 268)

51.5 (CI: 45–58) 37.7 63.6 83.7 rpb = 0.296,

p < 0.001

Number of Doctor visits (Nr.)

(N = 246)

2.91 (R: 0–15) 1.99 (R: 0–9) 4.00 (R: 0–15) 4.82 (R: 0–9) r = 0.380,

p < 0.001

Child born in health center (‘Yes’)

(%) (N = 246)

51.2 (CI: 45–58) 38.3 60.3 87.2 rpb = 0.375,

p < 0.001

Number of children born in health

center (Nr.) (N = 246)

1.2 (R: 0–8) 1.06 (R: 0–8) 1.36 (R: 0–5) 1.49 (R: 0–5) r = 0.210,

p < 0.001

FEEDING THE CHILD

Importance of breastfeeding

(very/important) (%) (N = 322) 91.4 92.8 98.8 98.6 r = 0.184,

p < 0.001

First breastfeeding after birth in

hours (N = 267) 17.36 (R: 0–73) 22.52 (R: 0–73) 11.3 (R: 0–73) 7.86 (R: 0–73) r = −0.358,

p < 0.001

Breastfeeding is the first nutrition

given to a newborn (%) (N = 268) 70.5 63.5 74.2 90.7 r =0.167,

p < 0.001

NUTRITION

Vegetable consumption (%)

(N = 322)

_daily (D)

_weekly (W)

_monthly (M)

_seasonally (S)

_not consuming (N)

D: 18.3

W: 9.0

M: 8.4

S: 50.0

N: 14.3

D: 12.0

W: 5.4

M: 7.2

S: 55.4

N: 19.9

D: 22.9

W: 12.0

M: 4.8

S: 53.0

N: 7.2

D: 27.4

W: 13.7

M: 15.1

S: 34.2

N: 9.6

χ
2 (8) = 30.617,

p < 0.001

Fruit consumption (%) (N = 322)

_daily (D)

_weekly (W)

_seasonally (S)

_not consuming (N)

D: 14.1

W: 10.1

S: 63.6

N: 12.1

D: 7.0

W: 6.3

S: 69.6

N: 17.1

D: 15.8

W: 9.2

S: 69.7

N: 5.3

D: 30.2

W: 20.6

S: 41.3

N: 7.9

χ
2 (6) = 39.90,

p < 0.001

CI, Confidence Interval; M, Mean; N, absolute Numbers of respondents; Nr, Number stated by the respondents; ns, not significant; R, range; r, correlation coefficient; rpb, point–biserial
correlation coefficient.
(a)Statistical significance was calculated in three ways. For variables with multiple responses, the chi–square was calculated. For variables with “Yes" vs. no or numerical responses, the
variable was correlated with the interval–scaled sum score of HL.
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(on average after 7.86 h (sufficient HL) compared to 22.52 h
(inadequate HL)) and were more likely to breastfeed the child
rather giving the child oil or other food [OR = 4.88, (95% CI:
1.68, 14.15)] than women with a lower HL level.

Eating behavior was also associated with health literacy:
women with “sufficient HL” were more likely to drink warm tea
(compared to hot or cold tea) and to eat vegetables and fruits on
a daily basis. In contrast, women with lower HL were more likely
never to eat vegetables or fruit. Controlled for age and education,
the association with fruit consumption remained significant, but
not with tea or vegetable consumption.

DISCUSSION

Every research project in Afghanistan faces various difficulties,
which are even more challenging in remote areas outside the
large cities (e.g., safety, security, corruption, access to regions,
illiteracy, unfamiliarity with research, capacity of research
assistants, travel restrictions). In light of these challenges, we
endeavored to achieve the highest standard of research in the
given context while collecting data relevant to research and
practice concurrently. Nonetheless, our study is limited in terms
of method, context and data collection process, as well as policy
relevance. The first limitations are related to the method and
instrument used. Consistent with a standardized health literacy
assessment, we used theHLS-EU-Q16 questionnaire and assessed
the level of health literacy among women at the hospital in
Central Afghanistan. However, this questionnaire only captures
one side of health literacy the individual’s perspective on his/her
own skills and abilities and does not assess the demands and
complexity of the health system and situation. Therefore, we can
only conclude that women’s health literacy level is low, but we
cannot specify why. Possible explanations for the low level of
HL are lack of education, lack of sufficient health centers in this
region, high demands of the hospital, lack of health knowledge
and health awareness campaigns etc. but this is not empirically
proven in longitudinal studies or studies that assess both sides
of health literacy (6). Hence further studies are necessary that
explore these aspects in detail, describe their relationship and
the development over time. Nevertheless, combining a globally
questionnaire with locally relevant questions helps to discuss
the adequacy of this common health literacy assessment for
populations in distinct regions. Although we identified a need to
improve health literacy, our data clearly show that health literacy
is associated with education and better health practices.

Secondly, limitations are linked to the context, data collection
process and sample. As we conducted the interviews orally by
hospital representatives in the Shuhada Hospital, we could not
completely eliminate reporting bias and social acceptability bias.
Therefore, it is likely that women reported more positively, and
the actual level of women’s health literacy is worse. Due to the fact
that we could not carry out a rigorous random sampling across
Afghanistan or the province, our sample and the findings are
not representative of all of Afghanistan. However, by randomly
selecting women in one hospital in Central Afghanistan over
an extended period of time, we sought to collect data from

women whose characteristics are representative of this area.
Comparing our sample characteristics with those of other study
populations in the study area and in Afghanistan, we found
them to be very similar (42, 43). Thus, our sample is a good
representative of women in this remote area and that our data is
the best available and generalizable for Ghazni province or even
the Hazarajat.

Thirdly, limitations exit with respect to policy relevance.
We originally intended to collect representative data on health
literacy in Afghanistan to inform the Afghan government about
the level of health literacy among the Afghan population, identify
vulnerable groups, and support policy making. However, this
was not feasible, primarily for security reasons. So, we refrained
from conducting a general assessment of health literacy across the
country and focused on examining health literacy and associated
determinants, as well as health practices in more detail in
one region. As the population in the remote region in central
Afghanistan is very vulnerable, our data will help on the one hand
the government formulate tailored policy recommendations for
this highly at-risk group and on the other hand assist health
professionals in this area to address the specific needs identified.
Furthermore, this targeted approach is consistent with our
research ethic that research should not be conducted merely for
the sake of research, but that it should also directly contribute to
making a difference in the lives of the study participants.

In light of these challenges, the consequential decisions and
resulting limitations, our study was the most feasible and offers
unique insights into health literacy, health practices, quality of
life, and religious beliefs of women in Central Afghanistan. To
provide a detailed analysis of health literacy and related factors,
we choose to focus on health literacy in this article and discuss
quality of life and spiritual and religious beliefs in other articles
(35, 44).

Our study shows that the HL level and literacy rates of
women in Afghanistan are low and among the lowest rates
compared to other countries worldwide. To the best of our
knowledge, only one other study has examined the health
literacy of Afghans. Wångdahl et al. interviewed refugees shortly
after their arrival in Sweden, including 33 participants from
Afghanistan. Of these (male!) Afghans, 29.9% had inadequate,
40.7% problematic and 29.6% sufficient health literacy as
measured by the HLS-EU-16 questionnaire (45). However, our
female sample differs substantially from the participants in the
Swedish study, thus limiting comparison. Generally, our female
sample in Afghanistan has lower levels of HL than other countries
which is in line with the empirical evidence that lower education
levels are associated with lower HL. This was also observed
among the male heads of household in Central Afghanistan (35).
Nevertheless, it remains surprising that although the mean level
of health literacy is low, it is comparably higher than expected.
The comparison between European and Asian countries reveals
that the included Asian countries have, on average, slightly lower
levels of health literacy than European countries measured with
the HLS-EU-Q16 developed in and for Europe. Additionally, the
studies show that also European countries e.g., Bulgaria, report
lower HL than other Asian countries, so a mere comparison
of continents is not sufficient, but it points out that a more
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profound analysis is helpful. A comparison between the Asian
countries and Afghanistan also shows that the countries included
in the Asia HL survey are neither war-torn, nor among the
least developed countries, nor do they have a large number of
illiterate people like Afghanistan. This illustrates that the study
populations and the contexts in each country differ already
significantly from the other countries, making a true comparison
nearly impossible. Given the lack of research on health literacy in
least developed countries, we could only compare our findings
with the data available in the European and Asian surveys
and now empirically confirm the assumption that women in
Afghanistan have very low levels of health literacy. Yet, to
understand this low number properly, we need to include
more contextual factors and interpret this quantitative data
qualitatively. A first explanation for the low level of health literacy
is that educational attainment, an important determinant of
health literacy, is generally low among women in Afghanistan.
In addition, because health centers are sparse, access to health
information is low and skills to engage with health (system)
related information are rarely systematically developed. Further
studies are needed.

In general, our findings are consistent with the extensive
scientific evidence, indicating that determinants of health,
particularly educational attainment, are major factors explaining
the level of HL (7). Contrary to other studies (4, 20), our study
revealed only a minor correlation between HL and age. The
relationship between education, age and health literacy may be
part of a cohort effect, as younger women had more access
to the Afghan education system than older women (29, 46).
Moreover, social status is significantly correlated with HL, which
is evident from the correlation between structural resources
and self-reported health literacy. This confirms the relationship
between social inequalities and health inequalities (47, 48).

Additionally, this study provides unique insights into
everyday health topics such as reproductive health, help-seeking
behavior and dietary pattern of women in Ghazni Province.
These findings may help explain the high rates of under-five
mortality (91.1/1,000), maternal mortality (396/100,000), and
stunted children (40.9%) (49). The study could also identify
various relationships between health-related behavior and self-
reported health literacy, by considering structural factors.

While illiterate people are usually excluded in research studies
due to existing barriers, we have succeeded in including illiterates
by means of face-to-face interviews. In accordance with the
traditional understandings of functional HL and its measures
such as TOHFLA or REALM, illiterates should have virtually no
health literacy (50). Though a substantial number of illiterates
in our study reported problematic HL, a considerable number of
them also reported sufficient HL. This is plausible as theHLS-EU-
Q measures comprehensive HL that goes beyond functional HL
and focuses on tasks and interaction between people and social
services (6, 51). Furthermore, the health systems in low-income
countries may be absent or less accessible, located far from
many people, often very simple and thus easier to navigate than
in high-income countries whose health system might provide
more services, easier accessible and better specialized. In our
study, strong associations exist between the availability of a

nearby health center and the likelihood of seeking medical
care from a health professional. For example, having a hospital
makes people more likely to seek care there and less likely
to seek help from a mullah or to use traditional treatment.
Some people, despite having almost no formal education, have
sufficient competencies to behave healthy in everyday life. In this
sense, the study supports the argument for universal precaution,
which takes into account that all people should be treated as
at risk for low HL unless they show sufficient HL (21). The
response pattern to survey items such as “understanding easily
what your friends say” reveals the personal (verbal) interaction
with a relevant person, which can strongly influence health
literacy and which, especially in developing countries, formal
education is unlikely to have the same importance for everyday
life practice as in industrialized countries. Therefore, health
literacy should be better understood as a social practice and a
shared skill (52).

Many health policy approaches assume that improving
access to technical infrastructure in remote areas leads to an
improvement in health literacy. This assumption could not
be confirmed in our data because, first, access to information
and communication technology in rural and remote areas
of Afghanistan is low generally (42) and, second, we found
no link between access to it and a woman’s self-reported
HL (if controlled for education and age). Hence, based on
the results of this study, this assumption is not complex
or differentiated enough. According to studies from highly
industrialized countries, Internet access does not automatically
determine the level of HL (or e-health literacy), as it depends on
the individual’s media use and on tools for adequately assessing
(e) health literacy.

Lastly, this research also provides new insights into the
development of General Generalized Resistance Resources
(GRR) to cope with adversity and to combat chaos (entropy)
(53). Health literacy, a macrosocial GRR, can be structured
according to contexts other than traditional learning and
curative environments. As noted earlier, a considerable number
of illiterates displayed sufficient HL. Despite adversities, these
women were able to build their sense of coherence (54)
(referred to as a critical asset to fight chaos) based on daily
experiences in which they could comprehend, manage, and invest
in their progress toward the ease-pole of the dysfunctionality-
functionality continuum (53). Not surprisingly, the network
and verbal interaction increase these women’s GRR. This will
determine either a decline or a relative increase in health
experiences toward the maximum ease in an environment
such as Ghazni, will be a learning lesson in overcoming
adversity (55).

A salutogenic perspective will shed new light on the interplay
between life orientation and the development process of health
literacy, particularly in countries of the Global South.

CONCLUSION

The study aimed to increase evidence for HL in Asia and
crisis-affected countries, by providing novel data on health
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literacy in Afghanistan. Compared to other Asian countries, the
self-reported HL level of women in the Ghazni Province in
Afghanistan is low. This could be explained by the high illiteracy
rate, a consequence of political events in Afghanistan. Although
(formal) level of education is the strongest predictor of a person’s
individual HL level, this study clearly reveals that illiterate people
can be health literate and behave healthily.

This cross-sectional study illuminates contextual factors,
various health-related behaviors, and health literacy and their
interrelationship. The forthcoming studies and interventions
contribute to enhancing our understanding of the complex
relationship between literacy, HL, health behavior, quality of
life etc. However, cross-sectional studies such as this cannot
inform us about the process of acquiring and shaping health
literacy or health behavior. In our view, more research—
including ethnographic research—is needed both to thoroughly
investigate the relationship between contextual factors, health
literacy, help-seeking behavior, and health-related practices
in everyday life and to explore the development of health
literacy and behavior in daily lives. Hereby, a salutogenic
understanding of people’s competencies and resources of action
is promising. Based on this deeper understanding, further
interventions to improve health literacy in schools and in
daily practice should be developed. The recommendation to
implement more interventions to further improve women’s
HL is in line with the Afghan Government’s strategy: “gender
mainstreamed in all health promotion interventions and
effective health literacy messaging to women and girls”
(33). Finally, access to infrastructure and electronic devices
is not automatically linked to higher levels of HL, hence
improving new technologies in Afghanistan cannot be the
stand-alone strategy for improving health literacy. A more
comprehensive strategy is needed encompassing health literacy
as a shared social practice and as a complex and urgent public
health challenge for the people of Afghanistan that should
be addressed.
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1  | INTRODUC TION

Health is among the most valuable assets a person can have in life. 
As such, its protection and promotion is a priority for national and 

international health organisations, regardless of a country's stability 
and prosperity. Numerous studies indicate that health status is re-
lated to the prerequisites and determinants of health in general and 
to the individual's health-related knowledge, behaviour and beliefs.1-3 
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Abstract
Issue addressed: While multiple studies worldwide reveal the strong impact of vari-
ous determinants on health literacy, empirical data on the link between health literacy 
and other important dimensions of health equity (such as quality of life, beliefs and 
health literacy in crisis-affected religious countries such as Afghanistan) is scarce. To 
inform and develop promising health promotion for people in need, we analysed the 
relationship between health literacy, quality of life and spiritual and religious beliefs.
Methods: In this first study on health literacy in Afghanistan, we interviewed 522 men 
and 324 women in the Ghazni province. Besides the HLS-EU-16, we used Quality of 
Life (WHO-QoL-BREF) and the WHO-SRPB-BREF questionnaires in Dari and Pashto. 
We performed descriptive, uni- and multivariate analyses.
Results: The levels of HL, QoL and SRPB_coping are comparatively low among 
Afghan men from the Ghazni province, but higher among women on all scales. HL and 
QoL are positively associated with education and negatively with age (in the female 
subsample). HL and QoL show a moderate correlation among women but not among 
men. We found mixed results for the relationship between SRPB and HL or QoL.
Conclusions: The study highlights that health literacy is not a singular factor but re-
lated to wellbeing.
So What? Health education might be promising while combining health literacy 
to the idea of quality of life of everyone, even those living in poor and illiterate 
environments.
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Therefore, to promote health, multiple strategies can be employed that 
improve the individual's life condition generally or his/her assets per-
sonally.4 Of late, research on health promotion has focused strongly 
on health literacy (HL). Although no consensual definition of HL ex-
ists,5 researchers refer to HL as an individual's ability to find, under-
stand, appraise and apply health information to make health-related 
decisions.6 Furthermore, recent studies define HL as a situated, con-
text-bound practice, a competency shared among people (eg within 
a family)6-8 and can be enhanced through health education.9 Despite 
rapidly growing empirical evidence of the importance of socio-eco-
nomic status (eg education, age and income) for HL,10 knowledge of 
HL is limited for populations that face multiple disadvantages such as 
poor prerequisites for health (eg war, insecurity, instability and corrup-
tion), poor determinants of health (low level of education, low rates of 
employment and income) or lack of health facilities. Additionally, stud-
ies reveal that multiple-disadvantaged populations report poor qual-
ity of life and a prevalence of religious beliefs that influence health. 
Therefore, to promote health and reduce health inequity, interven-
tions aimed at either health literacy, quality of life or religious beliefs 
are plausible. It becomes apparent that a detailed understanding of 
the target group and aspects as the aforementioned are relevant to 
be considered. However, empirical evidence on multi-disadvantaged 
populations and their health literacy, quality of life and beliefs is scarce 
and it remains uncertain whether religious beliefs, HL and QoL are re-
lated, and if so, what their relationship may be, and whether socio-eco-
nomic factors may affect them.

Afghanistan has one of these unique populations, suffering 
under more than four decades of war, with poverty, unemployment 
and illiteracy rates of 54.5%, 23.9% and 57% respectively11 and 
consequently a low quality of life (QoL).12 Additionally, anecdotal 
Afghan health workers accounts report insufficient health knowl-
edge and harmful health behaviours, especially in remote areas, such 
as feeding a newborn with oil during the first 48 hours instead of 
breastfeeding. Against this backdrop, high rates of maternal and 
child mortality and preventable diseases are not surprising.

As religion plays an important part in the daily life of Afghans 
(97%)13 and religious elites are very powerful, health education 
sessions must contain Islamic verses.14 Hence, religious teachings 
and culture can shape the perception and explanation of health 
and diseases (eg origin, symptoms, treatments), especially among 
older, poorer and less educated populations.15 Hereby mixed re-
sults exist describing spiritual, religious and personal beliefs (SRPB) 
as potentially harmful or health-promoting (eg protective effect 
on mental health and coping).16 Although HL, QoL and SRPB have 
each a particular focus, all are schemata of thinking, perceiving and 
acting which Pierre Bourdieu called the habitus of a person in his 
“Theory of Practice”.17 Habitus encompasses the individual's way 
of living, preference, and subjective evaluation in a population con-
text, which have a significant impact on health. Since empirical ev-
idence on health-related knowledge, literacy, behaviour and beliefs 
of Afghans is scarce, it is relevant to inquire, due to the situation in 
Afghanistan, if the general level of HL and QoL are poor and SRPB 
high. Furthermore, is there an association with health determinants 

(as seen in people of younger age, better educated and higher eco-
nomic status, who might have higher levels of HL and QoL and lower 
levels of SRPB)? Although this trend may apply, Afghans are well-
known for their high resilience18 and therefore despite their harsh 
context and preconditions, not all people may be susceptible to 
low levels of these factors and may even exhibit and perform well. 
However, for lack of empirical evidence, we cannot assess these 
assumptions and therefore formulate recommendations for HL pro-
moting interventions.

The study's aim was to contribute to the growing number of HL 
studies by focusing on multi-disadvantaged populations in war-af-
fected, highly religious countries, such as Afghanistan, by concom-
itantly assessing HL, QoL and SRPB of people highly at risk of poor 
HL, by identifying the determining socio-demographic factors and 
by investigating the relationship between HL, QoL and SRPB.

Research questions are:

- How are HL, QoL and SRPB distributed among Afghans?
- Does socio-demographic status determine the level of HL, SRPB 

and QoL?
- Are HL, SRPB and QoL associated?

2  | METHODS

2.1 | Population

Three considerations were decisive in the selection of our sample: 
(1) Although nearly everyone in Afghanistan is affected by the dire 
prerequisites of health, we opted for an especially disadvantaged 
population, namely the people in Ghazni province in Afghanistan's 
central, remote highlands, mainly Hazara, an underprivileged ethnic 
minority. (2) Since men, in general, exert a strong influence on social 
life and on health-related decisions in Afghanistan, interviewing the 
most influential man in a household provides insights into the overall 
HL of the household. (3) Since pregnancy and child-related health 
issues are among the most commonly treated health concerns in a 
health facility, women's HL is also crucial.

2.2 | Sampling strategy

We calculated the minimum sample size as follows:

N = estimated population size and e = margin error (here 5%). Since no 
valid data exists on the population size in Ghazni, Afghanistan, we es-
timated it and the formula resulted in a minimum sample size of about 
400 persons, 200 men and 200 women, yet we aimed at interviewing 
more. Data collection took place between May and July 2017 with 
the support of Shuhada Hospital. For security and cultural reasons (eg 

n=
N

1+N×e2



     |  3HARSCH et Al.

same-sex interviews, travel restrictions for women), we applied two 
sampling strategies. With regard to men, in a first step, we randomly 
selected the calculated number of Community Development Councils 
(CDCs) per district from a list of all CDCs and then in a second step 
the calculated number of villages within the CDCs. CDCs are regional 
committees responsible for a cluster of villages. We sought to ensure 
that the number of participants from each district in our sample cor-
responded to the district's proportion in Ghazni province. Two trained 
male interviewers travelled to the selected villages, randomly selected 
the first house, and then every fourth or fifth house. From each house, 
the head of the household, usually the family's father or even the el-
dest son was invited to participate in the interview.

In contrast, due to the necessity to conduct same-sex interviews 
and the impossibility for female interviewers to travel to the villages, 
we could not interview randomly selected women there, but we 
could conduct interviews with those women who came to Shuhada 
Hospital. Therefore, two trained female interviewers randomly se-
lected 10 women per day using a coin toss method. All women aged 
18 and above were eligible for inclusion regardless of patients with 
mild symptoms or companions. Then, the selected woman was in-
vited to participate in the study.

The interviewers obtained oral informed consent, conducted the 
interviews orally on a voluntary basis, and recorded the participants’ 
responses. Overall the willingness to participate was high (response 
rate of over 95%) due to the importance of the topic health and the 
popularity of Shuhada Hospital in this region. Most people answered 
all questions and only 38 (4.5%) left the interview early, mainly in re-
sponse to questions about family planning and sexual health.

2.3 | Instruments

Led by the Afghan team members, we constructed a questionnaire 
consisting of 18 socio-demographic questions, 23 questions on 
health behaviour and 15 questions of the HLS-EU, 18 questions of 
the WHO-QoL-BREF and the 8 questions of the SRPB-BREF. To en-
sure the questions’ appropriateness and comprehensibility for the 
population in Afghanistan and to keep the questionnaire feasible in 
length, we had to exclude items of the scales.

The European HL Consortium developed the HLS-EU question-
naire comprised of 47 items19 Röthlin et al reduced it to 16 items20 
and Wangdahl et al21 translated it into Dari. The items include 
self-assessments regarding the perceived difficulty of completing a 
particular task, rated on a four-level Likert scale from 1=”very diffi-
cult” to 4=”very easy”, supplemented by the option “I don't know.”19 
We excluded item 7, which is less relevant in Afghanistan and would 
have confused participants unnecessarily and increased the number 
of “don't know” answers.

The World Health Organization Quality of Life (BREF) question-
naire consists of 26 items in four dimensions on a 5-item Likert scale 
ranging from disagreement = ”1” to strong agreement = “5”.22 We 
excluded eight items (8, 10-14, 18) based on relevancy to the coun-
try. Therefore, our instruments included 5 of 7 physical QoL, 5 of 6 

psychological QoL, all 3 social relationships and 3 of 8 environmental 
QoL.

The Spiritual, Religious and Personal Belief questionnaire BREF con-
sists of 100 items and covers eight domains. Skevington et al reduced it 
by identifying the eight most explanatory items and created the SBRP 
short version. It incorporates eight items answerable on a 5-item Likert 
scale from 1 “not at all” to 5 “completely”. We included all items.23

Native speakers translated the questionnaire into Dari and 
Pashtu, tested it among men and women representative for Ghazni 
area, and made cultural adaptations based on the received feedback.

2.4 | Ethical approval

In the absence of an ethics committee in Afghanistan, we adhered 
to the standards of the Helsinki Declaration24 and shared the study 
protocol with the hospital director and also informed the Afghan 
Ministry of Health. Both approved the study.

2.5 | Data management

We used SPSS version 21 to perform data management and analy-
sis and analysed the two distinct samples separately. To analyse the 
scales, we followed the suggested procedure for HL and excluded 
from our analysis all respondents under the age of 18 and those who 
answered more than 20% of the items in each scale with “I don't 
know”. Hence, we excluded two women based on their young age 
and 36 men due to missing answers. Apart from the numbers 1-4 
for HL scale and 1-5 for QoL and SRPB, we coded all other numbers 
as “missing”. In the QoL scale, we recorded three items – as in the 
original version Item 3, item 4 and the last item (here 18), chang-
ing 5 to 1, 4 to 2, 3 remained 3, 2 to 4, 1 to 5. We computed mean 
scores for each individual over all items answered for HL, QoL and 
SRPB. For presenting the distribution of the variables visually and 
for understanding the information content of the numbers easier, we 
divided the scales into 4 or 5 steps representing the possible answer. 
We recoded all numbers up to 1.5 as 1; 1.51-2.5 as 2; 2.51-3.5 as 3; 
3.51-4.5 as 4 and 4.51 and above as 5 and calculated the numbers 
in each category. Unlike the common procedure for the WHO-QoL 
of calculating four dimensions, transforming each dimension into 
a 0-100 scale and calculating the overall scale by adding it up, we 
chose to compute one overall scale.

The reliability of SRPB over the whole scale was poor in both 
samples, items correlated bidirectionally, 61.49% of all women did 
not answer item 3 and the exploratory factor analysis revealed two 
factors. So, we decided to calculate two distinct scales (SRPB_cop-
ing: No.1 “faith”, No.5 “strength” and No.8 “comfort” and SRBP_be-
lief: 2, 4, 6, 7).25 As Cronbach's Alpha of α = 0.392 among men was 
too small for SRPB-belief, we refrained from any further calculations.

To identify influencing factors, we computed education from a 
three-level ordinal scale into a bivariate variable with 0=”illiterate” 
and 1=”basic and formal education”, a reasonable assumption given 
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the high rates of illiteracy in Afghanistan. Additionally, we computed 
a mean score of amenities consisting of the responses to access to 
five amenities: electricity, phone, TV, internet and car.

2.6 | Data analysis

To describe the distribution and analyse the relationship between 
HL, QoL, SRPB, age and education, we performed descriptive, uni- 
and multivariate analyses and reported the results by percentage 
(%), mean (M) and standard deviation (±), Spearman's correlation co-
efficient r and p-value in Table 1. To check reliability, we calculated 
the internal consistency of the scales using Cronbach's alpha (α). To 
estimate the construct validity, we performed exploratory factor 
analysis.

Cronbach's Alpha of the HLS-EU among men is good α = 0.860 
and for women excellent α = 0.991, QoL is acceptable for men 
α = 0.722 and women α = 0.783; SRPB_belief was poor for men 
α = 0.564, but excellent for women α = 0.940 and SRPB was not 
acceptable for men, but acceptable for women α = 0.724.

3  | RESULTS

3.1 | Sample characteristics

Table 2 displays the socio-demographic characteristics of the sam-
ple. The N = 486 male heads of the household were on average 
47.92 years, the majority were married (96%), 51.6% were illiterate, 
18.5% had basic education and 29.6% higher education. Regarding 
socio-economic status, the majority worked as farmers 65.2% and 
agriculture was the main source of income for 45.9%. Most men had 
no amenities (23.3%) or only one to two amenities (77%). The heads 
of the household in their villages lived far from the nearest health 
facility (on average 15.32 hours by car).

The N = 322 women had a mean age of 30.33, 83.2% were mar-
ried, 3 out of 5 (59.6%) were illiterate, 4.0% had basic and 36.3% 
formal and higher education. Most women worked at home (89.1%), 
2 out of 5 (42.9%) women reported that their main source of income 
was business. 52.5% had 3 or 4 amenities. In general, the women 
interviewed at the hospital travelled 2.8 hours to the nearest health 
facility.

3.2 | HL, QoL and SRPB among male and female in 
central Afghanistan

As shown in Table 3, HL was low, as both samples had a rather low 
mean (below the middle of the scale of 2.5 (male sample: 2.27; female 
sample 2.34), indicating that the tasks were generally rather diffi-
cult. Two out of three male heads of the household (67.3%; N = 372) 
reported that the tasks were “fairly difficult” and 5.1% (N = 25) were 
“very difficult”. Only three of the 486 men (0.6%) stated “very easy”. 
Among the women, no strong trend existed as half (51.6% (N = 166)) 
of the women reported the tasks were “fairly difficult”, whereas the 
other half said either “fairly easy” 29.2 (N = 94) or even almost one 
out of five women (19.3%; N = 62) stated ‘very easy’.

Regarding QoL in both samples, most respondents were undecided 
(M = 3) not leaning to any direction. With an average of 2.89, the aver-
age of men ranked it slightly below “somehow”, which was also seen in 
the 84.2% (N = 409) of men answering “somehow”. The number of men 
stating it was “fairly bad” 12.6% (N = 61) outnumbers those stating 
“fairly good” 3.3% (N = 16). In contrast, the female subsample ranked 
its QoL more positively, on average 3.27 demonstrating a tendency of 
average and even better, 37.3% (N = 120) reported it as “fairly good’.

SRPB_coping was low in the male sample with a mean of 1.96 
representing “a little”. The majority either said “not at all” (25.2%; 
N = 122) or “a little” (14.4%; N = 70). Only 3.5% (N = 17) of men 
stated “very much”. SRPB_coping in the female sample was higher 
(M = 3.296) above “somehow”, however, the answers were distrib-
uted almost evenly over all possible answers with a slight focus on 
“completely”. The women's answers given to SRPB_belief are cu-
mulated around the middle (“a little” (26.1%, N = 84), “somehow” 
(33.5%; N = 108) to “very much” (25.5%; N = 82).

3.3 | Relationship between socio-demographic 
data and HL, QoL and SRPB

Table 4 reveals the relationship between socio-demographic data, 
HL, QoL and SRPB. In the male sample, age does not correlate with 
HL, QoL or SRPB. Yet, education showed a minor positive correla-
tion with HL and QoL, and the household's amenities were positively 
correlated with QoL, indicating that men with some education re-
ported higher HL and higher QoL and that possessing amenities was 
linked to higher QoL.

Questionnaire Items

Male sample (heads of 
household in the villages)

Female sample (at the 
hospital)

Cronbach's Alpha Factors Cronbach's Alpha Factors

HLS-EU-short 15 0.860 (N = 391) 3 0.991 (N = 322) 1

QoL-BREF 18 0.722 (N = 463) 5 0.783 (N = 268) 5

SRPB_coping 3 0.564 (N = 470) 1 0.940 (N = 237) 1

SRPB_beliefs 4 0.392 (N = 424) 1 0.724 (N = 216) 1

Note: Measuring internal consistency using Cronbach's Alpha. Exploratory Factor Analysis was 
used to identify the number of factors in each scale.

TA B L E  1   Psychometric properties of 
the scales
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For women, the correlation between socio-demographic data and 
HL, QoL and SRPB was stronger. Similar to men, education has a strong 
positive correlation with HL and a moderate positive correlation with 
QoL and SRPB_belief, but a minor negative correlation with SRPB_cop-
ing. The same pattern of correlation is found for amenities, but less 
pronounced. Surprisingly, there is a reverse trend with age, showing 
a moderate negative correlation with HL, QoL and SRPB_belief, but a 
minor positive correlation with SRPB_coping. Indicating that younger 
women with higher education and more amenities have higher levels 
of HL, QoL, SRPB_belief and lower levels of SRPB_coping. Controlled 
for education, the relationship between women's age and HL, and QoL 
and SRPB_coping disappeared, and only between age and SRPB_belief 
remained significant (r = −0.194; P = .002). However, controlled for age, 
the relationship between education and HL (r = 0.674; P < .001); QoL 
(r = 0.212; P = .001) and SRPB_coping (r = −0.176; P = .005) remained, 
but the relationship with SRPB_belief disappeared.

3.4 | Relationship between HL, QoL and SRPB

In men, HL and QoL are not associated with each other, but HL and 
SRPB-coping are positively associated, even when controlling for 

education (r = 0.298; P < .001). QoL has a minor negative associa-
tion with SRPB-coping, when controlling for education (r = −0.184; 
P < .001). Showing that men with higher levels of SRPB-coping also 
have higher HL but lower QoL.

However, this pattern is not repeated in women. We found 
strong positive associations between HL and QoL as well as QoL 
and SRPB_belief and a minor negative association between HL and 
SRPB-coping but no association between QoL and SRPB-coping. 
Moreover even when controlled for education, the relationship 
between HL and QoL is moderate (r = 0.342 P < .001) and strong 
between QoL and SRPB_belief (r = 0.539; P < .001). These results 
indicate that women with higher QoL have higher HL and SRPB.

4  | DISCUSSION AND INTERPRETATION

This study provided unique empirical data in under-researched ne-
glected areas on people with multiple disadvantages, their socio-
demographic data and their levels of HL, QoL and SRPB.

Aware of the difficult circumstances surrounding this study, 
our goal was to achieve the best possible and feasible quality. 
Nonetheless, three possible sources of errors lead to limitations: the 

Characteristics
Male sample (heads of household in 
the villages)

Female sample (at the 
hospital)

Number of participants N = 486 N = 322

Age (M, SD) 47.92 years ± 15.56 30.33 years ± 10.8

Marital status 96% 83.2

Education Illiterate: 51.6 (N = 251)
Basic: 18.5 (N = 90)
Formal & higher: 29.6 (N = 145)

Illiterate: 59.6 (N = 192)
Basic: 4.0 (N = 13)
Formal & higher: 36.3 

(N = 117)

Socio-economic status

Occupation Farmer: 65.2 (N = 317)Teacher: 3.3 
(N = 16)

Shopkeeper: 7.2 (N = 35)
Gvt/NGO employ: 1.4 (N = 7)
Work at home: 8.4 (N = 41)
Others: 14.4 (N = 70)

Teacher: 1.2 (N = 4)
Gvt/NGO employ: 3.1 

(N = 10)
Work at home: 89.1 

(N = 287)
Others: 6.5 (N = 21)

Main source of 
income

Farming: 45.9 (N = 223)
Remittances: 10.5 (N = 51)
Business: 41.6 (N = 202)
Gvt/NGO employee: 2.1 (N = 10)

Farming: 25.2 (N = 81)
Remittances: 25.2 

(N = 82)
Business: 42.9 (N = 138)
Gvt/NGO employee: 6.5 

(N = 21)

Amenities (5: 
electricity, phone, 
TV, internet, car)

0 of 5:23.3
1 of 5:34.2
2 of 5:22.8
3 of 5:13.2
4 of 5:4.3
5 of 5:2.3

0 of 5:2.2
1 of 5:7.1
2 of 5:15.5
3 of 5:23.0
4 of 5:29.5
5 of 5:13.7

Distance to next clinic 
(M, SD, R)

15.32 hours (±20.28; R:1-65) 2.8 hours (±4.23, R:1-30)

Note: All other data presented as percentages and absolute numbers.
Abbreviations: Gvt, Government employee; M, mean; NGO, Non-governmental Organisation; R, 
Range; SD (±), Standard deviation.

TA B L E  2   Socio-demographic 
characteristics of the samples
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instruments, data collection process and generalisability. Since we 
excluded single items of the scales based on face validity for reasons 
of appropriateness and to avoid many interviewees from dropping 
out, caution is advised when comparing our findings with other stud-
ies using the same instruments.

Collecting primary data occurs rarely in Afghanistan, so Afghans 
are not accustomed to participating in surveys, especially in central 
Afghanistan. Consequently, answering questions on a scale of 1 to 5 
was not intuitive for many, and participants responded descriptively 
and interviewers needed to select the answer that best matched the re-
spondents’ statements. This could limit reliability, although the internal 

consistency test of the scales proved to be good to high. Furthermore, 
we cannot guarantee that no desirability effects had occurred.

Evaluating our samples’ representativeness is difficult, as data on 
Afghanistan is scarce and often of questionable credibility.26 Compared 
to official data, both samples were on average substantially older than 
the average Afghan male (19.4 years) or Afghan female (19.5 years).11 
Furthermore, our male sample included more illiterates (51.6%) than 
the national average (44.5%) and our female sample included fewer 
illiterates (59.6%) than the average (71.2%).11 However, based on the 
reports of our local Afghan colleagues, the population is representa-
tive of Afghanistan, particularly for central Afghanistan.27

TA B L E  3   Health literacy, quality of life and spiritual, religious and personal beliefs in Afghanistan

Scale

Male sample (heads of household in villages) (N = 486) Female sample (at the hospital) (N = 322)

Mean SD
Classification of participants 
based on mean score Mean SD

Classification of participants 
based on mean score

Health literacy 2.277 ±0.404 Very difficult: 5.1 (N = 25)
Fairly difficult: 67.3 (N = 372)
Fairly easy: 27.0 (N = 131)
Very easy: 0.6 (N = 3)

2.339 ±1.136 Very difficult: 33.9 (N = 109)
Fairly difficult: 17.7 (N = 57)
Fairly easy: 29.2 (N = 94)
Very easy: 19.3 (N = 62)

Quality of life 2.89 ±0.339 Very bad: -
Fairly bad: 12.6 (N = 61)
Somehow: 84.2 (N = 409)
Fairly good: 3.3 (N = 16)
Very good: -

3.268 ±0.655 Very bad: 1.6 (N = 5)
Fairly bad: 12.4 (N = 40)
Somehow: 47.5 (N = 153)
Fairly good: 37.3 (N = 120)
Very good: 1.2 (N = 4)

SRPB_coping 1.969 ±0.745 Not at all: 25.2 (N = 122)
A little: 56.7 (N = 275)
Somehow: 14.4 (N = 70)
Very much: 3.5 (N = 17)
Completely: 0.2 (N = 1)

3.296 ±1.467 Not at all: 15.8 (N = 40)
A little: 19.8 (N = 50)
Somehow: 13.0 (N = 33)
Very much: 21.7 (N = 55)
Completely: 29.6 (N = 75)

SRPB_beliefs — — — 3.006 ±1.056 Not at all: 7.1 (N = 23)
A little: 26.1 (N = 84)
Somehow: 33.5 (N = 108)
Very much: 25.5 (N = 82)
Completely: 7.8 (N = 25)

Note: Mean represents the mean of all answers given by the participants. HL is measured on a scale from 1 (=very low) to 4 (=very high), hence 2.5 is 
the mean of the instrument. QoL, SRPB_coping and SRPB_beliefs are measured on a scale from 1 (=very low) to 5 (=very high), hence 3 is the mean 
of these instruments.
Abbreviation: SD (±), standard deviation.

TA B L E  4   Relationships between socio-demographic data, HL, QoL and SRPB

Dimension (scale)

Male sample (heads of household in the villages) 
(N = 486) Female sample (at the hospital) (N = 322)

HL QoL SRPB_cop SRPB_b HL QoL SRPB_cop SRPB_b

Age Metric (n.s.) (n.s.) (n.s.) — −0.462 −0.265 0.135 −0.310

Education Bivariate 0.133 0.180 (n.s.) — 0.773 0.345 −0.219 0.351

Amenities Metric (n.s.) 0.362 (n.s.) — 0.216 0.384 −0.189 0.202

HL Metric 1 (n.s.) 0.303 — 1 0.485 −0.382 0.338

QoL Metric (n.s.) 1 −0.170 — 0.485 1 (n.s.) 0.665

SRPB_coping Metric 0.303 −0.170 1 — −0.382 (n.s.) 1 0.180

SRPB_beliefa  Metric 0.338 0.665 0.180 1

Note: All correlations shown here are significant on P < .001 level. If the correlations are not significant we added (n.s.).
 aAs the reliability of the SRPB_belief scale was too low among men, we did not used it for further calculations.  
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Being aware of the limitations, the chosen study design deemed 
most feasible to collect unique primary data on HL and QoL as well as 
SRBP in even often overlooked areas worldwide and among multi-dis-
advantaged populations and to allow reflection on their relationship and 
promising interventions. As the first study of this kind in Afghanistan on 
HL, QoL and SRPB, we were unable to validate our findings with other 
findings from Afghanistan. HL is low in Afghanistan in both samples, 
and one of the lowest compared to other Asian28 or other low- and 
middle-income countries.29,30 Concerning determinants of HL, our 
study replicated the importance of education10 for HL, but neither of 
age nor economic status in both samples. Surprisingly, although educa-
tion is associated with HL, it is not the sole predictor of the level of HL 
(see the remarkable number of illiterates who reported high HL). This 
raises the question of whether HL is always dependent on literacy and 
education or whether the “nature” of HL is different in a low-literate 
context, for example, more orally and based on trustworthy persons.

Our study empirically confirms the statements that QoL is low 
in Afghanistan and even lower compared to other countries.31 This 
supports the assumption that poor prerequisites and determinants 
of health reduce quality of life (here the general circumstances of 
life). The level of QoL of women in hospital is higher than of the 
heads of the household in the village, as the female sample is on 
average younger (17.59 years), owns more goods and lives closer to 
the health facility. However, despite the harsh living conditions, a 
substantial portion of men and women report “fairly good” to “high” 
QoL which comes as a surprise and might hint to the widespread 
resilience that Afghans demonstrate.18

As assumed, SRPB plays an important role among male and fe-
male Afghans. However, the moderate but inverse associations with 
socio-demographic data (especially education and age) and HL and 
QoL suggest a differentiated understanding of beliefs. Since we 
opted for the two-scale solution, we could not compare our data 
with any other studies, but invite other researchers to compare 
their findings with ours. SRPB demonstrated mixed results, which is 
puzzling as they are not unidirectional and stronger among women. 
Generally, little data are available on religious beliefs32 but might be 
promising to look at specifically if one considers planning interven-
tions. All this requires further investigation.

Besides the data for each scale and the determining socio- 
demographics, we also analysed the relationship between the three 
scales. Although the meta-study on the relationship between HL and 
QoL by Zheng et al reports a moderate association 0.35 (95%CI: 0.25-
0.44), none of the 23 included studies used the HLS-EU- nor the WHO-
QoL-Scale, nor were they conducted in least-developed, war-torn 
countries.33 Therefore, solely the idea of a positive association can be 
deduced from it, but this is neither consistent with our non-existing re-
lationship among men nor with the strong relationship among women. 
Apart from Christy et al’s study on medically underserved32 little is 
known about the relationship between HL or QoL and religious beliefs.

Lastly, our study provides ample evidence of the relationship be-
tween QoL, HL and SRPB, recommending considering these schemes 
together. Pierre Bourdieu “Theory of Practice” offers a theoreti-
cal ground for the relationship between these factors and for the 

assessing of health topics and the development of health promotion 
interventions. The empirical evidence provided in our study on the re-
lationship between these notions of habitus also calls for a stronger 
focus on coexisting discussions in health promotion, that have identi-
fied promising avenues for health interventions in the given context.

5  | CONCLUSIONS

This research is unique as it provides data on difficult-to-study pop-
ulations, such as in remote and war-torn areas, and those in very 
religious countries and assessed Health Literacy, Quality of Life, 
religious and spiritual beliefs and the socio-demographic data and 
their relation. The associations identified suggest, firstly, consider-
ing HL not isolated but combined with other schemes of the habitus 
(Pierre Bourdieu) a person possesses and develops in a given social 
context with its unique features throughout life. Secondly, our find-
ings raise questions about the strong emphasis on education and lit-
eracy as the determinant of health literacy and demonstrate a high 
share of people having higher health literacy and quality of life even 
without formal schooling. This evidence indicates that in the Afghan 
context, HL and QoL do not depend primarily on formal education, 
but that also other factors matter, for instance, the availability of 
health services, material goods and the health-related skills within 
the family. Thirdly, our findings recommend the creation of compre-
hensive health education sessions that do not focus exclusively on 
HL but simultaneously target QoL and the personal beliefs within 
the context. This study may encourage other researchers to explore 
the relationships between several health-related schemata, health 
decision-making and health behaviour in various countries further, 
and to develop comprehensive health promotion interventions.
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Quality of life in rural areas in central Afghanistan 

Findings on the Heterogeneity of Different Quality-of-Life Dimensions 

 

1. Introduction 

Determining the quality of life in a country like Afghanistan is problematic from the outset for 

several reasons. First of all, even if the same instruments are used for a survey, it is unlikely 

that the quality-of-life data can be easily compared internationally. After four decades of civil 

war, foreign occupation, and military conflicts, the baseline of what Afghans associate with 

quality of life is likely to differ from countries that have lived without war experiences during 

the same period. In this respect, even internationally validated scales and instruments reach 

their limits from the outset. 

Whether an international standard instrument for measuring the quality of life in the almost two 

hundred existing countries makes sense at all and is not itself an expression of (white) 

standardization efforts may well be questioned, given the increased sensitivity to cultural 

differences in recent decades. In constructing instruments designed for international 

comparison, the mapping and careful consideration of cultural differences are in strong tension 

with the desire to rank such data in better or worse living conditions. 

Finally, in a country like Afghanistan, the data that should provide the necessary comparative 

figures for evaluating the country's own empirical findings are incredibly sparse and highly 

contradictory, even among sources normally considered reliable. This applies to the central 

dimensions of quality of life: health, education, and economy. 

There is no census in Afghanistan that can provide information on how many people currently 

live there (an estimated 35 to 40 million). The average life expectancy cannot be clearly 

determined simply because the fluctuation of the population through flight, emigration, and re-

immigration (preferably from Iran or Pakistan) or "repatriation" from the countries of 

emigration is very high. In addition, there is a relevant number of Kucci nomads, estimated at 

one-fifth of the rural population, about whose statistical indicators very little is known (United 

Nations Environment Programme 2009, S. 8).  
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With regard to the dimension of education, which is important for the quality of life, the 

situation remains unclear despite extensive efforts on the part of the state to improve 

monitoring. One of the reasons we do not know how many children actually attend school is 

that the available enrollment numbers are inflated by various parties, for example, to document 

positive developments in the education sector or to obtain state resources even though the 

schools do not exist or have long since closed (so-called ghost schools; see Hamid 2016; and 

Shaheed 2016). Finally, the interpretations of the statistical reference data are very 

heterogeneous - on the one hand, for example, the successes in expanding school quotas, 

especially for girls, are highlighted, while on the other hand, it is pointed out that school quotas 

similar to or even higher than the current ones were already achieved during the Soviet 

occupation (Naumann 2011; Wardak 2019; Naumann 2019). Thus, whether the development 

of the education sector in Afghanistan actually denotes a clear success story, as is often claimed, 

is a matter of controversy based on the differing interpretations and use of different data (see, 

among others, Blumör 2013; Naumann 2012; Bittlingmayer et al. 2019) 

With regard to the economic situation, data on the number of unemployed people, for example, 

sometimes fluctuate by more than 30%. There is consensus that the NATO war effort against 

Afghanistan followed a military logic and not a civil society logic, so that after the large troop 

withdrawal in 2014, the economy was hit hard, and a large number of job opportunities attached 

to foreign troops fell away (Ruttig 2013; The World Bank 2020). 

We nevertheless studied the quality of life in a specific region in Afghanistan despite all these 

difficulties for two reasons. First, the starting point of our study was to examine health literacy 

in Afghanistan, or Ghazny Province, to flank health promotion and primary prevention 

intervention programs (Harsch et al. 2020). So, in a sense, the quality-of-life measurement tool 

was piggybacked on the focus of health literacy research. Second, we could draw on strong 

cooperation with the Shuhada Organization and Gawharshad University, with whom we are in 

close communication and who made this study practically possible. Despite the serious 

problems facing social science research in Afghanistan, we wanted to take the opportunity to 

collect primary data in a rural region of central Afghanistan about which little is known 

sociologically.  

However, it should not be concealed that even though we made all efforts to meet scientific 

standards, the overall status of our findings remains explorative because, at least so far, we have 

not been able to validate our data and findings with other comparative studies from Afghanistan.  

In the following, we outline the findings on the quality of life in rural central Afghanistan based 

on two different surveys conducted in 2017, separated by gender. 

2. Description of the study 

2.1 Sample and data collection 

Based on the field access available to us, we reached two different groups of people utilizing 

standardized surveys. In the context of a rural, regional study, we decided to interview male 

household heads together with our Afghan partners. On the one hand, we know that male heads 

of households play the central role in family decision-making processes, whether in terms of 

health or economic decisions (Qureshi et al. 2016) (although caution should be exercised here 
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with European projections of constructing such processes as solitary male decision-making). 

Second, we interviewed women who visited Shuhada Hospital in Jaghori and were found in the 

waiting areas. Due to prevailing cultural norms such as the need to have same-sex interviewees 

and interviewers or the practical impracticality of having female interviewers travel to the 

villages selected for the survey for security reasons, we followed two data collection methods.  

We identified the household heads to be interviewed through a two-step randomized process. 

First, we randomly drew a number of CDCs from a list of all community development councils 

(CDCs) (assembly of community councils charged with specific tasks in the region). Second, 

we selected an exact number of households within each CDC. We calculated the number of 

CDSs and the number of households as a proportion of the district's percentage size in the total 

population. Two trained male interviewers traveled to each region and interviewed the 

household heads of the selected households. The figure below locates our regional study in 

more detail. It is important to note here that our study region is part of the central Afghan region 

known as Hazarajat and is the settlement area of the Hazara, one of the main ethnic groups in 

Afghanistan's multi-ethnic state alongside Pashtuns, Tajiks, and Uzbeks. 

Figure 1: Distribution of healthcare facilities in Hazarajat (2017) 

 

Due to the aforementioned difficulties for female interviewers to travel to villages to conduct 

interviews with female household members, we chose an alternative field approach here. 

Through close cooperation with the Shuhada organization and Afghanistan Help Committee 

(based in Schaffhausen), interviews with female visitors could be conducted in the only hospital 

in the entire region. At Shuhada Hospital in Jaghori, from May to July 2017, 7 to 10 women 

per day were randomly selected and interviewed by two trained interviewers.  

All interviews, from both, male heads of households and female visitors to the hospital, were 

conducted orally, meaning that questions were read aloud. The reason for this was so that people 

with low literacy would not be excluded from the interview. Participants were first informed 

about the study, whereupon they gave verbal consent and were then interviewed. The 

interviewers read aloud the questions and entered the answers directly into a tablet (CAPI 
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method). A total of 502 men and 324 women were interviewed; after data cleaning, 486 

interviews with male heads of household and 322 interviews with female hospital visitors were 

available for analysis. 

Because there is no relevant ethics committee in Afghanistan for survey research and the 

(medical) ethics committee available in Freiburg is too far away regarding assessment content, 

we could not obtain an official ethics vote. Nevertheless, we followed the ethical principles of 

studies with human subjects as defined by the World Medical Association in the Helsinki 

Declaration (WMA 1964). In addition, we informed the Afghan Ministry of Public Health about 

the study in advance, and no concerns were formulated from their side. 

2.2 Questionnaire 

We developed a questionnaire that took into account the realities and living conditions in central 

Afghanistan to the greatest extent possible. The questionnaire included 20 sociodemographic 

and socioeconomic data questions, 25 questions related to health (status and behavior), and 15 

items for health literacy measurement (HLS-EU-Q16). We used an adapted version of the Brief 

Quality of Life Questionnaire (WHOQOL-BREF) concerning the quality of life. Since not all 

questions of the original instruments were considered suitable, the Afghan colleagues designed 

their own suitable questions specific to this region in Afghanistan, which allowed capturing the 

reality of life (approximately). 

We captured the quality of life with the WHOQOL-BREF, developed with the involvement of 

many international experts in a Delphi process (Skevington et al. 2004). The original long 

version of the WHOQOL contains 100 questions on the dimensions "general quality of life" 

(hereafter abbreviated to QoL), "physical QoL," "psychological QoL," "social QoL," and 

"environmental QoL" (environmental quality of life). The version shortened to 26 questions 

continues to address the five dimensions. The 26 questions are answered on a 5-point Likert 

scale from 1 = very low to 5 = very high. For the present study, we excluded 8 of the 26 

questions due to the lack of fit to the Afghan life area and reduced the number in four of five 

dimensions (the two items on general QoL remained): physical QoL 5 of 7, psychological QoL 

5 of 6, social relations 3 of 3, environmental LG 3 of 8. The reliability of the scale is satisfactory 

even after the exclusion of the 8 variables (for the male subsample, the Cronbach's α-value is 

0.785, and for the female subsample, the Cronbach's α-value is 0.794 - in the description of the 

scale, there is a note that a Cronbach's α-value of more than 0.7 is considered sufficient for the 

use of the scale (Skevington et al. 2004, p. 303). 

2.3 Data management and data analysis 

Due to the two different data collection methods and the intentional selection of specific 

populations, two data sets (male head of household and female hospital visitors) were created 

and consistently analyzed separately because the two samples are not comparable. 

Descriptive and inferential statistical analyses were performed. To analyze the quality of life, 

we followed the WHO manual on the one hand. Therefore, three items were first recoded (items 

3, 4, and 18), then subscales were created. General QoL: items 1 and 2; physical QoL: items 3, 

4, 9, 10, and 11; mental QoL: items 5, 6, 7, 12 18; social QoL: items 13, 14, 15; and 

environmental QoL: items 8, 16, 17. The Mean (MD) of each dimension is calculated and, to 



 5 

allow comparison with other studies, transformed both to a 20-point scale from 4 to 20 

(calculation procedure1: M20= MD*4) and a 100-point scale from 0 to 100 (calculation 

procedure2: M100=( MD*4 - 4)*100/16). 

On the other hand, a mean score was calculated over all given answers per person Mtotal=MEAN 

(I1 to I18). To make the content of the score easier to understand, an ordinal variable was 

created from the linear variable Mtotal (from 1-5) to reflect the 5 response options. 1-1.5 = 1 

corresponds to "very poor"; 1.51-2.5 =2 corresponds to "rather poor"; 2.51-3.5=3 corresponds 

to "average"; 3.51-4.5=4 corresponds to "rather good"; and 4.51-5=5 corresponds to "very 

good". 

To analyze education levels, we transformed the categorical variable education from 'no 

education', 'basic education', and 'formal education' to a two-categorical with 'no education' and 

'education'. Furthermore, we created a 'possession' score in which the statements about five 

goods: access to electricity, telephone, television, t internet, and a car were summarized. 

We calculated correlations between QoL and linear variables to analyze relationships using the 

Pearson correlation coefficient r and p-value.  

 

3. Results 

3.1 Male heads of households in central Afghan villages  

3.1.1 Characteristics of the respondents 

On average, the 486 male heads of household interviewed (after data cleaning) in the villages 

are 47.9 years old, with the youngest being 16 and the oldest 90. Very large proportions of them 

are married (96%). Slightly more than half of the male interviewees claim to be illiterate 

(51.6%), just under one in five has basic education, and about 3 in 10 respondents claim to have 

had formal or higher education. 

Not surprisingly, the occupation of farmers dominates in this rural region. About two-thirds of 

respondents (65.2%) list farming as their occupation, with few working at home (8.4%), being 

shopkeepers (7.2%), or teachers (3.3%). The main source of income is agriculture for 45.9%, 

"business" (an aggregate category ranging from farm shops selling one's own products and stalls 

at local and regional bazaars to retail) for 41.6%, and remittances (money remitted from abroad 

by family members) for 10.5%. For 2.1%, the main source of income is secured through 

employment with the government or in a nongovernmental organization. Male household heads 

report low endowment of the five surveyed goods (see Table 1), which serve as our proxy for 

estimating available household resources. While 23.3% say they have no access to any of the 

goods, 57% report having access to one or two goods. Only 6.5% have access to 4 or all 5 

goods.  
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Table 1: Sociodemographic characteristics of male heads of households (in %) 

 Male heads of households 

(In villages in central Afghanistan) 
Determinants N = 486 

Sociodemographic Status 

Age (SD) 47.92 ±15.56 (Range of 16 to 90) 

Married 96 %  

Education Illiterate: 51.6 (N=251) 

Basic education: 18.5 (N=90) 

Formale & higher education: 29.6 (N=145) 

Socioeconomic Status  

Occupation Farmer: 65.2 (N=317) 

Teacher: 3.3 (N=16) 

Shop owner: 7.2 (N=35) 

Employed by government/NGO: 1.4 (N=7) 

Works at home: 8.4 (N=41) 

Other: 14.4 (N=70) 

Main source of income Agriculture: 45.9 (N=223) 

Remittances: 10.5 (N=51) 

Business: 41.6 (N=202) 

Employment with government/NGO: 2.1 (N=10) 

Access to infrastructural goods (5: 

electricity, telephone, TV, Internet, car) 

0 of 5: 23.3 

1 of 5: 34.2 

2 of 5: 22.8 

3 of 5: 13.2 

4 of 5: 4.3 

5 of 5: 2.3 

Household  

Household size 8.52 (7.29. R: 2-151) 

Number of children under 6 in the 

household 

1.6 (1.38; R: 0-8) 

Number of students in household 2.1 (1.46; R: 0-10) 

Number of literates in household 2.21 (1.81; R: 0-9) 

Access to healthcare 

Distance to the nearest clinic 15.32 hours by car (±20.28; R:1-65) 

Type of nearest health care facility Hospital: 20.6 (N=100) 

Health Center: 77.4 (N=376) 

Other: 2.1 (N=10) 

 

These figures initially suggest that due to the low level of formal schooling, the high rate of 

illiteracy, poor access to clinical health care, and dependence on relatives living and working 

abroad in as many as ten percent of the cases of remittances, the subjectively assessed quality 

of life is low.  

3.1.2 Quality of life of male heads of household in Afghanistan 

The male heads of households interviewed generally rated their quality of life as neither good 

nor bad, as 84.2% said it was average, with a tendency to be 'somewhat bad'. As more men state 

that it is 'rather bad' (12.6%) than 'rather good' (3.3%), the average of the reported QoL (2.89) 

is below the mean of the scale. Therefore, the subjectively assessed quality of life in central 

Afghanistan is not particularly high, in line with expectations. 
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Table 2: (General) Quality of life of male-headed households in central Afghanistan. 

 Male heads of households (in villages in central Afghanistan) 
 Mtotal / MD 

Scale: 1 bis 5 
Content - MTotal M20 

Scale: 4 bis 20 
M100 

Scale: 0 bis 100 

Quality of Life _ Total 
QoL Total 2.89 (±.339) Very bad: - 

Rather bad: 12.6 % (N=61) 
Neither bad nor good: 84.2 
% (N=409) 
Rather good: 3.3 % (N=16) 
Very good: - 

11.57 (±1.36) 47.32 (±8.5) 

Quality of Life_Dimensions 
General QoL 2.58 (±0.56)  10.30 (±2.23) 39.4 (±13.91) 
Physical QoL 3.13 (±0.31)  12.51 (±1.23) 53.2 (±7.73) 
Mental QoL 2.62 (±0.45)  10.49 (±1.80) 40.54 (±11.26) 
Social QoL 3.51 (±0.87)  14.06 (±3.48) 62.85 (±21.72) 
Environmental 
QoL 

2.58 (±0.56)  10.31 (±2.25) 39.45 (±14.04) 

Note: Indication of all results with mean and standard deviation. Interpretation of the values: 1-1.5=1 corresponds 
to "very poor"; 1.51-2.5=2 corresponds to "rather poor"; 2.51-3.5=3 corresponds to "average"; 3.51-4.5 =4 
corresponds to "rather good" and 4.51-5=5 corresponds to "very good". 

However, the self-reported quality of life differs significantly across the dimensions (see figure 

2 and table 3). About the individual dimensions, it can be seen that the male heads of household 

certainly identify areas of life in which they rate their quality of life as high. The social 

dimension plays an important role: the social QoL scale is rated best (62.85), followed by the 

physical QoL dimension (53.2), and both the environmental and general QoL are rated rather 

low. 
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0% 10% 20% 30% 40% 50% 60% 70% 80% 90%100%

quality of life in general (I1)

satisfied with your health (I2)

feeling that (physical) pain prevents from needed
activities (I3)

need of any medication to function daily (I4)

able to get around (I9)

satisfied with sleep (I10)

satisfied with ability do perform daily activities
(I11)

enjoy life (I5)

feel life is meaningful (I6)

able to concentrate (I7)

satisfied with yourself (I12)

frequency of negative feelings (I18)

satisfied with personal relationships (I13)

satisfied with sex life (I14)

Satisfied with friends' support (I15)

how healthy is physical environment (I9)

satisfied with conditions of living place (I16)

Satisfied with access to health services (I17)

Quality of life of men 
(head of households in Afghanistan)

very bad bad average good very good
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Table 3: Responses on QoL questions (structured along the dimensions) - men 

 Questions – Quality of Life of men M SD 

General How would you rate your quality of life? (I1) 2.41 .53 

How satisfied are you with your health? (I2) 2.74 .80 

     

Physical To what extent do you feel that (physical) pain prevents you from doing 
what you need to do? (I3) 

3.48 .57 

How much do you need any medical treatment to function in your daily 
life? (I4) 

3.52 .59 

How well are you able to get around? (9) 2.96 .68 

How satisfied are you with your sleep? (I10) 2.92 .72 

How satisfied are you with your ability to perform your daily living 
activities? (I11) 

2.76 .59 

     

Mental  How much do you enjoy life? (I5) 2.31 1.02 

To what extent do you feel your life is meaningful? (I6) 2.35 .74 

How well are you able to concentrate? (I7) 2.33 .69 

How satisfied are you with yourself? (I12) 2.83 .61 

How often do you have negative feelings such as blue mood, despair, 
anxiety, and depression? (I18) 

2.71 .86 

     

Social  How satisfied are you with your personal relationships? (I13) 3.80 1.09 

How satisfied are you with your sex life? (I14) 3.82 1.08 

How satisfied are you with the support you get from your friends? (I15) 3.00 .77 

     

Environmental How healthy is your physical environment? (I9) 2.56 .95 

How satisfied are you with the conditions of your living place? (I16) 2.98 .73 

How satisfied are you with your access to health services? (I17) 2.20 .89 

Note: Specification of all results with mean and standard deviation. Interpretation of the values: 1-1.5=1 corresponds 
to "very poor"; 1.51-2.5=2 corresponds to "rather poor"; 2.51-3.5=3 corresponds to "neither poor nor good"; 3.51-
4.5 =4 corresponds to "rather good" and 4.51-5=5 corresponds to "very good". 

 

About the variance of the individual variables, it can be stated that the quality of life within the 

dimension of sociality is highest in the area of sexuality (item 14) and satisfaction with personal 

relationships - i.e., social capital in the sense of Putnam (Putnam 2000; see also Hartung 2014). 

The quality of life of health-related variables such as general health (item 1), the ability and 

possibility to concentrate (item 7), or access to health care (item 17) are particularly low, as are 

the ability and possibility to enjoy life (item 5) or the motive of meaningfulness of one's own 

life (item 6), which is closely related to the dimension of Meaningfulness of Aaron 

Antonovsky's sense of coherence (cf. on this Antonovsky 1997; Mittelmark and Bauer 2017). 

In the following, we determine possible determinants of subjective quality of life. 

3.1.3 Determinants of quality of life among male heads of household in Afghanistan. 

Subjectively perceived quality of life correlates, consistent with expectations, among male 

heads of household in rural central Afghanistan with the level of schooling and household-

related resource endowments, as measured by access to key infrastructural goods (car, 

electricity, telephone, TV, internet). Surprisingly, age does not show a significant effect (see 

table 4). Admittedly, the correlations are consistently low. 
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Table 4: Determinants of Quality of life (men) 

Determinants Men 

 r 

Men 

(Controlled for education) r 

Sociodemographic 

Age (n. s.) (n. s.) 

Marital status (married) (n. s.) (n. s.) 

Education (no vs. education) .193** / 

Children under six years (n. s.) (n. s.) 

Socioeconomic status 

Amenities total .362** .352** 

Access to car .253** .254** 

Access to electricity .271** .257** 

Access to phone (n. s.) (n. s.) 

Access to TV .331** .326** 

Access to Internet .299** .301** 

Note: Indication of all results with mean and standard deviation. Interpretation of the values: 1 - 1.5 = 1 corresponds 
to "very poor"; 1.51 - 2.5 = 2 corresponds to "rather poor"; 2.51 - 3.5 = 3 corresponds to "average"; 3.51 - 4.5 = 4 
corresponds to "rather good" and 4.51 – 5 = 5 corresponds to "very good". 

In the following, we will focus on the quality of life of women from central Afghanistan. It will 

become apparent that here, too, the subjectively assessed quality of life is quite heterogeneous. 

 

3.2 Female hospital visitors 

This section presents the results of the second survey, which is composed of women who visited 

Shuhada Hospital.  

3.2.1 Characteristics of the respondents 

The 322 women interviewed at the hospital (remaining after data cleaning) averaged 30.33 

years (from 15 to 61 years). The illiteracy rate of 59.6% is high but lower than the national 

average of women, which is currently 72.0% (CIA 2020). 4.0% report having primary education 

and 36.3% report having formal and secondary education. Most women are married (83.2%) 

and live at home (89.1%). An overall small percentage of 3.1% is employed by the government 

or an NGO or works as a teacher (1.2%). Women respondents report that the main source of 

household income is "business" as a summary category (farm stores to sell home-produced 

agricultural goods, stalls, and retail) (42.9%), with agriculture also important (25.2%). As many 

as a quarter (25.2%) of women report that remittances are the main source of domestic income 

(this is a large discrepancy with male heads of household; we will revisit this point in the 

Discussion section). The women interviewed have better infrastructural access to the five goods 

surveyed (car, electricity, telephone, TV, and internet) - 43.2% have access to 4 or 5 goods. 
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Table 5: sociodemographic characteristics of female visitors at the hospital 

 Female visitors  
(At the hospital in Central Afghanistan) 

Cases N=322 

Sociodemographic data 

Age (SD) 30.33 ±10.8 

Married  83.2 % 

Education Illiterate: 59.6 (N=192) 
Basic Education:  4.0 (N=13) 
Formal and Higher Education: 36.3 (N=117) 

Socioeconomic Status 

Occupation Teacher: 1.2 (N=4) 
Employed by the government/NGO: 3.1 (N=10) 
Works at home: 89.1 (N=287) 
Further: 6.5 (N=21) 

Main source of income Agriculture: 25.2 (N=81) 
Remittances: 25.2 (N=82) 
Business: 42.9 (N=138) 
Employed by the government/NGO: 6.5 (N=21) 

Access to infrastructural goods (5: 
electricity, telephone, TV, Internet, car) 

0 von 5: 2.2 
1 von 5: 7.1 
2 von 5: 15.5 
3 von 5: 23.0 
4 von 5: 29.5 
5 von 5: 13.7 

Household 

Household size 9.56 (5.3) R: 2-68 

Number of children under 6 in the 
household 

1.85 (1.67; R: 0-10) 

Number of students in household 2.69 (1.97; R: 0-9) 

Number of literates in household 3.18 (2.14; R: 0-10) 

Access to healthcare 

Distance to the nearest clinic 2.8 hours per car (± 4.23; R:1-30) 

Type of nearest health care facility Hospital: 38.8 (N=125) 
Health Center: 56.8 (N=183) 
Others: 4.3 (N=14) 

 

3.2.2 Quality of life of female visitors in Afghanistan 

The female hospital visitors rate their quality of life predominantly medium with a tendency 

towards 'good'. 37.3% state that they rate their quality of life as 'rather good' and 1.4% even as 

'very good' (see Table 6). 
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Table 6: Quality of life of female visitors at the hospital in central Afghanistan 

 Female Visitors (in Hospital) (N=322) 

 Mtotal / MD 
Scale: 1 bis 5 

Content - Mtotal M20 
Scale: 4 bis 20 

M100 
Scale: 0 bis 100 

Quality of Life_general    

QoL total 3.268 (±.655) Rather poor: 1.6 % (N=5) 

Poor: 12.4 % (N=40) 

Neither poor nor good: 47.5 

% (N=153) 

Rather good: 37.3 % 

(N=120) 

Very good: 1.2 % (N=4) 

13.07 (±2.62) 56.69 (±16.38) 

Quality of life_dimensions    

General QoL 3.46 (±0.89)  13.86 (±3.57) 61.61 (±22.3) 

Physical QoL 2.80 (±0.76)  11.2 (±3.04) 45.02 (±19.01) 

Mental QoL 3.07 (±0.89)  12.3 (±3.57) 51.85 (±22.33) 

Social QoL 4.22 (±0.81)  16.87 (±3.24) 80.46 (±20.27) 

Environmental QoL 3.64 (±0.90)  14.55 (±3.61) 65.92 (±22.59) 

Note: Specification of all results with mean and standard deviation. Interpretation of the values: 1-1.5=1 corresponds 
to "very poor"; 1.51-2.5=2 corresponds to "rather poor"; 2.51-3.5=3 corresponds to "neither poor nor good"; 3.51-
4.5 =4 corresponds to "rather good" and 4.51-5=5 corresponds to "very good". 

The women interviewed also show a high internal variance in the five dimensions associated 

with quality of life. They report the highest values concerning their social QoL and rate their 

physical QoL significantly lower (see Table 7). It is noticeable that the women surveyed also 

report the greatest life satisfaction in the items sexuality and satisfaction with personal 

relationships. In the case of the question about sexuality, the high failing values (16.8%) should 

be noted, which indicates that the topic is particularly sensitive. In this respect, a bias is to be 

expected here that is difficult to estimate precisely. The lowest values among women regarding 

quality of life are in physical and mental health dimensions. Among others, the interviewees 

show low values for the ability and possibility to concentrate, low spirits and depression, as 

well as physical pain and the use of medication to cope with life (see Figure 3 and Table 7). 
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Figure 3: Quality of Life among women and Table 7: Responses to the individual questions 

(structured along dimensions) – women 

 

  

0% 20% 40% 60% 80% 100%

quality of life in general (I1)

satisfied with your health (I2)

feeling that (physical) pain prevents from
needed activities (I3)

need of any medication to function daily (I4)

able to get around (I9)

satisfied with sleep (I10)

satisfied with ability do perform daily
activities (I11)

enjoy life (I5)

feel life is meaningful (I6)

able to concentrate (I7)

satisfied with yourself (I12)

frequency of negative feelings (I18)

satisfied with personal relationships (I13)

satisfied with sex life (I14)

Satisfied with friends' support (I15)

how healthy is physical environment (I9)

satisfied with conditions of living place (I16)

Satisfied with access to health services (I17)

Quality of lilfe of women 
(visitors in hospital in central Afghansitan)

very bad bad average good very good
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 Questions – Quality of Life of women M SD 

General How would you rate your quality of life? (I1) 3.14 .69 

How satisfied are you with your health? (I2) 3.71 1.13 

  
 

 

Physical To what extent do you feel that (physical) pain prevents you from doing 
what you need to do? (I3) 

2.22 1.19 

How much do you need any medical treatment to function in your daily 
life? (I4) 

2.11 1.23 

How well are you able to get around? (9) 3.03 1.71 

How satisfied are you with your sleep? (I10) 3.34 1.42 

How satisfied are you with your ability to perform your daily living 
activities? (I11) 

3.30 1.14 

  
 

 

Mental  How much do you enjoy life? (I5) 3.53 1.22 

To what extent do you feel your life is meaningful? (I6) 3.46 1.15 

How well are you able to concentrate? (I7) 2.07 1.18 

How satisfied are you with yourself? (I12) 3.66 1.12 

How often do you have negative feelings such as blue mood, despair, 
anxiety, and depression? (I18) 

2.64 1.67 

  
 

 

Social  How satisfied are you with your personal relationships? (I13) 4.45 .98 

How satisfied are you with your sex life? (I14) 4.46 .99 

How satisfied are you with the support you get from your friends? (I15) 3.85 .91 

  
 

 

Environmental  How healthy is your physical environment? (I9) 3.42 .99 

How satisfied are you with the conditions of your living place? (I16) 3.68 1.21 

How satisfied are you with your access to health services? (I17) 3.80 1.33 

Note: Specification of all results with mean and standard deviation. Interpretation of the values: 1-1.5=1 corresponds 
to "very poor"; 1.51-2.5=2 corresponds to "rather poor"; 2.51-3.5=3 corresponds to "neither poor nor good"; 3.51-
4.5 =4 corresponds to "rather good" and 4.51-5=5 corresponds to "very good". 

 

Although Central Afghan women's subjective quality of life is better on average than that of 

male heads of household, it is still low overall (see also section 4). Similarly, women rated the 

social dimension of quality of life particularly high. In the following section, we compile the 

determinants of quality of life. 

3.2.3 Determinants of quality of life among female visitors in Afghanistan 

Among the female hospital visitors interviewed, quality of life correlates negatively with age, 

"not married" family status, and having fewer than average children under age 6 living in the 

same household. This negative correlation remains nonsignificant when controlling for 

educational status. A comparatively high educational status and access to central infrastructural 

resources correlate positively with perceived quality of life, which remains significant even 

after controlling for available schooling. However, the correlations are weak overall.  



 15 

 

Table 7: Determinants of Quality of Life among female visitors at the hospital in Afghanistan 

Quality of life Women 
 
 

r 

Women 
(Contr. for edu) 

r 

Sociodemographic 

Age -.265** (n. s.) 

Marital status (married)  -.166** (n. s.) 

Education (no/basic vs. formal) .367** / 

Children under six years -.115* -.127* 

Socioeconomic status 

Amenities total .384** .374** 

Access to car .165** .148** 

Access to electricity .268** .292** 

Access to phone .177** .184** 

Access to TV .332** .354** 

Access to Internet .228** .171** 

Main source of income (home vs. other) .189** / 

Note: Calculation of relationship between variables with Pearson correlation coefficient: ** for p< .01 and * for 

.01<p<.05; "(n. s.)" for not significant, "/" for not calculated. 

The following section will somewhat classify and discuss the results and identify our study's 

(clear) limitations. 

4 Discussion 

4.1 Quality of life in Afghanistan in international comparison 

Compared to other countries, Afghanistan's subjectively assessed quality of life is very low. 

This is hardly surprising when one recalls the recent past of the Central Asian country. 

Afghanistan is considered a poorly developed failed state (on the problems of the concept of 

development, see Kößler 1998, 2019), in which (military) violence or the constant threat of 

violence are part of the daily routine. This is also the case in our investigative region; in August 

2018, the Taleban made an advance in Ghazny Province, and in November 2018, the Taleban 

surprisingly invaded Sang-e-Masha, the main village of Jaghory District, which is part of 

Ghazny. These events, which cost many lives and demonstrated the Taleban's ability to capture 

and control (at least temporarily) large areas outside the southern Pashtun belt, remain very 

much with the majority Hazara ethnic population today. In addition, statistics from foreign 

NGOs show that a very high number of casualties are the fault of government forces (rather 

than the Afghan offshoot of the Islamic State) (see, for example, United Nations Assistance 

Mission in Afghanistan 2019). It is self-evident that the population's subjectively assessed 

quality of life is low in an extremely insecure overall situation.  

However, compared to other emerging Asian countries, the values are less dramatically low 

than expected in a country that has been torn apart by civil war for decades. Although based on 

the transformation of the quality of life to a 100-point scale mentioned above (see chap. 2), the 

male heads of household drop off more; clearly, the female hospital visitors are closer to the 

QOL-values from Vietnam and Hong Kong in some dimensions, and the dimensions of 
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environment-related quality of life, but especially in the social quality of life dimension, their 

values are even substantially higher (see tab. 9). 

Table 9: Comparison of quality of life in Afghanistan and other countries 

 Male Afghans Female Afghans Vietnam Hongkong 

Quality of Life M100 M100 M100  M100  

General 39.4 (±13.91)  61.61 (±22.3)  k. A.  62.07 (±15.98)  

Physical 53.2 (±7.73)  45.02 (±19.01)  60.1 (±12.9)  70.83 (±12.69)  

Psychological 40.54 (±11.26)  51.85 (±22.33)  61.4 (±12.4)  65.43 (±12.69)  

Social 62.85 (±21.72)  80.46 (±20.27)  50.5 (±14.8)  63.96 (±13.76)  

Environmental 39.45 (±14.04)  65.92 (±22.59)  59.1 (±11.4)  61.98 (±13.76)  
Note: all results with mean and standard deviation, comparative studies: Vietnam (Tran et al. 2020), Hong Kong 
(Wong et al. 2018) 

The same tendency is also evident in the 20-item scale of subjective quality of life, which is 

used more frequently in international comparisons. Although Afghan men score well below 

average on the physical, psychological and environmental dimensions of quality of life, they 

achieve scores similar to Greece, Norway, or the United Kingdom on the social dimension of 

subjective quality of life. 

In our female sample, the situation is even more ambivalent: In the physical and psychical 

dimensions, Afghan women are also below the international average, but in the environmental 

dimension, they show above-average values, and in the social dimension, they are clearly above 

average. None of the 24 countries used for the international comparison achieves the high 

values on the social dimension that Afghan women hospital visitors report. 

Table 10: Subjectively assessed the quality of life of Afghans according to four dimensions in 
international comparison  

M20 (SD) Physical Psychological Social Environmental 

 M SD M SD M SD M SD 

Afghanistan_men 12.51 1.23 10.49 1.80 14.06 3.48 10.31 2.25 

Afghanistan_ 
women 

11.2 3.04 12.3 3.57 16.87 3.24 14.55 3.61 

Total EU 16.2 2.9 15.0 2.8 14.3 3.2 13.5 2.6 

Argentina (lowest 
QoL)  

12.1 2.2 10.6 2.9 10.8 3.5 10.7 2.3 

Netherlands 
(highest QoL)  

18.3 3.0 16.6 2.8 15.8 3.3 15.9 2.8 

Germany  16.8 2.6 15.7 2.4 14.4 2.9 13.0 2.3 

Greek  15.2 2.2 12.8 2.6 14.0 2.5 11.9 2.1 

Norway 17.0 3.5 14.7 3.2 13.9 4.7 13.8 3.4 

UK  15.8 3.8 14.7 3.4 14.2 3.5 14.1 2.3 

India.Madras  14.8 2.3 15.4 2.2 14.8 2.9 14.8 2.5 

India. New Delhi  15.9 2.9 14.2 2.7 13.9 3.7 12.1 2.8 

Note: All results with mean and standard deviation. Own calculation based on Skevington et al. 2004, p. 308. 

These findings, of course, require explanation. First of all, it must be clearly stated that the 

validity and reliability of these highly subjective values in the social dimension of the quality-

of-life scale are difficult for us to evaluate. As can be seen from the very high number of 

missings on sexuality, the topic of sexuality could be sensitive in Afghanistan. However, more 
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than 80% answer this question, so the idea of a cultural taboo would certainly be exaggerated 

here. The extent to which the high missings are associated with a systematic distortion effect 

and make the values appear higher than they are in their entirety cannot be answered.  

The particularly high values for the social dimension of quality of life among women could also 

be since these women have access to a clinic at all, which is by no means a matter of course in 

this region. The survey took place in the waiting room before treatment. In this respect, the 

hospital visitors could be a positively selected group in anticipation of the upcoming medical 

treatment. This is contradicted by the fact that these are at least female patients and that a study 

from Brazil, for example, shows significant differences in quality of life between healthy and 

sick people, so the quality-of-life values should be significantly lower (Panzini et al. 2011). 

Finally, an obvious explanation for being skeptical about the presented findings is that our 

interviewees did not understand the questions adequately or that the underlying question 

instrument is not valid for Afghanistan. The considerable number of illiterate persons seems to 

point the way to this interpretation. However, this line of arguing contains a large portion of 

what Pierre Bourdieu has called intellectual racism (Bourdieu 1993, pp. 252-256) - there is no 

compelling reason to assume that people who are not proficient in written language due to a 

lack of school attendance cannot adequately provide information about their subjectively 

assessed quality of life (cf., Street 1984, 2005; Drucks 2013).  

If we do not immediately accept these possible limitations in data quality as sufficient 

explanations, we should focus more on the content dimension of the social within the subjective 

quality of life. Here, links and parallels can be identified to the social dimension of subjective 

health perception. The importance of family and close friends for self-assessed health has hardly 

been researched so far. In an ethnographic study of different migrant milieus in Germany and 

Switzerland, we found evidence of the overriding importance of this social dimension 

(Bittlingmayer et al. 2020; see also Papen 2009; Samerski 2019). In a situation where the 

ongoing civil war is immediately present and prospects cannot be clearly calculated, 

functioning social proximities certainly take on a stabilizing function. Due to the lack of 

comparative studies, we cannot assess the extent to which cohesion within the Hazara ethnic 

community in central Afghanistan leads to a highly subjective social quality of life. However, 

it is not entirely implausible that a principle of solidarity to be taken into account vis-à-vis the 

Pashtun majority population accounts for the high quality-of-life scores in the social dimension 

for both sexes here. From our point of view, a very reasonable strategy would be to compensate 

for the severe restrictions caused by decades of civil war in Afghanistan, which clearly affect 

the other quality-of-life dimensions, by focusing on successful sociality. However, more 

research is needed here to corroborate these theoretically guided speculations. 

Limitations  

As we have emphasized repeatedly, our study has clear limitations, which is why, although we 

were able to present two sets of data, we speak here of an exploratory study. One clear limitation 

relates to the difficulty of obtaining representative data within Afghanistan at all, along with 

which existing systematic biases in our data can be adequately assessed. There is simply no 

valid data available for Afghanistan on average age, gender ratio, or socioeconomic structure. 

This does not prevent governmental and non-governmental organizations from publishing 

accurate data to two decimal places, but these are usually extrapolations of urban data. The lack 

of verifiability of the representativeness of survey data has tangible consequences. For example, 

age-adjustment of quality-of-life data is not possible in our sample but is common in 

international research (see, for example, Skevington et al. 2004, p. 308). Such restrictions in 

the data analysis are sensitive but cannot be avoided under the current conditions of social 

science research on Afghanistan. 
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5 Conclusion: On the Weighting of the Social Quality-of-Life Dimension  

This paper has pursued the question of how high or low the subjectively assessed quality of life 

is in a specific region in Afghanistan. To this end, we conducted two surveys based on an 

adapted short version of the WHO Quality of Life Scale and interviewed male heads of 

households in villages in Ghazny Province in central Afghanistan and female hospital visitors 

at Shuhada Hospital in Jaghori. Local cooperation partners conducted the interviews, and our 

study purposefully included illiterate women. 

Even though, as emphasized several times, the results of our study have to be considered 

preliminary because of the lack of comparative studies and reference values against which we 

could validate our findings, there are two clear tendencies. First, it is not surprising that the 

overall subjectively assessed quality of life in central Afghanistan is low by international 

standards. However, a more in-depth analysis of the individual dimensions shows that Afghans 

rate their quality of life in the social dimension as comparatively high; this is true for male 

heads of household and to a very high degree for the female hospital visitors interviewed.  

The high values in the social dimension point to a need for further research on the extent to 

which the social dimension can assume compensatory functions in the quality of life in crisis-

ridden regions of the world. Recent ethnographically guided health research shows that health, 

an implicit and explicit central component of the quality-of-life scale, is also strongly 

intertwined with sociality (Papen 2005; Samerski 2019; Bittlingmayer et al. 2020). However, 

the directions of action between health, sociality, and quality of life remain open and would 

cause further research in this area. 
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Appendix: used questionnaire  

(Questionnaire from 1 to 5: poor, rather poor, medium, good, very good 

1) How would you rate your quality of life? (I1) 

2) How satisfied are you with your health? (I2) 

3) To what extent do you feel that (physical) pain prevents you from doing what you need 

to do? (I3) 

4) How much do you need any medical treatment to function in your daily life? (I4) 

5) How much do you enjoy life? (I5) 

6) To what extent do you feel your life is meaningful? (I6) 

7) How well are you able to concentrate? (I7) 

8) How healthy is your physical environment? (I8) 

9) How well are you able to get around? (I9) 

10) How satisfied are you with your sleep? (I10) 

11) How satisfied are you with your ability to perform your daily living activities? (I11) 

12) How satisfied are you with yourself? (I12) 

13) How satisfied are you with your personal relationships? (I13) 

14) How satisfied are you with your sex life? (I14) 

15) How satisfied are you with the support you get from your friends? (I15) 

16) How satisfied are you with the conditions of your living place? (I16) 

17) How satisfied are you with your access to health services? (I17) 

18) How often do you have negative feelings such as blue mood, despair, anxiety, and 

depression? (I8) 
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4. Health literacy of young people and families from a health-ethnological perspective. A theoretical 

framework 

After presenting the current state of health literacy research in the context of health inequalities in the 

previous two chapters, this chapter is now concerned with a change of perspective that seems appropriate 

given the vast majority of the empirical studies presented. However, this change of perspective must first 

be prepared. Therefore, we will begin with a critique of empirical health literacy research and then develop 

theoretical starting points for health anthropology research on health literacy (Section 4.1). In the second 

step, we will present approaches and arguments from the theory of justice and sociology of inequality that 

seem relevant to us in this context (Section 4.2). In the third step, we will trace a difference-theoretical 

variant of youth health literacy research and identify central dimensions (Section 4.3). After these 

preparatory steps, we finally present our understanding of an appropriate theoretical framework for health 

literacy research and describe our position as a dialectic of difference and deficit (Section 4.4). 

4.1 Critique of (empirical) health literacy research of adolescents, children, and families 

Health literacy research, which is primarily quantitatively empirically oriented, has its strengths in showing 

that there is a socially unequal distribution of health literacy based on different questionnaire instruments 

and that the very different vulnerable or marginalized social groups, in particular, often have poorer scores 

on the scales used (Robards et al. 2018). Thus, the empirically visible deficits in the group-specific 

distributions of important health-relevant resources for action resulting from current social conditions are 

very clearly identified and named (e.g., Pelikan et al. 2012b; Robert Koch Institute (RKI) 2015; RKI 2016; 

WHO Europe 2013). In addition, quantitative health literacy research, very much analogous to research on 

so-called functional illiteracy in the adult population, has attracted mass media attention primarily because 

a relatively large number of the adult or, in some cases, adolescent population have been identified as having 

limited health literacy. In European countries such as Bulgaria, Austria, or Spain, the majority of the 

population is affected by impaired health literacy, while in Germany, Poland, or Estonia, it is over 40% 

(based on the HLS-EU-47 scale; Pelikan et al. 2012). In Asian countries such as Afghanistan, even the vast 

majority of the population is affected (Harsch et al. in press).  

This generation of mass media attention has led - and is undoubtedly a positive development - to national 

programs to strengthen health literacy in the population. The Scottish Government, for example, published 

a National Health Literacy Action Plan as early as 2014, which has launched comprehensive health-related 

action programs (The Scottish Government 2014). Germany has also recently launched a National Action 

Plan for Health Literacy, albeit not as a government program, but on the initiative of Doris Schaeffer and 

Ullrich Bauer from the University of Bielefeld, Klaus Hurrelmann from the Hertie School of Governance, 

https://link.springer.com/chapter/10.1007/978-3-658-30637-3_4
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and the Federal Association of General Local Health Insurance Funds (Schaeffer et al. 2019). These large-

scale initiatives would not have come about without the representative surveys in eight European countries 

that were conducted in connection with the European Union-funded project Health Literacy in Europe 

(Pelikan et al. 2012b; Sørensen et al. 2012b; WHO Europe 2013), and the topic of health literacy would not 

have been as significant an issue in the field of empirical health research as it is today.  

However, these studies also have their downsides and weaknesses related to the theoretical and empirical 

approaches to health literacy. The extension of health literacy research from the narrow clinical fields of 

application to health promotion and prevention behavior, i.e., to the non-clinical area of everyday behavior, 

was based on the insight that "the successful maintenance of health is the sum of many everyday judgments 

and activities outside a hospital or an outpatient physician's office. (Chinn 2011, 61; own translation). 

However, the extension of the scope of health literacy was methodologically bought at the expense of 

switching the test procedures from simple language tests as used in the clinical setting (especially TOFHLA, 

REALM, NVS) to a self-report of the interviewees. From which competence measurements are generated, 

self-statements are, to a large extent, interspersed with uncertainties, exaggerations, understatements, or the 

assessment of areas of action that are far removed from experience (see also Speer 2017, p. 16). This is 

illustrated firstly by the fact that young people attest themselves to a significantly higher level of health 

literacy than the adult population. Secondly, chronically ill people attribute themselves to a significantly 

lower level of health literacy than the average (Schaeffer et al. 2016), even though it can be assumed that 

people with a chronic illness have greater experience in the healthcare system and generally have to deal 

with their illness daily. 

 

Criticism of the lonely-informed health decision 

In addition to the fundamental measurement problems of subjective competence attributions (and the test 

fairness of objective performance measurements), the choice of an action-theoretical foundation for the 

background models of health literacy is worthy of discussion. The concept of health literacy has not only 

been freed from the corset of the correct pronunciation of medical vocabulary and clinical navigation and 

appropriate compliance. Still, it has also increasingly included other areas and fields of action. The 

definitions have become more and more complex - the preliminary result of the complexity in the definition 

of general health literacy is the integrative and frequently cited model from the European Health Literacy 

Survey. The definition by Kristine Sørensen et al. already quoted above is 

"Health literacy is linked to literacy and entails people's knowledge, motivation, and competences to 

access, understand, appraise, and apply health information in order to make 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. (Sørensen et al. 2012a, p. 3)  

This comprehensive definition is linked to a complex theoretical model of health literacy, which is 

illustrated in Figure 11 below. This model is currently regarded as an international standard model (e.g., 

Duong et al. 2017) and is applied to childhood and adolescence (Bollweg et al. 2020a, in press). 
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Abbildung 1: Integriertes Modell von Gesundheitskompetenz; Quelle: (Sørensen et al. 2012a, S. 9) 

 

The formal framework model encompasses major dimensions and fields of action such as participation, 

empowerment, equality, sustainability, or social and ecological determinants, but first of all, it is not clearly 

developed how these dimensions and levels interact in concrete terms. This would require anchoring in 

social theory, which is entirely lacking. Moreover, secondly, like the majority of health literacy 

conceptualizations, it remains embedded in a rationalist model of action. Since Nutbeam's famous definition 

of health literacy, health literacy has primarily meant the 'correct' processing of information from a public 

health perspective, which is then more or less automatically translated into appropriate health action. This 

understanding characterizes not only the literacy tests used as health literacy screening methods but also 

the integrated health literacy model of Kristine Sørensen et al. - and several other definitions and 

measurement proposals, such as "The Calgary Charter on Health Literacy Scale (Pleasant et al. 2018), 

which also takes its starting point from the subjective perception of health information to arrive at a 

normatively described health-promoting action through the use of health information. This basic 

understanding, which is characteristic of the majority of health literacy research, can be characterized as 

cognitivist rationalism. 

Problematic is from a sociological and action-theoretically informed perspective that humans, in their 

everyday life most of the time, do not think intensively about which action options are available to them in 

a given situation, weigh the pros and cons and decide then for the most appropriate - for instance the health-

favorable - variant (Bittlingmayer and farmer 2007b). The cognitivist-rationalist approach that is still 

typical of health literacy research today has to do with its early transfer of broad-based literacy studies (in 

adulthood) to the health context (Nutbeam 2009, 2000). This rational choice or selection model, which 

underlies most health literacy models, can be transferred well into quantitative empirical (large-scale) 

research, which is reduced in its theoretical complexity. However, it has minimal relevance to everyday 

human actions (see the recent article by Samerski 2019, p. 7).  
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If a broader understanding of health literacy is applied, which is not limited to the context of care activities, 

then none of the sixteen instruments studied to measure the health literacy of children between 1980 and 

2011 provides a comprehensive and cross-cutting measurement of childhood health literacy - this is the 

conclusion of a systematic review (Ormshaw et al. 2013, p. 450). In particular, children and adolescents 

find themselves in difficult-to-understand socialization contexts that structure their entire personality, 

which has consequences for "manners, preferences, lifestyle, speech, taste, habits in thinking, feeling and 

acting, among other things (Hehlmann et al. 2018, p. 86). Human modes of action can be described with 

Pierre Bourdieu's habitat theory (Krais and Gebauer 2002) or with the agency theory of Mustafa Emirbayer 

and Ann Mische (Emirbayer and Mische 1998) as modes of behavior deeply embedded in social contexts, 

the specific routines of action, Regularities and preferences follow, which are not available every day, and 

which do not falter just because a person happens to perceive health information, for example, by reading 

it himself, being told personally or being presented on the screen in the streetcar. Without wanting to delve 

into Bourdieu's habitat theory or sociological theory of action at this point (see, for example, Lenger et al. 

2013; Rieger-Ladich and Grabau 2017; Hehlmann et al. 2018, p. 85-89; Sperlich 2016; Bauer 2012b), we 

believe that concerning fundamental sociological theories we can state that the cognitivist rationalist model 

of health literacy, often also referred to as health informed decision-making, and its quantitative-empirical 

implementation is fraught with some critical problems, especially when it comes to children and adolescents 

on the one hand and social disadvantage on the other (see also the substantial contribution Bauer 2019b).  

The (underestimated) importance of the action context for health literacy 

Within health literacy research, a strong overall tension can be identified between the frequent emphasis 

on the importance of action contexts (e.g., in Okan et al. 2017b, 11, 14-15; Bröder et al. 2017, p. 20; 

Paakkari and George 2018, p. 4; Chinn 2011, p. 62) and the predominant number of measurement 

procedures that stop at the individual availability of competencies in the context of informed health-

promoting decision-making. Awareness of the importance of the context of action leads to a comparatively 

frequently formulated danger of referring health literacy only to individual abilities and competencies. Still, 

there is no systematic consequence of integrating contexts of action into research on health literacy itself. 

The tension between the availability of individual competencies and supra-individual contexts of action can 

be seen even in the written language and mathematics competencies considered fundamental. Janine Bröder 

et al. believe that "[m]ost articles recognize that health literacy requires being able to read, write, fill out a 

form or comprehend a text. (Bröder et al. 2017, p. 14)  

However, even the necessity of written language skills for health literacy depends directly on the context 

of action. In a country like Afghanistan or Pakistan with very high illiteracy rates, it is by no means certain 

that literacy and numeracy are among the necessary prerequisites for high health literacy (Harsch et al. in 

press). In response to the objection that health literacy models are primarily models that target highly 

industrialized societies, even though they are considered generalized health literacy models, it is easy to 

argue that so-called (functional) illiterate women live among us in large numbers as a result of refugee and 

migration movements, but also because of refusal to attend school and (ascribed) learning or mental 

retardation (Feuser 2017; Mürner and Sierck 2013; Bittlingmayer and Sahrai 2019).  

The problem of individual measurement of health literacy and the inherent model of the lonely but well-

informed health decision-maker also becomes virulent in terms of action contexts when, for example, 

family consideration and negotiation processes are involved. "In some recent research undertaken in 

Pakistan, male heads of households are usually responsible for making any health-related decisions that 

have financial implications. This complexity brings to light the question of 'whose health literacy' is the 
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most important and relevant to actions? In the case of Pakistan, there might be a very health-literate wife, 

but if her husband is the one making the decisions, it is his health literacy that ultimately influences how 

she engages with health actions and services.” (Levin-Zamir et al. 2017, p. 135) It would not only be foolish 

to assume that this situation described by Diane Lewin-Zamir et al. does not occur in Germany because we 

have overcome patriarchy. This situation, which involves asymmetrical power of action concerning health-

related behavior, can also be applied to the everyday situations of children and adolescents who live with 

adult heads of household and who, in addition to informal socialization processes, also impose direct 

restrictions on children’s and adolescents' actions - usually, it is conceded, in order to avert harm from them 

in the context of specific educational concepts. 

A somewhat different example, but no less necessary for individual health action, is action in peer 

groups. Sociological youth research has often described the adolescent phase as a more or less rigorous 

process of detachment from parents to increase individual autonomy and free them from parental 

restrictions (we will see later in the case studies that this picture is problematic; see below Chapters 6 and 

7). However, it is undisputed that in adolescence, the first priority is to ensure friendship and mutual 

acceptance (Richter 2005, pp. 55-57; Hurrelmann and Quenzel 2012, pp. 143-171). The associated 

recognition processes and the fear of experiencing disregard lead to considerable situational peer pressure 

from the friendship clique, which must be reconciled with their own preferences and preferences, should 

they deviate from the group's opinion. If, for example, shisha smoking, which is undoubtedly hardly 

beneficial to health, is to be an afternoon activity, then the insight of a young person who realizes that it is 

a leisure activity that is possibly harmful to health will probably find little hearing and the person - despite 

better knowledge - will not want to risk attracting the ridicule of the group. 

These few examples, which are intended to make the significance of contexts of action and the 

embedding of individual action in social units such as families, educational institutions, or peer groups 

plausible, indicate that the measurements of individual health literacy that have been used to date cannot 

capture the contextual conditions of everyday decision-making processes. 

Health literacy and the one-dimensionality of inequality determination 

A second systematic problem of inequality-oriented health literacy research lies in its one-

dimensionality in connection with the conceptualization of social and health inequalities. The health literacy 

measurement instruments determine a more or less adequate or even limited level of individual health 

literacy with the progressive health policy intention of appropriately empowering people with low health 

literacy. This basic model conceals the inherent difficulty of the so-called deficit construction of specific, 

statistically produced groups. The mechanism, roughly speaking, follows a particular pattern: First of all, 

to measure individual competence, people are methodically antisocialized, which, as shown, abstracts from 

the highly relevant contexts of action. In a second step, effects and correlations of individual variables or 

aggregate scales are determined based on advanced statistical procedures - and then, for example, associated 

with health literacy - and compared with social determinants (see Fig. 13 as an arbitrary of a vast number 

of possible illustrations). 
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Figure 2: The relationship between Health Literacy, Social Support, and Acculturation Stress.; Maneze et 

al. 2016; quoted from Lewin-Zamir et al. 2017, S. 140. 

 

This then leads to statements like Academics* have a higher level of health literacy, (either male or female) 

children and adolescents with a Turkish migration background have a higher risk of being overweight or 

obese, or it is stated that (autochthonous) male adolescents attribute a higher level of health literacy to 

themselves than female adolescents. In a final step, which is usually implicit, statistical correlations of 

increased risk or lower competencies are then used to create group constructions with specific group 

characteristics, which then describe Turkish children and adolescents as overweight, groups that are far 

from school education or socio-economically underprivileged as having little health competence, or girls 

as reluctant to assess their own competencies. This dual construction process of methodological 

individualization and subsequent group construction has all the characteristics of radical constructivism but 

is rarely associated with quantitative-statistical social research.  

However, even without a process of essentialization of group characteristics, a conceptualization of a one-

dimensional health literacy scale that is ultimately able to distinguish between groups of people with 

excellent, sufficient, problematic, and inadequate health literacy is too simple because it cannot adequately 

address the different horizons of meaning and processes of meaning of "real social groups" in connection 

with health, which are commonplace in the various large social groups, nor can it adequately address the 

multidimensionality of inequality structures and processes. In the following section, we want to summarize 

in more detail what this multidimensionality consists of and what we want to focus on with it. 

4.2 Comments on the multidimensionality of inequality from a sociological and philosophical 

perspective  

The multidimensionality of inequality relations has first been widely discussed in the sociology of social 

inequality (I) and more or less in parallel and independently in the theory of justice or political theory (II). 

The following explanations are only exemplary in character - a detailed tracing of the broad discourses and 
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positions in the theory of justice and sociology of inequality and their respective ramifications or further 

developments cannot be provided here. For our purposes, it is imperative to justify the necessity of a 

difference-theoretical perspective and to develop this more precisely for public health and health literacy. 

In addition, it should be made clear that dealing with social inequalities is enormously challenging in theory, 

even if one believes that pure fact-finding could help (such a comparatively brutally positivistic idea in 

public health can be found in Prüss-Üstün et al. 2006, p. 41; on the normative complexity of inequality 

research, see Zinn 2008). A look at the research on inequality relations and justice measures should help 

fathom a perspective of difference complementary to the perspective of deficit.  

(I) As early as the 1970s, Pierre Bourdieu differentiated a vertical axis of rule from a horizontal axis of 

rule concerning forms of rule that functioned differently and precisely described forms of symbolic rule 

(Bourdieu 1982b; Bourdieu and Passeron 1973; see also the contributions in Schmidt and Woltersdorff 

2008), which is characterized in particular by its proximity to official educational institutions. In the 1980s 

and 1990s, the German sociology of inequality and social structure analysis discussed the existence and 

continuity of social inequalities on a vast scale. Initially, the focus was on the fact that vertical social 

inequalities can no longer be described empirically along the lines of classical social groups such as strata 

and classes, up to the thesis that social origin no longer has a powerful impact on individual biographies 

(relevant to this is Beck 1986; critical to this is, for example, Vester et al. 2001). This thesis has been 

strongly questioned not only within the sociological discourse on inequality but also in the discourse of 

health science and social epidemiology (Elkeles and Mielck 1997).  

Another line of inquiry was the distinction between horizontal and vertical inequality structures (Kreckel 

1993). Horizontal inequalities were supposed to be primarily based on so-called "ascriptive", i.e., attributed 

characteristics such as gender or ethnic origin, which, unlike disposable monthly income, cannot easily be 

placed in a clear linear hierarchy. Inequality researchers* argued in this direction, who looked at society 

less from the perspective of social structure analysis and its inherent theories of class and social stratum but 

rather from a feminist or postcolonialism perspective or migration research. Here, too, massive social 

inequalities were identified without these inequalities necessarily having to do with the available economic 

capital. In the 1990s and 2000s, a discussion about the theoretical and empirical relationship between the 

different dimensions of inequality (Rademacher and Wiechens 2001; Krönert-Othman and Lenz 2002; 

Souza 2008). A central aspect of all these approaches was embedding empirical relations of inequality along 

their different dimensions in more general theories of domination and power (Young 1996; Bourdieu and 

Passeron 1973). Currently, reference is often made to the approach of intersectionality as a background 

theory or empirical framework, which also deals with the intertwining of different dimensions of power in 

their respective concrete empirical conditions (fundamental for the German-speaking area Winker and 

Degele 2010). 

These remarks should have clarified that health inequalities can hardly be stretched along a single 

dimension and that such attempts are obvious shortcuts to actual social conditions. It is no exaggeration to 

state that the frequent use of the term social inequality in public health research contradicts its theoretical 

penetration, and the term often remains empirical and superficial. The motif of social inequalities becomes 

even more complex when the reference to justice is made. 

(II) In political theory, the study of John Rawls' "Theory of Justice", which is still fundamental and 

worth reading today, also brought moral-philosophical fundamental questions close to the theoretical 

inequality question of the fair distribution of goods and services (in Rawls' terminology: basic goods) in 

the 1970s (Rawls 1979). John Rawls' theory of justice was widely and controversially discussed in the 
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1980s and 1990s and ultimately led to the so-called communitarianism debate, in which - in short - one of 

the central questions was to what extent the theoretical construction of a Rawlsian individual, characterized 

by Charles Taylor, for example, as atomism (cf. Taylor 1995) are at all compatible with empirical 

individuals, and to what extent the justification-theoretical connections according to justice (especially in 

the figure of the "original position") are at all relevant for concrete people in the constraints and opportunity 

structures of their life-worlds (see, for example, the critiques in Bellah et al. 1985; Taylor 1996).  

For our reflections on the multidimensionality of unequal health literacy, a number of arguments and a 

further development of the Rawls approach (although the extent to which this is a further development is 

disputed among true Rawls fans) are significant from the debate on communitarianism (Honneth 1994), 

which is still highly instructive today.  

Firstly, John Rawls' comprehensive theory of justice, which he wants to see anchored in the context of 

liberalist and thus liberal theoretical approaches, is of paramount importance concerning a multidimensional 

concept of unequal health literacy, which is particularly virulent in the context of possible empowerment-

oriented interventions. In a sense, Rawls radicalizes the notion that every individual has a fundamental right 

to pursue his or her own conception of the good life and that the state or state institutions have no right to 

intervene, regardless of whether such an intervention would be health-promoting or not (Daniels 2008 

provides a direct transfer of Rawls' theory of justice to the health sector; see also Bittlingmayer and Ziegler 

2012 for a detailed account). The state must therefore remain neutral to the ideas of the good life of the 

individual and provide resources, goods, and services that enable individuals to pursue their conception of 

the good life in the long term (always assuming, in Kantian terms, that its realization does not harm any 

other individual conception of the good).  

Secondly, the so-called capabilities approach of Amartya Sen and Martha Nussbaum, both of whom see 

themselves in their respective variants as further developments of Rawls's approach and are anchored in the 

same tradition of political liberalism. In this context, it is interesting that the socialization and youth 

researcher Heiner Keupp points out that the capability approach has great analogies and compatibilities 

with Aaron Antonovsky's salutogenic approach (Keupp 2012, pp. 24-30). Furthermore, it is worth 

mentioning that Amartya Sen has very explicitly developed a theory of justice based on the concept of 

complex equality. The clear and straightforward starting point is that the individually available resources 

for action do not provide the central measure of justice but that resources for action such as income, assets, 

or educational titles are only a means to an end in order to be able to pursue and implement the self-imposed 

goals of a good life (e.g., formulated in Sen 2010, p. 282). If such a change of perspective in the distributive 

justice of available resources for action to the chances of realizing absolute freedom of action is carried out, 

the heterogeneity of people and their needs will be more clearly visible. Sens and Nussbaum's basic idea is 

that people need different levels of action resources to enjoy the same freedom of action. Sens's standard 

example refers to the area of individual mobility: For a person in a wheelchair to be able to realize the same 

degree of mobility (understood as realized freedom of action), for example, the person needs significantly 

more resources to realize this freedom, namely, to get from A to B, than a person who is not in a wheelchair. 

An equal distribution of resources - or in Rawls' terminology: essential goods - would, therefore, despite 

good intentions, be accompanied by socially unequal consequences for freedom of action for individuals 

with different needs (see Pauer-Studer 1999, p. 18).  

While Sen, however, deliberately leaves open the definition of what freedom of action should represent for 

people more concretely, Martha Nussbaum provides a list of capabilities that should apply to all people and 

that is intended to be a comprehensive representation of "what seems to make up a life that we regard as 



Bittlingmayer et al. 2020: Chapter 4 – Theoretical Considerations 

human life" (Nussbaum 1999, p. 49). The following box shows the list of capabilities that Nussbaum uses 

to attempt to define a general theory of good living (Tab. 4). The list has since been expanded several times, 

widely discussed, and applied to health as a subject area (see Bittlingmayer and Ziegler 2012, pp. 52-64). 

However, we are less concerned here with discussing Nussbaum's theory of the good life than with the 

heterogeneity dimensions found in the list itself. 

Table 1: List of Central human functional capabilities of people by Martha Nussbaum (1999, S. 235) 

1. Life. Being able to live to the end of a human life of normal length; not dying prematurely, or before one’s life 

is so diminished as to be not worth living.  

2. Bodily health. Being able to have good health, including reproductive health;* to be adequately nourished; to 

have adequate shelter.  

3. Bodily integrity. Being able to move freely from place to place; to be secure against violent assault, including 

sexual assault and domestic violence; having opportunities for sexual satisfaction and for choice in matters of 

reproduction. 

4. Senses, imagination and thought. Being able to use the senses, to imagine, think and reason - and to do these 

things in a „truly human“ way, a way informed and cultivated by an adequate education, including, but by no 

means limited to, literacy and basic mathematical and scientific training. Being able to use imagination and 

thought in connection with experiencing and producing works and events of one’s own choice, religious, 

literary, musical, and so forth. Being able to use one’s mind in ways protected by guarantees of freedom of 

expression with respect to both political and artistic speech, and freedom of religious exercise. Being able to 

have pleasurable experiences, and to avoid non-necessary pain.  

5. Emotions. Being able to have attachments to things and people outside our- selves; to love those who love and 

care for us, to grieve at their absence; in general, to love, to grieve, to experience longing, gratitude, and 

justified anger. Not having one’s emotional development blighted by fear and anxiety. (Supporting this 

capability means supporting forms of human association that can be shown to be crucial in people’s 

development.)  

6. Practical reason. Being able to form a conception of the good and to engage in critical reflection about the 

planning of one’s life (which entails protection for the liberty of conscience).  

7. Affiliation.  

A. Being able to live with and toward others, to recognize and show concern for other human beings, to engage in 

various forms of social interaction; to be able to imagine the situation of another and to have compassion for 

that situation; to have the capability for both justice and friendship. (Protecting this capability means protecting 

institutions that constitute and nourish such forms of affiliation, and also protecting the freedom of assembly 

and political speech.)  

B. Having the social bases of self-respect and non-humiliation; being able to be treated as a dignified being whose 

worth is equal to that of others. This entails protections against discrimination on the basis of race, sex, sexual 

orientation, religion, caste, ethnicity, or national origin.  

8. Other species. Being able to live with concern for and in relation to animals, plants and the world of nature.  

9. Play. Being able to laugh, to play, to enjoy recreational activities.  

10. Control over one’s environment.  

A. Political. Being able to participate effectively in political choices that govern one’s life; having the right of 

political participation, protections of free speech and association.  

B. Material. Being able to hold property (both land and movable goods); having the right to seek employment on 

an equal basis with others; having freedom from unwarranted search and seizure. In work, being able to work 

as a human being, exercising practical reason and entering into meaningful relationships of mutual recognition 

with other workers. 

 

Indeed, Nussbaum's transfer of socio-institutional and health policy consequences resulting from her list 

remains strangely pale:  
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"What is needed is a comprehensive health care system, healthy air and water, security for life and 

property, and the protection of citizens' freedom of choice with regard to important aspects of their medical 

treatment. What is needed is adequate food and shelter, and these things must be arranged so that citizens 

can arrange their food and shelter according to their own practical reason. (This would mean, for example, 

that emphasis would be placed on health education, information on drugs, etc.) What is needed is to protect 

citizens' ability to regulate their sexual activities according to their practical reason and free choice. (Here 

too, promoting education programs would probably play a decisive role)". (Nussbaum 1999, pp. 60-61) 

Nussbaum obviously has little sense of the fact that, at least in terms of health and health inequalities, 

educational programs hardly benefit underprivileged social groups. But Nussbaum, on the other hand, has 

a clear idea that people concretize their list of capabilities in very different ways and develop very different 

ideas of the good life. Here, she can take up Rawls and make him more precise by abstractly outlining the 

field of possible lifestyle-relevant differentiations.  

Much more concrete is the discussion about the idea of the good life, which is contoured against abstract 

individualism in the tradition of political liberalism (above all, John Rawls, Michael Sandel; Ronald 

Dworkin; Amartya Sen; Martha Nussbaum). The heterogeneity already present in the approaches from the 

spectrum of political liberalism and whose normative dimension has been emphasized as justified in its 

normative dimension is once again more strongly positioned by the critics and associated with a critique of 

the imaginary worlds of (too) abstract social institutions. Against the idea that social institutions should 

equally neutrally support and safeguard all individual conceptions of the good life, the communitarian 

critique of liberalist theories of justice formulates an analogous critique of the kind we have formulated 

here against the rationalist cognitivism that we believe underlies most theoretical health literacy models 

(see above under Section 4.1). The criticism refers to the fact that the conceptualization of human beings 

as rational, conscious, context-free, and in this sense, personal ahistorical decision machines, which is built 

into Rawls' theory of justice, may be continued for a contradiction-free justification of norms of justice, but 

it essentially bypasses the conceptualization of empirical subjects. This is, of course, extremely significant 

when it comes to a proper understanding of health action. Without wishing to expand communitarianism 

here in more detail, the spectrum of communitarian positions is essentially concerned with perceiving and 

thus taking seriously existing cultural heterogeneities that result from belonging to various large social 

groups. 

To put it somewhat pointedly, political liberalism can be used to concretize and capture the deficits in 

distributive justice in contemporary societies, but at the same time, they remain too abstract concerning the 

concrete actions of social actors. The strength of communitarian positions is that they focus on individuals 

in concrete social contexts and correct the idea that designs of the good life are individual (atomistic) 

projects.  

For the transfer to health sciences in general and to health competence research in particular, what has been 

developed so far means, above all, that prevailing (competence) deficit perspectives about the unequal 

allocation of resources must be supplemented by a perspective that, first, includes other, more symbolically 

negotiated inequalities, second, considers the social frameworks of individual life plans and, third, perceives 

and takes cultural heterogeneities seriously. In our view, the theoretical-conceptual catching up with these 

dimensions requires adopting a perspective of difference that is complementary to the deficit perspective. 

This perspective is already present in the health sciences but is linked to very different positions. In the next 

section, we will develop the points of departure and the concretization of the different perspectives on 

public health. 
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4.3 The Difference Perspective as Overcoming the Deficit Perspective? 

In contrast to the social-epidemiological solid deficit perspectives, positions located in the context of the 

paradigm of the health sciences take effect (Schnabel 2007a). The positive paradigm, health instead of 

illness, which goes beyond the criticism of a medical or medical-policy view of the world, as it was, for 

example, carried out in the studies of Michel Foucault, can be founded in two ways. 

First, in several policy papers, the WHO has presented a positive description of health that focuses not only 

on comprehensive individual well-being but also on the structures of society as a whole, linking health to 

the individual ability to shape one's own living environment (Saboga-Nunes et al. 2019). The health concept 

advocated by the WHO is quite radical if one takes it seriously in theory. If social structures exist that 

considerably limit the potential of social actors, then one can no longer speak of a healthy society, regardless 

of average life expectancy (Marcuse 1968, pp. 7-11). This has consequences for the theoretical evaluation 

of individual risk behavior or health literacy deficits, which are much less significant concerning stressful 

social structures than in medically oriented or social epidemiological studies.  

Secondly, the work of Aaron Antonovsky is decisive, to whom the paradigm shift from the analysis of 

disease to the analysis of health goes back (Antonovsky 1987; BZgA 2001). His concept of salutogenesis 

examines conditions under which people can maintain their health, whether they are medically ill or not or 

whether they have a high or low level of health literacy (see the connection between health literacy and 

salutogenesis Saboga-Nunes et al. 2019). In the context of the WHO documents and Antonovsky's 

salutogenesis, the decisive factor in constituting a perspective of difference in the health sciences is a 

consistent focus on individual action resources that maintain or promote health.  

It is the explicit claim of health science or salutogenic perspective to overcome the usual deficit perspective, 

as it is shrink-wrapped in mainstream health literacy research. Even the disposal of low health literacy can 

be understood and traced from a classical risk factor logic. However, the salutogenic approach takes a 

different path: from a salutogenic perspective; social actors are to be conceptualized primarily as carriers 

of individual resources for action, to which salutogenic approaches can be applied. More important than 

the analysis of risky or uninformed behavior is the investigation of subjective action competencies, the 

existence of which is, in principle, attributed to all social actors. 

What is significant about this seemingly small difference is that the basic orientation of health competence 

programs and public health interventions differs in the long term, depending on whether the aim is to 

eliminate risky behavior, which remains in the context of a risk factor research-oriented in the paradigm of 

medicine, or whether it is a matter of concentrating on the expansion of already existing strengths and action 

resources and then hoping for indirect, non-determinable effects for improved individual health 

(concretized for example in the so-called Life Skills approach) (decisively for this Schnabel 2007a). 

According to WHO and Antonovsky, salutogenesis aims to strengthen individual action resources, which 

are labeled generalized resistance resources, and strongly overlap with classic sociopsychological action 

resources such as self-confidence, self-esteem, or strengthening of internal control convictions 

(Antonovsky 1997; BZgA 2001). In public health, the turn toward individual competencies and action 

resources that have always been positively available is the direct consequence of attempts to overcome the 

inscribed deficit orientation of the medical profession. However, there are different ways in which a deficit 

perspective can be countered within public health. These will now be presented in more detail.  

Three variants of a difference-theoretical perspective in public health 
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Based on the negation of deficit orientation, roughly three variants can be distinguished. The first 

variant, which can be regarded as a direct negation of the deficit perspective, so to speak, can be described 

as consistent resource orientation. It refers to a strict turn toward a resource-oriented view of social actors. 

As already indicated above, in the context of a resource orientation, the focus is not on deviant or irrational 

lifestyles but on the resource that is available to each social actor. Social actors are constructed as 

competence bearers of very different competencies that are applied in different areas of their lives, 

education, professional and working life, or family. Health-maintaining competencies are subject-related 

competencies such as a high sense of self-esteem, a great deal of self-confidence, or internal control 

convictions, i.e., the notion of being able to make a difference in the world in the desired direction through 

one's own actions, or the sense of coherence developed by Antonovsky, which should be as high as possible.  

Instead of a direct deficit orientation, a more positive interpretation is used because every human being, 

one could easily overemphasize, is considered to be a bearer of action competences, only in one case, the 

action competences have already been fully developed, in the other case they still need health-promoting 

interventions in order to raise the awareness of the social actors themselves adequately and to be developed 

further.  

The direct resource orientation must be described as a relatively weak variant of the deficit perspective 

because it ultimately follows the same logic as the deficit perspective, even though the social actors are 

now more positively represented according to their resources for action. But sorting those with a lot of 

resources and competencies that maintain or promote health as opposed to those with few resources and 

competencies is homologous to the sorting from a deficit perspective. As soon as health inequalities or an 

unequal endowment with health competencies come into play, more competent social actors must be 

distinguished from less competent ones within a competence orientation. Even if the focus is consistently 

on the individual potential for action, members of specific social milieus, ethnic groups, or older people are 

less likely than others to maintain a positive state of health, for example, because they use fewer preventive 

measures or are more likely to behave in a way that is detrimental to their health (Bauer 2005: Chapter 1). 

From the perspective of resource orientation, deficit-oriented lifestyles can therefore be defined by simple 

analogy in the same way as the lifestyles inscribed in the deficit perspective, as long as individuals' life 

practices are not health-oriented. In Hagen Kühn's still impressive study, for example, the applicable 

criticism of the comprehensive risk factor model and the identified healthism in the United States ultimately 

turns into a comprehensive deficit description of resource-weak social actors:  

"To sum up, the social classes and strata differ throughout in the degree of restrictiveness of living 

conditions in a comprehensive sense, including subjectivity, habitus, and conditions: the lifestyle of a 

university professor, for example, has far more degrees of freedom than that of an automobile worker. The 

latter has a more restrictive work schedule; his income allows him only a small apartment and less travel, 

and his lower education (e.g., foreign languages) hinders his perception of opportunities. Therefore, the 

habitus that is acquired in the upper classes is not only 'different,' but it is also more flexible [...]. The 

behavior is much less fixed. There is a greater potential for behavioral reserves. (Kühn 1993, p. 111-112).1 

 
1 "To summarize, social classes and strata are consistently distinguished by the degree of 

restrictiveness of living conditions in the quite comprehensive sense, including subjectivity, 

habitus and conditions [...]: Thus, the lifestyle of a university professor has far more degrees of 

freedom than that of the automobile worker. The latter has more restrictive work arrangements, 

his income allows him only a small apartment, less travel, his lower education (e.g. foreign 



Bittlingmayer et al. 2020: Chapter 4 – Theoretical Considerations 

Significant in this quote is that also from a health-oriented, medicine and risk factor-critical perspective, 

as a consequence, a deficit view can follow, which weakens the turn to a consistent resource orientation. 

The blanket ascription that the habitus of a university professor is more flexible than a lower-class habitus 

must be countered by the significantly higher alcohol consumption of higher social classes with regard to 

behavioral health literacy. Not only does this idea seem far too crude, but it also short-circuits from a 

shortage of resources for action to a limited complexity of individual behavior - a short-circuit that is 

problematic, especially in the context of available health literacy. 

The second variant of the difference perspective goes a step further and postulates that there is clearly 

more than one single understanding of health and illness. It can be described as a cultural-anthropological 

variant of the difference perspective (Stollberg 2001, pp. 19-24). Social actors not only have different 

competencies and resources in terms of maintaining their well-being and health. They also have other 

general ideas about what they understand by health and illness.  

In a cross-cultural and cross-national comparison, this point is immediately apparent. If, for example, 

illness is understood as an insult to the gods or enragement of the ancestors, which professional shamans 

must appease, this perspective has little in common with either the medical-bio-psychological or the 

salutogenic view. From the ethnological perspective, the modern Western industrial and medical-

professional system of meaning of illness or health is thus only one of many and thus not an unproblematic 

starting point from which deficits in lifestyles or the endowment of resources could be established with 

universal validity (Evans-Pritchard 1988). 

However, the cultural-anthropological variant goes beyond the abstract cultural-comparative approach 

when it is related to one's society (cf. Reichmayr 2003: Chapter 3). The "ethnology of one's society" as 

expressed in the tradition of the US-American ethnomethodologists (cf. classically Garfinkel 1967; 

Goffman 1980, 1996, 2008; cf. as a good introduction also Mullins 1981) and in the writings of Pierre 

Bourdieu (Bourdieu 1979, 1982b, 1987) are decisive here. If one follows this perspective, it becomes clear 

that very different concepts of illness and health prevail even within modern societies. The differences in 

the concepts of health and illness of social actors within a society most probably follow the common 

structuring principles of contemporary Western societies - gender, class, ethnicity (see Rademacher and 

Wiechens 2001 for a good theoretical overview), even if there is a considerable need for research. In the 

health sciences, gender-specific differences are comparatively better conceptualized theoretically. 

However, still little empirical research has been conducted, for example, concerning gender-mediated body 

concepts or health-related competency profiles that go beyond a deficit perspective (for example, in life 

expectancies of men and women) (see also on this, for example, Butler 2001; Bourdieu 2005; Gugutzer 

2004, pp. 124-130; with direct reference to Public Health Kolip 1997, 2000; Kuhlmann and Kolip 2008; 

Kolip et al. 2013; Babitsch 2009).  

Less known and less researched are differences (not deficits!) in terms of class- or milieu-specific 

concepts of health (competence), disease, or body. The best-known example of such a difference is 

undoubtedly the study by Paul Willis (1979), which emerged in the context of Cultural Studies and points 

out that a particular lifestyle in adolescence certainly does not gain wide acceptance from a perspective of 

 

languages) hinders perceptions of opportunity, etc. Therefore, the habitus acquired in the upper 

classes is not only 'different', it is also more flexible [...]. Behavior is far less fixed. There is a 

greater potential for behavioral reserves." (Kühn 1993, pp. 111-112). 
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health promotion and prevention (heavy alcohol and tobacco consumption, risky behavior), can claim 

functionality and thus legitimacy in the context of preparing for the later physically very stressful working 

conditions. In other words, the emphasis here is on the fact that there are health competency concepts that 

can be connected in different ways depending on the class-cultural position in the social sphere, and that is 

reflected in different somatic cultures (see Boltanski 1976; Kolip 1997) (see also the section below). From 

this perspective of difference, practices that are somewhat questionable from the perspective of health 

promotion are initially understood more neutrally than individually and socially meaningful behaviors. The 

study by Willis, which will not be discussed here specifically (cf. the strong anthology by Dolby and 

Dimitriadis 2004), can be seen as an excellent example of how, depending on the class-cultural position of 

the social actors, different concepts of body and health can be "suitable for everyday life" and therefore 

meaningful (cf. as a general theoretical frame of reference Schütz and Luckmann 2003; on the relationship 

between knowledge, meaning and socialization, see Grundmann et al. 2003; Grundmann et al. 2006; see 

the descriptions of body concepts, postures, nutritional habits, etc. in Bourdieu 1982b).  

Finally, the ethnicity-specific perspective on difference points to the fact that, not least in the course 

of mass migration in the twentieth century, a large number of social actors with different cultural 

backgrounds immigrated to the core countries of western capitalist societies (see, among others, Treibel 

2003; Han 2016; Lange and Polat 2010). According to more recent findings of the micro census, it can now 

be assumed that no longer - as the former standard figure - 10% of households in Germany have a migrant 

background, but rather more than 20%, which means that from a health science perspective the study of 

migration- or ethnicity-based differences is aimed at a significant proportion of residential citizens in 

Germany. In Germany, most migrants have immigrated to Germany due to European and Eurasian labor 

and internal migration. This leads to the coexistence of etiological understandings. Thus, a German-Greek 

or German-Turkish comparison can postulate considerable differences in understanding health and illness. 

For example, the "evil eye" among Greek or Turkish migrants* in Germany, unlike among the 

autochthonous population, is a normal part of everyday etiological explanations of headaches and other 

general complaints. A consistent perspective of difference would take this etiological model seriously and 

understand it as a component of the cultural processing of specific physical conditions. However, the 

exploration of such differences is only just beginning. On the whole, little is known about ethnicity-specific 

differences in health and illness ideas and the existence of ethnically differentiated health competence 

within industrial societies - in contrast to the social-epidemiological, ethnicity-specific probabilities of 

illness, for example (Razum 2006).  

The third variant of difference orientation argues from a normativity-critical perspective and opposes 

the strong, standardizing effects associated with a deficit perspective on health and health literacy. On the 

one hand, the unifying view, which evaluates every behavior and lifestyle of social actors according to the 

risk of disease, is criticized from a perspective that is critical of medicine in principle. The medical gaze is 

deconstructed postmodernly and decoded as a gaze that exerts domination (Foucault 1988, p. 55). This 

perspective indeed contains hardly exhausted potential, especially for application-oriented health science, 

and is endowed with a high degree of radicalism (Brunnett 2009). The deconstructivist work is not only 

done with the archaeology of the medical perspective but can also be related to the standardizing (and 

undoubtedly-intentioned) empowerment programs set up within the framework of public health. Just as - 

according to Foucault - "sick" or "crazy" people are discursively constructed on the basis of arbitrary 

symptoms in order to let bourgeois reason shine in bright light, so too, those in need of empowerment are 

first generated, or at least co-produced, by the preventive or health-promoting programs. This argument is 
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not settled by the reference to an evidence-based approach because the practice of evidence-based 

approaches is likely to appear to this perspective as part of the act of construction that generates (see Wright 

2016 on the criticism of evidence-based approaches from the perspective of Action Research).  

The third variant is thus directed against standardizations in general and standardizing deficit 

constructions, in particular, and asserts that the genuine notion of behavior detrimental to health or the 

systematic ignorance of particular social actors towards preventive offers, for example, cements a view of 

domination that does not take note of differentiated rational (counter-)drafts (I go to the doctor when I am 

ill, not before, etc.) or devalues them as deviant, irrational, etc. It is precisely this analogy between illness 

or lack of health competence (deficit) and deviance (understood and defined as normatively questionable 

or legally punishable practices) that is at the heart of the third variant.  

This variant's strength lies in drawing attention to the discursive acts of constitution and construction 

interwoven with mechanisms of domination, for example, of the sick person, the person in need of 

empowerment, or, in our context, the individual with little health competence. In a certain respect, this 

perspective is therefore also connectable to the considerations of justice theory from the spectrum of 

political liberalism briefly mentioned above, even if the theoretical foundation is quite contrary. This also 

points to a moment that is rarely mentioned in the application-oriented health sciences: The offers of health-

promoting or preventive courses that are supposed to lead to an increase in (population-wide) health literacy 

create their own demand, at least in part, especially among groups close to or accustomed to education, and 

divide the social world into social actors willing and unwilling to take part in courses (voluntarily). It has 

always been inherent in this classification that those social groups that have not yet been reached or 

addressed will be considered particularly important target groups for any measures in the future. However, 

underprivileged groups are usually labeled as difficult to reach, while other groups that are even more 

difficult to reach, such as the super-rich, Bundeswehr (English: German army) soldiers on foreign war 

missions or parliamentarians, are not mentioned, although their participation rates are likely to be 

significantly lower than those of underprivileged groups. An end-to-end differential perspective would be 

considerably more cautious here because it does not want to see the spectrum of what is considered an 

individual conception of the good, restricted by advanced standardization. 

But however strong the (also epistemological) skeptical arguments of such a discourse-theoretical or 

deconstructivist perspective may be, for example, in the analysis of the construction of social groups, the 

standardized conception of health-promoting behavior, or the deficit constructions of current health 

competence models, they always find a certain objective limit in the unequal mortality rates of different 

social groups, such as social strata, men as opposed to women, or ethnic or minority groups. A radical 

constructivist variant, which, for example, out of an impulse critical of the ruling class, does not regard 

alcoholism as a problem but simply as an alternative life plan within the framework of a different conception 

of the good, must include the entirely material references of a shortened life span and the strain on social 

relations in order not to become ideological itself. Moreover, it is precisely in this field of tension between 

symbolic domination through healthism (Kühn 1993; Bittlingmayer and Bauer 2007b; Schmidt 2017) and 

material health inequality between different life plans and deficient resource endowments that health 

competence research must also act from our perspective if a proper understanding of health inequalities is 

to be achieved, even in the context or in the form of unequal health competence. In the following section, 

which concludes the chapter, we will define our perspective on health literacy research more precisely. 
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4.4 The dialectics of deficit and difference as a theoretical framework for health competence 

research 

In this chapter, we have so far provided an immanent critique of the deficit-oriented health literacy 

research perspective along with the most common measurements and models and have shown that the 

sorting of people or children, adolescents, and families along a single linear dimension of competence is 

problematic (Section 4.1). We then briefly presented the theories and perspectives of the sociology of 

inequality and the theory of justice that point to the complexity and multidimensionality of social inequality 

relations. In addition, we pointed out that, especially against the background of the plurality of concepts of 

the good life, more than one variant of successful life plans is to be expected, but rather an enormous 

heterogeneity of differently weighted capabilities as components of concepts of the good life (Section 4.2). 

As we have further elaborated, the consideration of a difference perspective within health literacy research 

can be associated with different theoretical strands that place differences in the place of deficit and empirical 

inequality to varying degrees and with varying degrees of radicality. According to our core argument 

developed so far, the multidimensionality of social inequalities must be given just as much attention in 

health literacy research as the heterogeneity and differences in ideas of a good life.  

The consideration of cultural heterogeneity in the broadest sense and symbolic dimensions of power is, 

according to our further argument, for conceptual and theoretical reasons neither within the written 

language performance tests (REALM, TOHFLA, etc.), which are dominant in the context of health care 

nor within the psychometric health literacy scales based on self-reporting and self-assessment (HLS-EU-

47 scale, HELMA, The Calgary Charter on Health Literacy scale, etc.), which are now widely used. 

Especially when a broad understanding of health literacy is taken as a basis, as is common in current 

comprehensive health literacy models, quantitative empirical measurements cannot catch up with the 

implicitly addressed dimensions of action. We can refer here once again to the conclusion of the systematic 

literature review on the precise measurement of health literacy in children and adolescents by Michael 

Ormshaw and others, who summed up in their study: "When this broader view of health literacy is 

considered, it is clear that none of the 16 selected studies provided a comprehensive assessment of health 

literacy" (Ormshaw et al. 2013, p. 450). 

In the contributions, which are now hardly manageable, this aspect is reflected in an increasing number 

of publications that emphasize the importance of the social context in which health literacy-relevant 

attitudes (rare action) are embedded and in the emphasis on the difference between attitudes and actions 

(e.g., B. Chinn 2011, p. 65; Okan et al. 2017b, p. 11-16; Paakkari and George 2018 passim; Wharf Higgins 

et al. 2009; Bröder et al. 2017, p. 20-21; Levin-Zamir et al. 2017). However, it is no coincidence that the 

calls for increased attention to the context have come primarily from the spectrum of conceptual and 

theoretical contributions and are comparatively seldom directly addressed and implemented in empirical 

studies. A rare example is the empirical research of Uta Papen, who has focused her research interest on 

the meaning of the action and meaning context within the application area of health literacy. According to 

Papen, health literacy is not reasonably understood as an isolated skill but rather as a practice directly 

integrated into social contexts: "health literacy is always situated" (Papen 2009, p. 28). In a study that 

included a large number of interviews (N=45) as well as ethnographic field research of selected 

interviewees (N=6), Papen was able to show that people with low literacy skills (usually due to recent 

migration) are not adequately described and understood in the field of health literacy when they are defined 

as having a deficit in health literacy due to their low literacy. She argues for a view of health literacy that 

is more in line with a strictly resource-oriented perspective because "it is important to see that patients, 
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including those commonly represented as having limited basic skills, are not without resources when it 

comes to dealing with the literacy and language demands of health care settings. (Papen 2009, p. 26) The 

observation of concrete actions within contexts of action almost necessarily provides a view of social actors 

as persons who are usually able to act in a resistant or affirmative way, but in any case, actively in contexts 

of action. Such research shifts the focus of analysis from the measurement of specific skills to the 

overarching forms of the meaning of subjects within contexts of action and the need for action (see also 

Okan et al. 2017b, p. 17). 

The second aspect of Uta Papen's analysis, which is central to our own study and further confirmed in a 

recently published similar study (Samerski 2019), is also mentioned in various other publications in 

different directions. The criticism of the individualistic bias of health competence concepts and orthodox 

measurement methods is formulated repeatedly (Chinn 2011; Bröder et al. 2017). In critically oriented 

studies on health literacy, especially on the health literacy of children and adolescents, it is pointed out that 

organizational embedding is more relevant than individual skills and abilities. Particularly when it comes 

to the idea of empowerment through health literacy promotion, supra-individual and formal structures and 

fields of action such as schools, kindergartens/daycare centers, or organizations such as sports clubs come 

into view, which should provide reasonable guidelines for individual (and family) health literacy 

development (Paakkari 2015; St Leger 2001; Chinn 2011; Paakkari and George 2018; Wharf Higgins et al. 

2009). In this variant, it is pointed out above all that the organizations have a massive influence on the 

individual's options for action, and therefore - in analogy to the classical setting perspective of health 

sciences - the organizational structures should be changed with regard to maximizing health literacy 

development. In a similar vein, the most recent indications and considerations aim to link health literacy 

development more closely with community or district-related interventions and give much more importance 

to the community level (e.g., Levin-Zamir et al. 2017; Okan et al. 2017b).  

However, the perspectives of Uta Papen (2009) and Silja Samerski (2019), which can be directly 

connected to our own study, go beyond remembering the meaning of formal or supra-individual contexts 

of action in a specific way. Papen criticizes not so much the overly individualistic perspective of analysis 

but rather the entire notion of a singular - in Taylor's terminology: atomistic - individual who possesses 

individual abilities and skills. According to Papen, health literacy does not refer to an individual but to a 

"shared resource frequently achieved collectively by groups of people, for example, families. [...] One of 

the most common strategies [...; of people with limited literacy; the author] was to draw on others who 

could help them with the literacy tasks involved in dealing with ill health. They drew on family members, 

friends, and neighbors as literacy mediators. (Papen 2009 p.19 and p. 27) This means that the measurement 

at the level of an individually completed self-report or a written language performance test does not 

represent a realistic assessment of the repertoire of actions of individual persons, be they adults, children, 

or adolescents. This systematic shortening has already been worked out for action in Papen und Walters' 

care area (Walters und Papen 2008). All the more reason for a perspective that is not based on isolated 

individual action but on its necessary social, institutional and situational embedding if the health 

competence concept is transferred beyond the provision of health care to the realm of everyday life.  

The problematic theoretical and conceptual foundations of mainstream health literacy research are 

clearly identified in the two reference studies. Methodologically, therefore, they have taken a different path 

and have primarily conducted qualitative, semi-standardized interviews, from which both studies draw 

conclusions about everyday practices. Papen also conducted ethnographic research and accompanied six 

persons, primarily in the field of health care. If the argumentation we have developed so far is at least 
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partially correct, there is a serious lack of studies that analyze the contexts in which health competencies 

are transformed into action in everyday practice. This calls for ethnographically based monitoring, which 

should take place in real-life environments - the home environment, non-institutional everyday life, group-

specific gatherings, or family interactions - if possible, in order to explore the interplay between individual 

action, opportunity structures, and restrictions on the action, social embedding, and social framing more 

precisely than would be possible with standardized instruments. 

With the projects ELMi and ELiS, we have tried to catch up with these perspectives. In doing so, we did 

not fall into the fallacy of developing and conducting health literacy research that is now correct and better 

than questionnaire research. As we have seen above, we work with standardized surveys to measure the 

unequal distribution of individual resources for action. Instead, we wanted to use primary research to find 

out more precisely what we see exactly when we look in a (methodologically) different way. An 

ethnographically based reconstruction of the spaces for action - in our studies: of young refugees from 

Afghanistan, young people with a Turkish migration background in Germany, and Latin American migrant 

families with young children in Switzerland - is a great challenge even for a theoretically well-informed 

practical or practical-theoretical perspective.  

Theoretically-conceptually, the spectrum of difference and deficit, which we understand in our studies 

as a dialectical one in the sense of Theodor W. Adorno's negative dialectic, is once again of great importance 

in this context. This means, firstly, a concentration on the analysis of mediation processes of widely 

divergent and, in part, contradictory initial motives and, secondly, the maintenance of a relationship of 

tension decisively initiated by two contradictory concepts, without the premature dissolution of one of the 

two poles (cf. also Müller 2011), in full awareness that both poles, in their conceptual purity, represent 

ideologies as soon as they are extracted and released from the relationship of tension. In concrete terms, 

this means for the interplay of deficit and difference that, with regard to health literacy, it is to be expected 

that deficits - with varying degrees of probability among different groups of actors - will indeed be identified 

in the most diverse areas and fields of action, the ignoring of which would suggest a misunderstood idea of 

solidarity with persons and groups that are weaker and underprivileged. Deficits, such as those expressed 

in the spectrum of individual or family resources for action - along the lines of income, educational 

resources, or even written language and health skills - must necessarily be made visible as such. This is the 

independent and irreplaceable justification of a perspective that analyzes the unequal distribution of 

resources for action. 

It becomes problematic, however, when individuals or groups of people are exclusively committed to a lack 

of resources. In this case, all the available individual and group-related resources for action and 

competencies that were not part of a usually specific measurement are faded out, and the spontaneity and 

creativity of human action are, in principle, suppressed (Joas 1996). The adoption of a perspective of 

difference is also necessary because health literacy research must not blindly adopt the scientific 

constructions of highly and low-competence subjects without running the risk of simply reproducing 

inherent symbolic power relations and thus counteract the critical visualization of specific competence gaps 

within the framework of the deficit approach. These symbolic power relations consist, for example, of the 

fact that persons with low literacy and/or low health competence are denied the ability to think and act as 

complexly as "high scorers". Furthermore, the fact that an unreflected deficit perspective always promotes 

a meritocratic distributional logic that, at the end of the chain of justification, explains the different high 

salaries and the resulting different levels of action resources with the different individual competencies and 

thus legitimizes them at the same time - a simple circular argument. Finally, a closely related parallel 
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problem that is now also appearing more frequently in health literacy literature (for example, in Okan et al. 

2017b; Paakkari and George 2018; Bittlingmayer and Sahrai 2019) is that structural problems and overall 

social injustices are reformatted as individual competence differences (Bittlingmayer 2016). This almost 

necessarily installs a "blaming the victim" accompanying process that simply reverses the responsibilities 

for structural disadvantages.  

For all these reasons, which are only cursorily explained here, we believe that a deficit perspective must be 

conveyed with a difference perspective that emphasizes the identification of existing resources and 

competencies and is in the tradition of a salutogenic or critical-pedagogical perspective. The adoption of a 

difference perspective stands first of all for the perception and acceptance of cultural differences in the 

broadest sense (see also the strong anthology by Schmidt 2014). With such a perspective, it is no longer 

possible to propagate one-dimensional behavioral guidelines without interruption nor to maintain the 

construction of a single sensible health-oriented lifestyle. In principle, the life concepts pursued in the 

lifeworld are to be regarded as equally important, and the concepts of the good life of individuals, families, 

or social groups are to be respected and respected. Thus, an understanding and a more reconstructive 

strategy with regard to existing health competencies that are relevant in everyday practice are more firmly 

in focus. 

However, strengthening a perspective of difference has its limits. First of all, it should be kept in mind that 

the relationship between deficits in action resources and differences in life plans and action strategies is not 

symmetrical. Here it is still true that social structures exercise a preponderance, a clear dominance, over the 

superior number of members of society. Tracing available action resources of underprivileged groups 

should not make the complementary mistake of constructing an autonomous, formerly underprivileged 

subject at the end of the construction of difference. Moreover, it would be foolish to try to undermine the 

symbolic hierarchies and power relations inherent in everyday practices and lifestyles (as Bourdieu did in 

1982, which is still the main reason for this) by using health literacy research to raise the acceptance and 

recognition of the life practices of disadvantaged social groups in a sustainable manner. This fails to 

recognize the sharpness of existing symbolic class struggles, which cannot be silenced with references to 

the fundamental equality of different lifestyles. 

From what has been said so far, some central orientation marks can be formulated for the research we are 

pursuing into the everyday framing of the health skills of young people with a migration background or 

who have experienced flight and migrant families with young children:  

1. We are breaking new ground (at least) in (German-speaking) health literacy research with 

ethnographic research on the health literacy of migrant youth and migrant families as embedded 

social practices outside the classical institutional settings of observation, such as the provision of 

care or educational institutions. 

2. We pursue a dialectical perspective between difference and deficit, which, primarily in the tradition 

of salutogenesis, attempts to identify the existing resources and competencies for action without, 

however, overlooking the structural and situational barriers to which the persons we 

ethnographically accompany are exposed. 

3. Our aim is not to establish the best health literacy research of all time but, above all, to find out 

more precisely what comes into view when people are accompanied for several months and try to 

determine the existing competencies, contexts of action, opportunity structures, and barriers to 

action more precisely. 



Bittlingmayer et al. 2020: Chapter 4 – Theoretical Considerations 

In the following chapter, we will introduce our methodological approach before focusing on individual case 

studies. 
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9. What do you see when you look at things differently? On the potential for knowledge in 

ethnographic health literacy research 

This study is, first and foremost, a project report of a study conducted within a larger BMBF 

network for research into the health literacy of children and adolescents (www.hlca-consortium.de) 

(see also Zamora et al. 2015). The basic idea of the ELMi and ELiS projects was to 

ethnographically research the health literacy of young people with migration background, later in 

a sub-project health literacy of adolescents with their refugee history and of migrant families with 

young children. This basic idea itself was motivated by two reasons: First, in 2014, when we 

developed the projects (and partly until today), the state of research on health literacy of children 

and adolescents (in German-speaking countries and internationally) was described as very scarce 

and incomplete (Zamora et al. 2015; Okan et al. 2015; Bröder et al. 2017; Bröder and Carvalho 

2019). This situation, to which the numerous papers from the HLCA consortium have made a 

visible contribution, has meanwhile changed significantly, and the body of research has grown 

substantially - we have presented the current state of research on health literacy of children and 

adolescents in detail in chapter three. On the other hand, the existing models of health literacy 

were and still are, in our view, too strongly founded in cognitivism and are based on a problematic 

decision-theoretical model that constitutively links action with finding, understanding, and 

applying information and thus ignores both social situatedness (regardless of age, regardless of 

context) and the largely preconscious structure of everyday action (Schütz 1971; Schütz and 

Luckmann 2003; Goffman 2008; Bourdieu 1982b, 1979). In this study concerning research on 

health literacy, we wanted to address the "challenge of an extended concept of context," as Ullrich 

Bauer (2019a, p. 577) puts it, "which should rather focus on the entire range of social embedding.“ 

To this end, we elaborated on the basic cognitivist tendencies of health literacy definitions and 

models in the second chapter. We then concentrated on highlighting their limitations and 

theoretical implications in chapter four (Papen 2005, 2008, 2009). Finally, in the fourth chapter, 

we outlined a "negative-dialectical model of health literacy" that takes up the tension between 

health literacy deficits, which can hardly be denied and are associated with social and health 

inequalities, on the one hand, and a perspective of difference on the other hand, rather than 

resolving the tension. 

In this way, we formulated a theoretical claim that cannot be taken up and implemented empirically 

without interruption. In chapter five, we set out this theoretical claim in greater depth within the 

context of methodological considerations. We linked it to the question of what exactly comes into 
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view in the attempt to look differently, i.e., ethnographically, at the health literacy of refugee male 

adolescents from Afghanistan, girls with a Turkish migration background, and families with a 

Latin American migration background and young children. We do not want to generate any new 

insights in the final analysis that are not already visible in the case studies presented, nor do we 

want to simply repeat what was developed in chapters six through eight. Rather, we want to include 

three motives that seem to us particularly worthwhile here. First, we want to take another look at 

the relationship between "analog" and digital health skills among young people (Section 9.1). We 

will then re-examine the concept of family health literacy (Section 9.2). Following on from this, 

in the concluding thoughts, we will once again present a generalized perspective, which, in our 

view, ties in with the theoretical considerations and the ethnographical case studies from the 

ELMI/ELiS projects (Section 9.3).  

 

9.1 The relationship between analog and digital health literacy among young people (with a 

migration background) 

The health literacy concept began its triumphant march out of the care system and in the slipstream 

of the major literacy studies in the 1990s (Nutbeam 2000; Okan 2019a, pp. 24-25). From there, the 

concept has been continuously expanded, increasingly stripping away the healthcare-related corset 

and expanding the scope of health literacy to include everyday life and nasopatial domains 

(Nutbeam 2000, 2008; Kickbusch 2002; Sørensen et al. 2012a). In parallel to this - in addition to 

the enormous appreciation of the health literacy approach in health policy in the last ten years (see, 

for example, WHO Europe 2013; The Scottish Government 2014; Saboga-Nunes et al. 2019; see 

also the contributions in the third part in Okan et al. 2019a) - two further developments took place 

- on the one hand, in the course of the review of health inequalities, target groups were identified 

which should be addressed with programs promoting health literacy programs in order to reduce 

health inequalities. In the case of older people and seniors, a strategy of catch-up development is 

more likely to be pursued, while in the case of children and young people, the focus is on 

prevention. On the other hand, there has been a simultaneous specialization, differentiation, and 

expansion of the concept of health literacy, which, despite some conceptual efforts (see, for 

example, Sørensen et al. 2012a), has not yet been theoretically caught up.  

The contradictory development of a simultaneous expansion and specialization of health literacy 

refers, for example, to concepts developed later, such as food literacy, diabetes literacy, or eHealth 

literacy, which are intended to transfer health literacy to more specific fields of application and 

represent specialization and differentiation. In the case of eHealth Literacy, however, it is at the 

same time an extension because eHealth Literacy, according to the standard model of Norman and 

Skinner, which is still in use today, but also the further developments, is based on Health Literacy 

itself and thus represents an extension (Norman and Skinner 2006; Soellner et al. 2014). As a rule, 

the relationship between "analog health literacy" and digital health literacy is determined in such 

a way that "analog health literacy" potentially limits the scope of digital health literacy. "The full 
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potential of e-health to improve users' health, however, may be limited by users' health literacy.” 

(Mackert et al. 2014, p. 517) 

Based on our two ethnographic case studies, we believe that the existing relationship between 

health literacy and eHealth literacy for young people needs to be revised. This is because the 

traditional notion of young people using their smartphones separates this activity from the rest of 

their everyday activities on the grounds that their actions take place in the digital world. In fact, 

smartphone use in the everyday lives of young people (and not only young people) is not designed 

in such a way that they are consciously and intentionally thinking about leaving the analog world 

and entering the digital world in its place. If therefore, health literacy in the realm of objects is not 

to be limited exclusively to the area of health care and the dimensions of the living world become 

part of the subject area of health literacy, then this is certainly momentous. In the context of 

everyday life, both dimensions are inseparably intertwined, even in contrast to the field of 

educational institutions such as schools. A separation into health literacy and digital health literacy 

can, therefore, perhaps still function as an analytical separation. However, the theoretical 

maintenance of different competence areas within the youth's living environments seems arbitrary 

and no longer convincing. This is probably the correct core of the otherwise somewhat problematic 

generational description of (children and) young people as digital natives.  

The feedback of the digitalized world is particularly important for young people's behavior and 

emotional states. From the field studies, we know that news from the WhatsApp group of the 

mosque community, for example, had immediate consequences on the behavior of the two girls of 

Turkish origin. In the case of the Afghan refugee boys, communication with family members 

remaining in other countries was particularly emotionally stressful because, in the context of the 

poor security situation, conversations with uncles, aunts, and cousins repeatedly expressed the 

oppression of those who had not (yet) fled and left the (successful) refugees with a mixture of 

worry and bad conscience. These feedbacks obviously have health-promoting or health-burdening 

consequences, but they can no longer be meaningfully associated with a description of health 

literacy that is differentiated in analog and digital. It remains to be seen to what extent this 

entanglement observed for members of ethnic minorities is also found in other social groups - but 

in our view, however, it can be assumed that the young people we observed are not particularly 

different from their peers in this respect. 

9.2 Family Health Literacy (narrow and wide) 

A second motive, which we will discuss in more depth in the last section, relates to the concept of 

family health literacy, which plays an extremely marginal role in the large number of publications 

on health literacy in recent years. This is particularly surprising, especially because health sciences 

generally agree that the family is the most important institution in the context of health 

socialization and that early acquired preference patterns, lifestyle elements, and behaviors can only 

be corrected with great difficulty in the course of a later biography (cf. the instructive study Bauer 

2012b; for the health literacy context see, e.g., Okan 2019b). Paradigmatically, Peter-Ernst 

Schnabel already stated in the early 2000s in a book on the relationship between health and family 
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"that there are no more important and suitable instances of intervention than the family in order to 

achieve a maximum of health-protecting effects with much less effort than that which must later 

be exerted in school or at work. (Schnabel 2001a, S. 13) But Schnabel was and remains one of the 

few sociologically oriented public health researchers who systematically dealt with the family as 

a health resource.  

Overall, it can be stated that family and family health are largely ignored while, at the same time, 

their fundamental importance is recognized. This is not only a phenomenon of health literacy 

research in the narrower sense; even in the relevant overarching health science studies, the 

description of family contexts of action remains strangely superficial and meatless (e.g., 

Dippelhofer-Stiehm 2008; Hurrelmann and Richter 2013, pp. 182-185). From the public health 

perspective, the family comes into view primarily as a transmission belt of health inequalities, as 

a socialization instance in which more or fewer resources for action are available for the healthy 

development of the next generation (Hurrelmann and Richter 2013).  

At this interface between socialization and inequalities, the family is well and specifically 

connectable in the context of health literacy research since it can be critically noted concerning 

this that, especially in childhood, health literacy can hardly be conceived as an individual 

endowment. In this context, we have already pointed out in the third chapter that the concept of 

health literacy in children and adolescents remains dependent on the overall family situation (Bau-

er 2019a argues analogously). Furthermore, we pointed out that while families are negotiated as a 

particularly valuable resource for developing children's health literacy, the promotion of family 

health literacy is subject to institutional redirection. Rather than strengthening families themselves 

directly, strategies for strengthening family health literacy focus on educational settings such as 

daycare centers and schools, hoping to have indirect effects on families (Okan et al. 2017b; 

Simovska et al. 2012; Paakkari 2015; Paakkari and George 2018; Maier and Felder-Puig 2017). 

At the end of our study, we would again explicitly plead for a direct concept of Family Health 

Literacy that adequately takes note of the insights of socialization research, family sociology, 

childhood research, and health literacy research at the theoretical level and catches up with the 

life-world reference and dialectic of deficit and difference on the conceptual level. This would be 

a narrow understanding of Family Health Literacy, which in our view, needs to be worked on 

urgently and for whose necessity the case study of Swiss families with small children and Latin 

American migration background provides sufficient arguments in our view.  

At the same time, we consider such a Family Health Literacy concept as not sufficient for families 

with young children as a reference group, rather, it requires a specific extension. Based on our two 

case studies with adolescents, the importance of family in general and health, in particular, became 

noticeably clear in adolescence. Without wanting to overgeneralize here, the motive of detachment 

from the family in adolescence seems to us to be the central focus in the relevant youth sociological 

studies. In one of the early standard contributions on this subject, Berhard Schäfers (1998, p. 123), 

for example, states that the "processes of distancing and detachment of the adolescent from the 

family of origin, which, according to their duration and significance, are an essential criterion for 
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youth as a phase of life in general". The notion of youth as a definable phase of life and a social 

science subject area with its own problems on the one hand, and the late revenge of an 

individualization thesis eagerly embraced in youth research, which proclaimed the declining 

importance of family and milieu of origin, on the other hand, are two possible explanations for the 

surprising absence of the family as a sociological framework for analysis of youth. 

The increasing importance of the peer group in the course of socialization is completely unaffected 

by this as long as it is not linked to the paradigm of family detachment, which is problematic in 

our view. In our two ethnographic studies on adolescent health literacy, peers also play a very 

visible role in health socialization. However, this does not substitute for family socialization 

influences but simply adds to them. As trivial as this may sound, on the one hand, the doubling of 

socialization effects (as opposed to replacement or substitution) is just as consequential when it 

comes to youth health promotion or health literacy development. These considerations show that 

it is not particularly expedient to define young people as an isolated target group for any 

intervention and promotion program. Instead, the ongoing intergenerationality must be considered, 

even with the enormous increase in the importance of peers. For this reason, we advocate a 

comprehensive – and certainly yet to be reasonably developed – concept of Family Health 

Literacy, which is not limited to families with young children, but equally addresses families with 

adolescents as well – and then directly. 

The last section will examine existing research gaps and further implications for interventions to 

increase health literacy among families, children, and adolescents. 

9.3 Concluding remarks 

From the theoretical considerations and the case studies presented, the perspective to be pursued 

further is intergenerational health literacy research, which closely follows the paradigm of 

socialization research. The salutogenic question must be in the center: how exactly generalized 

resistance resources develop, how the sense of coherence works in practice, and how socializing 

conditions of success or family compensation possibilities can be identified?  

Along the lines of the criticism of the lonely and well-informed health decision-maker (Bittlingma-

yer and Bauer 2007b), ethnographic studies would have to be extended, taking the social 

embedding of health competence and health action (Bauer 2019a) in an appropriate way seriously. 

A reference study for such an endeavor would be the work of Annett Lareau (2003), who 

accompanied families in everyday life and elaborated on the different situated and socially relevant 

mechanisms of action in the reproduction of social inequality. For health sciences, it would make 

sense to cooperate much more closely with social work in research and development projects 

because a tradition of ethnographic family research has been established for a longer time, the 

subject areas of both sister disciplines overlap considerably, and social work urgently needs to be 

clarified from a health-scientific perspective. Another interesting ethnographic reference study is 

provided by Alice Goffman (2014), who moved to a disadvantaged and stigmatized, African 

American-dominated neighborhood in order to gain better insights into the mechanisms of racism, 

social domination, and oppression. This approach would perhaps also be appropriate when it 
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comes to sounding out the (existing or missing) health options of stigmatized neighborhoods. Such 

ethnographic studies, which are in the urban sociological tradition of the Chicago School, should 

be extended to German public health. In the future, however, it would also seem advisable for 

health sciences to draw on their multidisciplinary heritage in order to cooperate more closely with 

other disciplines, such as social and human geography, architecture, and urban planning, or, as 

mentioned above, social work. As an overarching goal, a kind of interdisciplinary materialism of 

health research could be established, in which theoretical reflection, empirical research, and the 

development of practical interventions are self-evident parts of the joint project to develop a 

healthy society.  

Part of the perspective of a healthy society would certainly be the large-scale equipping of the 

population with health competence. However, the normative line of flight would turn the majority 

of existing health literacy concepts upside down. Recently, health literacy works - especially for 

families, children, and adolescents - somewhat inverted ways. Inverse health literacy means when 

it is not the food industry that is changing over to healthy eating, but individual health competence 

that is needed to avoid the risk of illness; or when working conditions are not organized as stress-

free (and family-friendly) as possible, but the population suffering from a high concentration of 

work (with high structural unemployment) books additional yoga courses to maintain 

employability. In current models, high health literacy entails an equally high degree of asceticism. 

To put it mildly exaggerated, someone proves to be particularly competent in health matters if he 

or she does not take advantage of the incredible range of goods and services available in 

industrialized countries. 

Because it has not been possible in the last thirty years to implement the marvelous motto of the 

WHO Ottawa Charter, "making the healthier way the easier choice!“ This criticism has been 

formulated repeatedly (see, among others, Schmidt 2008, 2017; Brunnett 2009; Kühn 1993; or, 

from a socio-epidemiological perspective, Pickett and Wilkinson 2015; Wilkinson 2005; 

Wilkinson and Pickett 2010) and is anything but spectacular. However, a health competence 

concept could be spelled out from here, at least theoretically, in which health literacy is analogized 

to criticism of society and power. The path to a changed social (and industrial) practice is, of 

course, easier with another theoretical concept: "It requires [...] many innovations of family, 

educational, labor market, housing, social and tax policy scope, introduced in a detour via 

alternative projects with imitation value, in order to make actual health in the form of health-

promoting living and working contexts a reality. (Schnabel 2001a, S. 11-12) However, the 

reminder of the Ottawa Charter’s ultimate perspective and implementation efforts, although 

limited in view of current national and international relations, are always worthwhile in our view. 
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Background: Migrants and refugees often have low health literacy (HL), 

which negatively affects their health. Adult second language courses (SLC) 
(e.g. in Germany) are suggested as promising settings for improving HL, but 

empirical evidence is rare.

Aim: To analyse the nature and process of promoting HL in German SLC 

and to derive implications.

Methods: We systematically analysed the eight latest textbook series appro-

ved by the German Government and discussed it considering adult educa-

tion and health promotion principles.

Findings: The health topics discussed do not cover newcomers’ major 

health needs. Communicative situations on health are complex and require 

multiple linguistic skills, most activities do not support an in-depth, critical 

study of the health content and rarely use assets, e.g. plurilingual and pluri-

cultural competence. 

Conclusion: Promoting HL in SLC is possible and recommendable for other 

countries. However to further unfold its potential, the limiting regulations and 

conditions must be improved.  

1. Introduction

Migration is a global phenomenon and a challenge for newcomers and the host 

society, e.g. in housing, employment, education and health sectors. To integrate 

and learn the language, good health is an advantage. However, the health of 

migrants and refugees is often negatively affected by conditions before, during 

and after migration, and migrants remain at high risk to develop severe diseases 

(Razum 2008). This is partially explained by financial, language and cultural 
barriers to health care, unhealthy behavior, unfamiliarity with the health care 

system, underutilization of preventive measures, and poorer health literacy 
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(Philippi et al. 2018; Kickbusch 2013; WHO 2018). Health literacy (HL), the 

“knowledge, competence and motivation” of a person to successfully deal with 

health information (Sørensen et al. 2012), is distinguished on three levels: fun-

ctional, interactive and critical (Nutbeam 2008) and a situated social practice 

shared among people (Papen 2009; Bittlingmayer et al. 2020). Since HL is a key 

determinant of health (Paasche-Orlow and Wolf 2007), promoting it through 

health education is essential. Despite the attempts of improving migrants HL’ 

through multilingual leaflets and intercultural training for health professionals, 
migrants are still considered difficult to reach. However, a promising venue for 
health (literacy) promotion is the second language course (SLC) (WHO 2018; 

Altgeld 2018). Depending on the country, SLC differ in terms of structure, tar-

get group, objectives, participation modalities (voluntary or compulsory), and 

payment (free, self-paid or paid by the state). 

Since its introduction in 2005, the standardized so-called “integration cour-

ses”, German as a second language courses (GSLC) have become important be-

cause most newcomers or migrants with low German skills are allowed or obli-

ged to participate in it (BAMF 2019a). The principal objective of the 700-hour 

integration course is to familiarize learners with German politics, history and 

culture and to acquire German language skills up to level B1 of the Common 

European Framework of Reference for Languages (CERF) (Council of Europe 

2018). Language skills are not taught abstractly but as communicative situations 

in twelve areas of everyday life including health (Goethe-Institut e.V. 2016). It is 

therefore plausible to assume that GSLC can play a vital role in enhancing HL 

of newcomers. Looking at SLC and HL generally, the narrative review by Chen 

and colleagues summarizes that SLC can effectively promote HL, but are highly 

heterogenous regarding topics, learning goals and methods (Chen et al. 2015). 

Moreover, the role of health (literacy) promotion in SLC is diverse. Overall, 

the setting of SLC can serve various health-promoting functions: a welcoming 

place where people can relax, connect and establish friendships, feel valued, find 
a meaningful activity, exchange information on health and can improve their 

HL and general skills, self-efficacy and sense of coherence (Adkins et al. 1999; 
vhs Baden-Württemberg e.V. 2011; Singleton 2003; Rudd and Moeykens 1998). 

Through collaborations, health professionals can give talks on specific topics, 
do screenings, and establish connections to other institutions (Lee et al. 2010). 

Nonetheless, SLC can affect the health of migrants, teachers and administra-

tive staff negatively. This is the case in Germany, where GSLCs are mandatory. 

Students have only 600 hours (à 45 min) to acquire the language level B1, and 

passing the final exam is a requirement for applying for permanent recidence. 
This consequence and the time pressure has enormous effects on students’ con-

centration and health. Moreover, the educational staff is burdened with high 
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administrative requirements and teachers are confronted with high fluctuation 
and heterogeneity, poor working conditions and the participants’ burdensome 

life stories (Kovacic 2018) Within these two contradictory poles health (educa-

tion) in language in GSLC is situated. These poles only mark the boundaries but 

do not reveal how SLC promote health (literacy). 

To contribute to the growing body on HL and migrants and HL interven-

tions, we conducted several studies in the research project SCURA1. The aim of 

this study was to analyze the nature and process of HL promotion in SLC on a 

microlevel and to draw conclusions for HL promotion by comparing it to other 

studies. The findings of the study may be of interest to educators, textbook 
editors, policy-makers, researchers and health professionals to support and im-

prove HL purposefully.

Promoting HL in SLC is at the interface of health promotion, second langu-

age teaching and adult education. These disciplines have their own traditions, 

standards and methods. Firstly, health promotion focuses on the health promoting-

setting and on improving the individual’s health (literacy) e.g. through strategies 

such as ask-me-three, teach-back or plain language (Kickbusch 2013; Schaeffer 

et al. 2018) and encompassing knowledge, behavior, intentions and self-efficacy. 
Secondly, in second language teaching, the CERF provides the structure (Council of 

Europe 2018), the Framework Curriculum defines the content (Goethe-Institut 
e.V. 2016) and the curriculum of the Federal Office of Migration and Refu-

gees (BAMF) sets the standards and teaching approaches (Goethe-Institut and 

BAMF 2007) and functional pragmatism frames the understanding of HL (Eh-

lich 2011). Thirdly, adult education perceives adults as autonomous, self-directed, 

making use of their assets and linking relevant knowledge to prior experiences, 

other languages, and cultural preferences – described as plurilingual and plu-

ricultural competence (CERF) (Knowles 1973). Furthermore, the norms for 

adult health education are non-therapeutic, non-overpowering and controver-

sial (VHS n.y.).

Since GSLC are highly standardized and teachers use the very detailed text-

books as their main teaching source, textbooks provide a wealth of information 

on the topics, objectives, methods and use of learners’ assets regarding health. 

Therefore, we first analysed the nature and process of HL promotion in SLC 
and then discussed these in the light of the three disciplines and the empirical 

data on GSL. 

The research project SCURA belongs to the research association on Health Literacy in Childhood and 
Adolescence and is funded by the German Federal Ministry of Education and Research. The abbreviation 
SCURA stands for ‘structural conditions and the use of resources of disadvantaged adolescents to promote literacy, (e) health 
literacy and healthy life-style’. Its purpose is to explore GSLC and their contribution to promote health (literacy) and to develop 
appropriate interventions.
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While the didactical questions: who, from whom, when, with whom and for 

what purpose ( Jank and Meyer 2002) are answered by the literature (see box), 

the following questions remain: 

• What health (literacy) related topics are addressed in GSL? 

• What language competences are relevant for communicating about 

health? 

• What didactic and methodological principles guide the teaching of health 

topics and the development of health-related skills?

• How are personal assets – e.g. plurilingual and pluricultural competence 

– included? 

• What implications arise from this study for promoting HL?

2. Methods

We conducted a qualitative document analysis of textbooks for integration cour-

ses (Kuckartz 2012). In April 2019, the BAMF had approved 22 series of text-

books for use in GSLC (BAMF 2019b). Originally, six publishers had developed 

textbooks for the use in German as a foreign language courses for young people 

preparing for a study in Germany and not for GSLC with a heterogeneous 

audience. However, because of the migration of refugees to Germany, the pu-

blishers (re)designed new textbooks specifically for this target group. Therefore, 
we selected the only or the two most recently developed/updated and approved 

textbooks from each publisher. We reviewed the table of contents, selected each 

chapter related to health and analyzed its content systematically focusing on the 

main health topics, sub-topics, health-related language objectives, methods and 

the inclusion of people’s assets. Lastly, we discussed our findings considering 
the three disciplines and existing research on HL and GSL.

Sample: Eight textbooks and one online learning tool met the inclusion criteria 

(approved by the BAMF and the most recent series of textbook). Each series of 

textbook consists of 3 or 3 times 2 books corresponding to the language levels 

A1, A2, and B1 (CERF).

3. Results

Health content

The textbooks differ considerably in number of lessons allocated to health and 

covered health topics. The most frequent topics are doctor/health system (0.3-3 

chapters per series of textbooks), nutrition (1-3.3), physical activity (1-2), mental 

and social health (0-2) but also healthy environment and other health issues. Ta-

ble 1 displays the main topics, number of textbooks incorporating these topics, 
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Fact box

German is the only official language in Germany, a culturally and linguis-

tically diverse country with more than 25.5% (20.8 million) people with 

migration background (Destatis - Statistisches Bundesamt 2019). Until 

2005, many people with migration background had poor German langu-

age skills, partly because no standardized, state-supported GSLC existed. 

Thus, in 2005, the government enacted the Immigration Law and the In-

tegration Course Regulation, which stipulates that newcomers and people 

with limited German language may or must participate in an integration 

course (BMJV 2017). Commissioned by the Ministry of the Interior, re-

searchers conducted a qualitative study and developed a ‘framework cur-

riculum’ comprising five general fields of communication and twelve fields 
of action, including health (Goethe-Institut e.V. 2016). Based on this fram-

ework, publishers developed teaching materials that were then approved 

by the Federal Office for Migration and Refugees for use in integration 
courses (BAMF 2019b). 

A standard integration course consists of 700 units (45 minutes each), star-

ting with six language modules, 100 units from level A1.1 to B1.2 (CERF) 

and closing with the ‘German exam for immigrants’, which certifies levels 
‘B1’, ‘A2’ and ‘below A2’. Additionally, the participants attend an ‘orienta-

tion course’ (100 units) focusing on politics, history and culture and write 

the multiple-choice exam, ‘Life in Germany’. Both certificates are required 
to apply for permanent residency; hence passing the test is the primary 

goal of most students. 

Since 2005, more than 2,153,493 people have participated in a GSLC. 

In 2018, 1707 institutions throughout Germany offered 14.538 courses, 

for 202,933 participants of which 58.6% passed the final exam with B1 
(BAMF 2019a). Except for having the same level of German language, 

the group of participants of GSLC is very heterogeneous regarding first 
language, age, educational and socio-economic background, national and 

ethnic origin, religion, work experience, motivation and aspirations, etc. 

(Hünlich et al. 2018). Successful completion is associated with German 

pre-knowledge, younger age, longer stay in Germany, higher educational 

attainment, more contacts to Germans (BAMF 2017). Generally, empiri-

cal findings on GSLC are rare.
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numbers of chapters dedicated for each topic, and a specification of the topics. 
The books follow a thematic progression: Starting with nutrition, visits to the 

doctor, leisure activities (including sports) at level A1, deepening and extending 

to social health (friendship, conflicts) at level A2 and biography, work-related 
health (stress) and even climate at B1.

Table 1: Health topic addressed in the GSLC

The spectrum of health topics varies from a minimum of vocabulary for body 

parts and visiting the doctor up to talking about the system, specialists and 

treatment options. Common minor diseases such as colds, headaches and their 

treatment are discussed in all books, but chronic diseases, the importance of 

screening, and mental health are rarely addressed. Besides conventional medi-

cine, also alternative medicine for the treatment of minor diseases is discussed 

in two textbooks.

The analysis of the language objectives in the selected chapters on health re-

veals multiple language structures relevant to health communication. Generally, 

all tasks focus on teaching and applying vocabulary, syntax and grammar, which 

is necessary to decipher the doctor’s communication, read written information 

and express yourself effectively. Table 2 illustrates which language objectives 

are introduced with which health topics.
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Table 2: Language objectives relevant for communicating about health

The most prominent language objectives related to health were possessive pro-

nouns, imperatives and composites. Generally, language objectives obtain an 

overarching role, as seen in the table of contents, the chapter’s introduction 

page, its summary and self-assessment, that exclusively draw the student’s atten-

tion to language (language objectives) and fields of action, but not to the health 
content (e.g. information).

Didactic and methodological principles

In each book, the activities follow the structure to introduce, apply, deepen and 

review the language objectives in a (circular) progression within each chapter 

and across language levels. Each chapter starts with an introduction to the sub-

ject using real-life examples: pictures, stories, mind maps, comprehensive and 

open questions and a list of (language) objectives. Then, grammar and commu-

nication situations are introduced and gradually practiced with less ‘scaffolding’ 

(support from the teacher) and applied to other situations. Many lessons close 

with writing tasks and some pose open questions “what about you” (see below). 

Each chapter covers all four language skills, starting with receptive skills e.g. 

reading (stories, formula, leaflets, forum posts) and listening comprehension 
(stories, dialogues, radio, announcements, video clip), moving on to productive 

skills e.g. speaking (presenting oneself, own ideas, dialogues, role-plays), writing 

(sentences, advices, emails, searching online, about own ideas or experiences) 

and even interaction and mediation tasks (discussing, presenting). The last page 

of the lesson contains a review of grammar rules and sentence structures and 

even a brief self-evaluation ‘I can do’, ‘I know’. The content conveyed on the 
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chapter’s topic is summarized only on linguistic objectives (dialog with the doc-

tor) and not on their information. 

Assets 

Migrants possess various assets but here we limit the findings on the assets: 
experiences, languages, culture and tasks that address them explicitly. The first 
language is mostly excluded following the paradigm of learning a language th-

rough ‘complete immersion’. Only one book encourages the learner to use their 

first language to learn new words. 
All textbooks adapt their material to culturally diverse groups by using ima-

ges and names of people from different countries, which shall lead to support 

the identification with the situation in the textbook. However, some go beyond 
outward features of culture and utilize stories and experiences from people with 

culturally diverse backgrounds or statements to target divergent opinions on 

subjects.

Furthermore, other assets (e.g. prior experiences) of the students are excluded 

and only addressed at the beginning and at the end of a chapter or series of tasks 

by written instructions such as ‘What about you?’ generally or specifically ‘How 
is it in your home country?’.

4. Discussion

By comparing our findings with the principles of health promotion, of adult 
education and with other studies, we gained many insights and present the key 

findings here.

Health (literacy) related topics: GSLC addresses health topics but, apart from com-

munication with the doctor, does not cover the expressed health (information) 

needs of migrants: (chronic) diseases, structure of the health system, health 

determinants, using medication appropriately, pain and somatization, mental 

health, family planning or possible taboo subjects (menstruation, domestic vio-

lence) (WHO 2018; Philippi et al. 2018). Teachers and curriculum developers 

are reluctant to teach mental health and disease because they want to avoid 

imposing stress on students. Unlike the framework curriculum, publishers ra-

rely propose activities which compare the health system or understanding of 

health in the home and new country (Goethe-Institut e.V. 2016). Furthermore, 

role-plays portray the patient as obediently following the doctor or pharmacist’s 

instruction without (critically) questioning. Thus, HL is primarily understood as 

functional and interactive, but not as critical HL (Nutbeam 2008) HL is neither 

addressed as citizenship nor as self-awareness (Paakkari and George 2018).
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Language objectives: While the (narrow) discussion of HL revolves around the 

linguistic level of written health information, plain language and communica-

tion with the doctor (Kickbusch 2013), textbooks challenge this narrowness 

by depicting countless health-related everyday situations and highlighting the 

language skills necessary to communicate effectively about health in various en-

vironments (including online platforms). GSLCs go beyond vocabulary (Davis 

et al. 2006) and include grammar, intonation and common dialogue structures.

Didactic and methodological principles: The GSLCs main focus is to promote ad-

vancing language skills within communicative situations by introducing the si-

tuation, teaching the necessary words, expressions and grammar and providing 

multiple activities to practice it orally or written in increasingly more complex 

situations. However, neither drawing the learners attention to the contents (in-

formation, behavior, intentions…) nor empowering strategies to enhance cri-

tical thinking and self-efficacy such as ask-me-three or teach-back (IROHLA 
2015) are included. Furthermore, the standardized curriculum torpedoes the 

orientation of teaching design towards the basic values of adult education, such 

as participation in choosing the topics, methods etc.

Assets: Unlike proposed in the GSLC framework curriculum and the CERF and 

used in everyday life, the textbooks rarely support the use and development of 

plurilingual and pluricultural competence. Hence, GSLCs reduce the learners 

to their language skills, perceive them as deficient beings, “inmates”. Courses 
serve to “learn to be a good citizen” (Heinemann and Khakpour 2019), which 

adversely affects students’ wellbeing and health.

Implications

Teaching health in GSCL strengthens health communication skills; is non-criti-

cal; neglects the main health needs of newcomers, so expanding it e.g. with the 

help of health professionals is recommended. The HL-relevant situations are 

manifold and require a differentiated understanding of language, which should 

be acknowledged in the HL discussion. The potential of promoting HL with 

scaffolding and translanguaging is effective and worthy to be further explored 

and used also in the health sector. Standardization, time pressure and the (often) 

excluded assets are opposed to adult teaching principles and limit the critical 

(non-normative) discussion of the health topic. Nevertheless, as a mandatory 

course, the GSLC reaches many migrants, provides orientation and improves 

health communication, but by exclusively focusing on language, it reduces its 

potential to improve HL, health behavior and health outcomes broadly. No-

netheless, besides the curricula, time constraints and other strenuous factors, 
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each GSLC is unique and teachers and students can contribute to create a more 

health (literacy) promoting SLC (see introduction).

Limitations of the study

Promoting HL generally and specifically in SLC is a complex process, not yet 
completely explored by science and many factors play a role, including text-

books. This study is limited because it analyses the textbooks in-depth but it 

does not provide empirical data on how the materials are used, teachers’ other 

strategies to target HL or whether students take advantage of the health infor-

mation presented in the course. However, given the heterogeneity of students, 

teachers and institutions in GSLC and the standard textbooks used Germany-

wide as the main teaching material, analyzing textbooks as the source of in-

formation seemed an appropriate method to unravel the concept and teaching 

methods of HL. More studies on HL promotion in GSLC are conducted in the 

project SCURA. 

5. Conclusion

The German state-organized SLC for migrants are unique worldwide and a pro-

mising approach to promote HL. This qualitative study refined the understan-

ding of HL teaching in GSLC as improving functional communication skills on 

health topics in everyday situations. Targeting health in SLC does not automa-

tically improves (critical) HL or empowerment. Consequently, we recommend 

analyzing the content thoroughly, draw attention to the health topics and in-

clude interactive, asset-oriented methods (supporting translanguaging). Hence, 

we suggest training teachers to embrace HL as a critical skill and mediator to 

improve language learning and health outcomes and to collaborate with the 

health sector to address crucial but yet unaddressed topics. However, promoting 

HL in SLC can only be achieved sustainably if the regulations and conditions 

are also improved.
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A Foreign, Second Look at Health Literacy - What 

Second Language Didactic Can Teach Us  
 
Stefanie Harsch 

Abstract 
To develop effective health literacy (HL) interventions in a global, multilingual world, a sharpened 
awareness of the relationship between language and HL is essential. This paper invites us to expand 
our own perspective on HL through a foreign, second view, that of recent immigrants and second-
language didactics. In current recommendations for HL promotion, the linguistic challenges are met 
only through simple language and translation. Thereby, communication is mostly one-sided and 
promoting health-related language skills does not occur. In integration courses, on the other hand, 
these are intensively addressed both at the level of the linguistic building blocks, situations of practice, 
and values conveyed and are developed explicitly through methods such as CLIL, language-sensitive 
subject teaching, and scaffolding. As an effective approach, language-sensitive HL support contributes 
to greater independence and empowerment. 

 

1. Why a look at language and health literacy is necessary and worthwhile.  

Health literacy (HC) is an integral part of current public health programs, which is why in-depth knowledge 

of the concept of HC itself and its promotion is needed. Studies worldwide have identified factors associated 

with higher literacy, such as a higher level of education and an exceptionally good knowledge of the local 

language (Mantwill et al. 2015). Accordingly, functional illiterates are categorically attributed with low HL 

because of too low literacy skills, and people with a migrant background because of too low German 

language skills - measured against the requirements in healthcare (Philippi et al. 2018; RKI 2017; WHO 

2018). To improve HL, plain language is advocated globally as an all-rounder solution. However, Irving 

Rootman cautions that it is unclear whether it actually contributes to building HL and improving health in 

the long term (Rootman et al. 2008).  

However, due to the high relevance of HL, it is necessary to know what can sustainably improve HL. In 

order to answer this question, it is first necessary to clarify where the difficulties lie. Is the equation higher 

language level equals better HL true? Or is the equation use of simple language equals increased HL 

correct? (Cf. the WHO's HL equation (Kickbusch et al. 2016)). 

Three examples from the ethnographic study of the SCURA project raise questions about this connection: 

for example, there is a doctor from Syria who has a remarkably high level of medical expertise but initially 

cannot express this in the German language. Alternatively, the Afghan woman who is a quick learner of 

https://link.springer.com/referenceworkentry/10.1007/978-3-662-62800-3_124-1
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German could not go to school in her country of origin and could not fully develop her knowledge of health 

and disease treatment due to the lack of a highly advanced health care system. Alternatively, the immigrant 

mother who is dissatisfied because, despite a B2 language level, she can only inadequately communicate 

with the doctor and read the difficult-to-understand information on illness, treatment options, and financing 

modalities, but who, because of her child's illness, is highly motivated to attend further language courses in 

order to be able to best advocate for her child's needs and wishes. 

All three individuals, each with their own life situation and resources, would be attested to a low HL 

measured against Germany's health care system's requirements. These examples illustrate that the 

interaction between HL and language cannot be as simple as the equation but is extraordinarily complex 

and depends on multiple factors. What is the reason for low HL: language, knowledge, or other factors such 

as living situation, self-efficacy expectation, attitudes, or known behavior patterns? (Bröder et al. 2017; 

Harsch and Bittlingmayer 2020a). Although many studies raise the issue of the relationship between 

(first/second) language and HL, few make an effort to differentiate this. Therefore, as was the case 13 years 

ago, the status is to be assessed as "patchy" and "unclear" (Papen 2008) and the HL of immigrants as an 

"underestimated problem" (Zanchetta and Poureslami 2006). Only Andrulis and Brach clarify that the 

difficulties of people with low literacy, low second language skills, and low HL are not the same and each 

needs different approaches (Andrulis and Brach 2007). However, they fail to take into account three aspects. 

First, HL is always situation- and context-bound. Second, many immigrant individuals may belong to not 

just one but several vulnerable groups. Third, that language is significant for all three groups because health 

information is conveyed through language and the language's complexity significantly affects the 

comprehension process. 

However, why is an examination of the relationship between HL and language not only interesting but also 

essential?   

- First, after many years of measuring HL and formulating policy recommendations, it is appropriate 

to demonstrate the much-expressed potential of HL and programs to improve health, with language 

as the central mediating medium in interventions.  

- Second, the concept of HL requires it, as it is an ability to deal with health-related information. 

Since information is predominantly conveyed using language, a good understanding of the way this 

is conveyed is necessary. 

- Furthermore, the inflationary use of the term HL suggests this because it covers both writing skills 

and knowledge up to extensive competencies. However, to develop appropriate interventions to 

promote HL, this umbrella term would have to be differentiated and the underdeveloped 

subcomponents of HL of the respective person/group would have to be specified. This would also 

improve the still diffuse level of knowledge of the process of promoting HL (and not only 

knowledge).  

- Moreover, the composition of most societies in the 21st century urges us to consider (a second) 

language because they are not monolingual but multilingual. Therefore, the discussion of language 

and HL is important not only for actors in migration studies but also for all disciplines.  

In order to shed light on the relationship between HL and language, the perspective of one's discipline on 

health-related communicative action can be analyzed. However, this bears the risk of seeing only what is 

already known through one's own glasses. At the same time, the unseen can be made visible through a 
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second perspective. In this context, the perspective of people who have recently arrived in Germany and 

are learning German is a good choice since they have a special feeling for the cultural peculiarities inherent 

in language and communication. At the same time, second language didactics has excellent expertise in not 

only analyzing language and language difficulties but also in promoting (health-related) communicative 

action and can therefore provide valuable impulses for HL promotion. 

This paper draws on findings from the German Federal Ministry of Education and Research-funded 

research project SCURA, a sub-project of the collaborative Health Literacy in Childhood and Adolescence, 

which explored the role of health in language and integration courses and developed appropriate 

interventions to promote HL therein. 

This paper aims to explore the relationship between HL and language, take a more differentiated look at 

the widespread practice of HL support in Germany through a foreign and second look, and improve one's 

own interventions with the help of second-language didactics. Since the results provide detailed insights 

into the use of HL in Germany, the findings are significant not only for HL promotion among people with 

but also without a migration background. 

Successively, this article discusses the question of the relationship between language and health promotion. 

First, the perspective of public health on language will be analyzed and it will be shown how language is 

integrated and promoted in the recommendations on health promotion for migrants on the one hand and in 

health promotion offers for migrants on the other hand (2). Then, the specifics of (health-related) 

communication in German are analyzed on three levels based on integration course textbooks (3). Then, 

standard methods of second language didactics and how they can be used to promote HL are presented (4). 

Finally, the findings on language from public health and second language didactics are intertwined, 

practical recommendations for sustainable, effective, and language-sensitive HL promotion are discussed 

(5), and an outlook is given.  

2. The role of language in recommendations for HL and in offers for people with migration 

background 

In order to be able to recognize what is foreign, it helps to be aware of what is one's own. Thus, the 

relationship between HL and language is first captured from a public health perspective by analyzing the 

definitions, recommendations for HL promotion, and health promotion services for people with migration 

background.  

2.1. How can language and health literacy be thought of together?  

The approach to the relationship between language and literacy via their definitions shows that literacy is 

understood in many different ways. For example, in their systematic analysis of health literacy, Sørensen 

et al. list the following terms: Skills, Possession of requisite skills/Constellation of skills/Wide range of 

skills, Cognitive skills, Social skills, Personal skills, The ability, The capacity, The knowledge, The 

competencies, Motivation, Comprehension, Communication (Sørensen et al. 2012). Surprisingly, apart from 

Communication, none of these terms explicitly refer to language, whereas they all require language 

indirectly. Equally surprising is that no reference is made to written speaking skills such as reading and 

writing, even though these are the basis for assessing HL in some HL tests such as REALM. However, all 

definitions have one thing in common: they revolve around information and the skills to (successfully) deal 

with that information. This information is conveyed in language, requiring receptive speaking skills such 

as reading and listening and productive speaking skills such as writing and speaking and participating in 
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the conversation. All of these require language and shared language at that. A close examination of the 

word language differentiates four different meanings according to the German Duden. First, "the ability of 

man to speak; speech as a disposition, as a possibility of man to express himself." Second, in general, 

"speaking; speech." Thirdly, "A) way of speaking; voice, manner of speaking; B) mode of expression, style" 

as well as fourthly, "A) (historically originated and developing) system of signs and rules that serves a 

language community as a means of communication; language system B) system of signs (that serves 

communication or the like)" (Duden 2021). While the first two meanings are general and context-

independent, the last two are related to the historical development and how a society expresses itself or how 

the language community communicates. According to this, language is something invented by humanity 

and thus something cultural. In this context, language can take on a variety of forms of expression, such as 

dialects and sociolects, but also linguistic registers, even within a single country. For example, 

communication in a hospital is strongly characterized by technical language, which is precise, out of 

context, abstracted, and often text-based, whereas when talking about how one is feeling among family or 

friends, everyday language is used, which is oral, every day, concrete, context-bound (Efing 2014). 

Although both situations use language, the characteristics of the language used differ, which is called 

linguistic register and is used for technical, everyday, educational, professional, and scientific language 

(ibid.). Thus, the required HL depends in each case on the situation and its specific requirements and 

inherent social practices and norms (cf. the WHO equation: HL as the interplay between requirement and 

ability (Kickbusch et al. 2016)).  

Not only the diversity of HL definitions and the nature of language but also the everyday lives of people 

who have immigrated force us to think about HL in more complex ways. While many recommendations on 

HL refer to health care, ethnographic studies among immigrant populations (including Bittlingmayer et al. 

2020; Samerski 2019) show that HL is a social communicative practice in all contexts of life that requires 

diverse linguistic competencies in addition to health knowledge and draws on the resources of all actors to 

meet the demand, creatively combining and blending them (e.g., translanguaging). Therefore, appropriate 

consideration of HC should include health-related communication in all its linguistic diversity, i.e., it 

includes not only doctor-patient communication or filling out forms but any health information-related 

action in real and virtual spaces of the lifeworld, including the linguistic registers required therein.  

2.2. Language in HL publications 

However, how has the language issue been addressed in recommendations for HL promotion to date?  

For this purpose, an extensive review and analysis of HL recommendations in Germany were conducted, 

and the following documents were examined: Health Literacy - The Solid Facts from the World Health 

Organization (Kickbusch et al. 2016), National Action Plan on Health Literacy (German: Nationaler 

Aktionsplan Gesundheitskompetenz (Schaeffer et al. 2018) and Focus on Migration (German: Schwerpunkt 

Migration) (Adam et al. 2019), Inform and Advise in an understandable way (German: Verständlich 

informieren und beraten) from Bielefeld University (Schmidt-Kaehler et al. 2017), Health Literacy 

Practice Manual (German: Gesundheitskompetenz Praxishandbuch) from the AOK (Kolpatzik 2019). 

We extracted how language and communication emerge and are dealt with from each document and 

recommendation. Figure 1 summarizes the recommendations for dealing with language in HL promotion.   

 

Figure 1: Strategies to engage with language in HL (based on recommendations)  
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The strategies can be divided in terms of the language used - translation or simplification of the German 

language - and the modality - oral vs. written. Regardless of whether translation into the first language or 

simplification of German is used, the primary aim is to increase people's (content-related) comprehensibility 

but not their health-related communication skills.  

Also, the activities are limited to the conversation with the doctor, the reading of continuous texts, e.g., 

brochures or articles on diseases, as well as discontinuous texts such as forms. This allows the conclusion 

that here the term disease literacy is more appropriate than HL. 

Furthermore, the recommendations on language were all taken from English without - as the authors stated 

- adapting them to the specifics of the German language. This can lead to odd misconceptions, as shown by 

the plea for words with few syllables, which does not do justice to the many composites in the medical 

field, such as health insurance cards or ward physicians. All concrete recommendations regarding the 

German language are subsumed under plain language (Schmidt-Kaehler et al. 2017, p. 60).  

In terms of content, they recommend that knowledge about diseases and the structures of care should be 

based on the content, with attention paid to cultural sensitivity and non-discriminatory language, without 

further explaining this.  

All the recommendations analyzed are directed at the health care system to reduce its requirement in the 

health-literacy equation. Apart from the Ask Me Three method and a literacy program, it is noticeable that 

no recommendations are directed at the individual (in his or her lifeworld) to improve how he or she deals 
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with language specificities. Communication is predominantly understood as sharing information by health 

professionals but not as a two-way interaction.  

2.3. Language in offers for people with a migration background 

However, a different picture emerges if we turn our gaze and look at the individual himself and the services 

offered to him. For this purpose, in addition to the HL recommendations from the public health perspective, 

it was examined how language was dealt with in health promotion offers explicitly developed for people 

with a migration background.  

The starting point for the analysis was Altgeld's detailed overview of 37 offers for health promotion and 

prevention among people with a migration background (2018).  

Figure 2 illustrates the strategies and fields of action: 

 

 

 

This summary shows that  

- the preferred approach is to work with native language-speaking "multipliers" who serve as 

language mediators/translators, host events in large or small groups, act as advisors, disseminate 

information, and invite people to programs.  

- The mode of communication is mostly either text-based via brochures or oral in the first language. 

Figure 2: Strategies to promote HL 
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- When the German language is used, emphasis is placed on simple language and a multimodal 

presentation of the information, e.g., with pictures.  

- The thematic action situations in these offers are not limited to the medical field but are more 

holistic and include health-related situations in everyday life.  

- Surprisingly, only two of the 37 programs explicitly state that they also promote the acquisition of 

the German language within their project (both physical activity programs). 

Altgeld concludes: "a language- or culture-sensitive orientation (is despite the announcement) not 

recognizable in the conception." In addition, he names a "need to catch up (...) in the area of language-

sensitive orientation, especially among native-speaking professionals." (Altgeld 2018, p. 97) The use of the 

term language-sensitive is misleading since the report understands the use of another language for 

conveying information or for language mediation but does not mean - as it is common in German-as-a-

second language (DaZ) didactics - the sensitive handling of the peculiarities of the (German) language and 

its promotion. (Cf. section 4.1.) 

2.4. Summary of Language in Public Health 

The analysis of documents on HL promotion in general and health promotion among people with migration 

background illustrates the public health perspective on language and HL (among people with migration 

backgrounds) and allows some conclusions to be drawn: 

Language is not seen as a resource but as a barrier and difficult/complex and in need of change, and 

consequently, a case is made for simplification. Through this, linguistic competence is seen as a principal 

component of HL (but not the sole one). To overcome language difficulties, the use of plain language (oral 

and written) or translation is preferred. At the same time, the immigrant is predominantly seen as passive 

and receiving information. These strategies suggest that the promotion of HL to date is primarily concerned 

with understanding the content of the information presented (knowledge component) but not with the 

targeted development of independent health-related communication skills, i.e., empowerment. Whereas the 

recommendations on health literacy primarily address situations in which the physician is involved, the 

programs for promoting health literacy also include everyday health topics and emphasize that health 

literacy is essential in all areas of life. At the same time, their inclusion of intermediaries highlights the high 

relevance of social interaction and shows that health literacy promotion is a social practice and a reciprocal 

process in a specific context. 

The precise analysis of the use of language shows that this is not very differentiated and not empowering 

and that translation is intended to remedy this. Predominantly, programs take place in the first language or 

in simple language. The different languages are considered separately from each other, and the offers are 

primarily monolingual. There is no active promotion of German as a second language with few exceptions. 

When the approaches are considered using the equation of health literacy as a combination of the demands 

of health care and the skills of the person, it is apparent that a majority of the offerings seek to reduce the 

demands of health care or intend to increase the knowledge of individuals. Surprisingly, while HL is viewed 

as a dynamic process, little is known about HL as a social practice (and interaction). 

A critical remark on simple language: Although it is desirable that all communication between medical 

professions and patients be in simple language, this does not mean the abolition of the precise technical 

language that characterizes communication between medical professionals. However, since plain - not 

simple - language is not yet widely used - including the presentation of more complex issues - and since 
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more complex diseases also require more technical language comprehension, it remains irreplaceable to 

develop the linguistic competences of the individual in order to be able to cope with health-related 

communicative actions. 

3. Alternative Look: Looking at health in German-as-a-Second-Language Courses  

The analysis of health-related communication situations in language courses lends itself to observing one's 

own practice with a foreign second view and opening new possibilities. Second language acquisition 

courses are particularly suitable for this purpose,  

(a) because they not only analyze and simplify language but also promote it; 

(b) because they start with simplified language and specifically build communicative competence; 

(c) because they aim at enabling learners for action situations in the new environment and teach 

action procedures, norms, and values in addition to vocabulary and grammar; 

(d) because they are considered to have much potential for promoting HL (WHO 2018); 

(e) because ethnographic studies show that the topics of health and HL are firmly embedded in the 

curriculum, are addressed at all levels, and recur in informal conversations. 

To analyze HL support, a representative sample of BAMF-approved integration course textbooks was 

systematically examined (Harsch and Bittlingmayer 2020b). Three main areas were considered: First, HL 

in linguistic building blocks, subdivided according to the levels of language from linguistics. Second, HL 

in action situations, where HL is understood as a social practice and can be described by means of Geissner's 

situation analysis (1986). Third, HL is mediating and cementing norms and power structures (cf. Papen 

2008). From the great wealth of exciting data, the most important findings for this paper are presented 

below.  

3.1. Health Literacy and Language Components 

In order to be able to understand health information linguistically, a minimum level of (German) language 

skills is necessary. Therefore, it is also relevant for HL promotion projects to know the stumbling blocks of 

the German language. Here, the differentiation of the levels of the language of applied linguistics is helpful: 

phonetics, grammar (morphology and syntax), semantics (lexis), and pragmatics, whereby the integration 

course textbooks differentiate between vocabulary, grammar, and idioms/language structures (partly 

supplemented by a chapter on phonetics). In the analysis, the linguistic learning objectives of the respective 

communicative situation in the field of health were worked out. Uniform in the textbooks is that possessive 

pronouns with the body parts and modal verbs and imperative are taught when talking to the medical staff. 

For other combinations of the language learning objective and action situation, the textbooks vary. Figure 

3 presents the results. 

 

LEVEL LANGUAGE LEARNING OBJECTIVES 

(A1-B1) 

ACTION SITUATION 

(selection) 

Phonology 

(Pronunciation) 

long and short vowels, umlauts, diphthongs: ai, ei, au, 

äu … 

Hardening the last consonant /b/ as [t], /d/ as [t] and 

/g/ as [k] 

Consonants, sound e.g., sch, sp, st, ch/ch as [ç] / [x]  

Schwa-sound /-er/ as [ə] 

Differentiation phoneme: Stirn/Stern 

(forehead/star), Mund/Mond (mouth /moon)  

Müller, Muller, Möller, Moller but also Mühle, 

Mull ... 

Talking about health (general) 

stresses in words, sentence accent, speech melody, 

tempo, pauses, pauses after the comma 

emphasize essential words in the sentence 

(Changing the meaning of the word) by stressing - 

bypassing 

Figure 3: Linguistic peculiarities in health communication 
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Vocabulary & 

Grammar 

  

  

  

  

  

  

  

  

  

  

  

compound words by adding affixes (prefixes, 

suffixes), or multiple nouns 

Composites: headache ...  

Possessive pronoun (in accusative, nominative) Noun & verb compounds "have pain" 

Use of the impersonal "one " talk about eating habits in Germany 

Adjectives, comparative, superlative talk about movement ... 

Adjectives on -los, -bar Make an emergency call "unconscious", read the 

guide ... 

Article: indefinite, definite, demonstrative, null, in the 

respective case (incl. adjective declension),  

which-, this-; something/nothing 

Buy food 

Food preferences … 

Imperative and auxiliary verbs (can, could, must, 

would, like, would like, should) 

Making recommendations, following doctor's 

instructions, giving advice ... 

verbs: past, present, and future tenses and passive 

voice 

Reflexive verbs, separable verbs 

talk about experiences and plans  

"Washing yourself" 

Genetive with a definite and indefinite article Reading pamphlets; talking about causes of stress 

... 

Yes/no question, w-questions Answering questions at the doctor's office; 

emergency ... 

Special verbs (reflexive verbs, verbs with 

prepositions) and verb usage (verb position, verbs +  

Describing procedures ... 

numbering, quantity  Preparing meals, taking medications 

frequencies, time, temporal adverbs (always, often, 

sometimes, never) 

Diet and exercise plan ... 

preposition (since, until, between, to, from, for) Talking about past experiences, opening hours, 

making appointments ... 

Syntax 

  

  

  

conjunctions: therefore, if, because, therefore, 

nevertheless, although, in order to, that; also (double 

conjunctions) 

Giving advice, reporting accident, making 

recommendations,   

Subordinate clauses: with it, in order to/ not only; that talking about purpose and intentions ... 

Conditional clauses talk about the future, advice, and intentions 

connectors: or, and, but Giving advice; reading statistics, giving opinions 

Sentence verb brackets giving advice ... 

Linguistic 

Action 

relevant vocabulary and verb-noun combinations hurt, have pain, apply ointment … 

Chunks & colloquial in everyday life… 

 

This compilation, together with the examples, differentiates the complexity of the German language and 

reveals how high the linguistic demands can be, for example, in conversations with healthcare professionals. 

It allows one to acquire a better understanding of the many peculiarities of the German language, which 

goes far beyond the overview of plain language (Schmidt-Kaehler et al. 2017, p. 60). It invites one to 

perceive the stumbling blocks in one's own texts or oral utterances, which can be in pronunciation, specific 

parts of speech and their declension/conjugation, sentence order, but also in idioms, and to make them 

understandable through modification or examples. 

3.2. Health Literacy and Action Situations 

However, the use of language never happens in isolation but always in concrete situations in fields of action 

with their inherent specific features. To improve the understanding of these features, the action situations 

were analyzed in detail from the individual exercises in the textbooks. Initially, the contents were described 

along the dimension of health topics or speaking skills, but this was insufficient to reflect the complex 

action situation. More suitable, however, proved to be the representation of the action situations with the 

help of the situation analysis of Geißner, along the clustered dimensions who, what, with 
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whom/when/where, how/in which way, for what/why to investigate (Geißner 1986). Over 150 different 

action situations on health were extracted from the textbooks. Some action situations were presented 

(almost) the same in all textbooks, such as the doctor's oral instructions or writing an e-mail as a sick note. 

However, they also varied for the same health topic, e.g., one's own feelings were expressed in writing both 

in the doctor-patient conversation, in the chat with the neighbor or family members, by writing a WhatsApp 

message to friends, or in the sick note to the employer by e-mail. Each action situation takes place in a 

specific context with corresponding linguistic registers, uses different modes of presentation, and pursues 

different intentions. For (almost) every health topic, numerous action situations with countless 

combinations of the listed 'domains' could be identified, each of which determines specific linguistic 

communication. Figure 4 displays the health-related situations from the textbooks in a clustered form. 

Figure 4: Compilation of the features of the situations of action 

 

This figure illustrates that there can be countless situations for action, even on the same topic, which go far 

beyond the situations addressed in the recommendations. The figure makes it possible to discover how 

multifaceted the individual topics can be considered. At the same time, it becomes evident that the action 

situations are embedded in contexts that require specific linguistic registers in each case and that influence 

the persons involved in them. In contrast to the HL recommendations, both different speaking skills and 

speaking strategies are mentioned. Likewise, it makes visible that acting in the situation can be done for 

several reasons and with different intentions. This subdivision makes it possible to describe each 

communicative situation more precisely and thus develop precisely tailored measures for influencing it. 
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3.3. Health Literacy and Reinforcement of Discourses/Transmission of Norms 

In addition to promoting language skills, another task of integration courses is to give new immigrants an 

orientation into society. To this end, they are taught common ways of behaving in Germany and are 

encouraged to examine their backgrounds as well as their fundamental values and views (Goethe-Institut 

2016). The language and integration courses achieve this by practicing common situations in the respective 

fields of activity. For example, in the field of health, these include making an appointment for a 

consultation, talking to the doctor, picking up medicine at the pharmacy, writing a sick note, or making an 

emergency call. Communication in these situations is not arbitrary but follows clear conventions, including 

courses of action and role patterns through which values and norms of interaction in Germany are indirectly 

conveyed. 

The values to be taught in the health module are explicitly named in the framework curriculum. According 

to this, participants should get to know the commonalities and differences: in relation to the system, the 

role of the patient and the doctor; the patient's rights; taboos concerning one's own body; treatment methods; 

the roles of men and women in the field of work and be able to orient their actions accordingly. However, 

the framework curriculum does not present any theories or didactic-methodological recommendations but 

only tips in individual handouts for lecturers (Goethe-Institut 2016). In this context, many exciting 

questions can be asked to explore norms and values: Who is represented and how (representation)? Who 

talks to whom about what (interaction)? Who is assigned an active and passive role (power relations)? Who 

is denied or denied access to what information? How are critical situations dealt with, are they mentioned, 

solved, or remain unmentioned? Which discourses become visible (and questioned)? 

Three crucial points are:   

- The person dealing with health information is not only considered in the context of the medical 

system in the textbooks but is also portrayed as acting in everyday life (when choosing food or 

talking about diet and exercise options or their own feelings).  

- The analysis of the doctor-patient interaction patterns model the person as reacting and yes-saying. 

Neither the Ask-Me-Three method nor participatory decision-making is practiced in the role-plays, 

meaning that the patterns of action taught do not reflect current public health recommendations and 

are not empowering. 

- Critical, frequently occurring situations in the interaction, such as communication problems, 

representing a different opinion, taking medication incorrectly, dealing with misunderstandings, or 

talking about psychological stress, are rarely practiced. Although these are very common, even in 

informal conversations. 

At the same time, a change in textbooks over time can be described. While in earlier textbooks, the main 

characters in active role models had mainly light skin and blond/brown hair, the actors in new textbooks 

are more diverse.   

4. Promoting health literacy - what second language didactics can teach us  

The analysis of textbooks and teaching units on the topic of health can raise awareness of the complexity 

of the German language and linguistic action and enables them to be viewed in a more differentiated way 

on the basis of the linguistic components, the action situation, and the norms and values conveyed. 

However, increased sensitivity and good knowledge about it do not automatically promote HL, but they 

can serve as a basis for developing appropriate interventions. In the preceding remarks of this chapter, 
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health issues in language courses were considered rather statically; now, the focus will be on the process 

itself, i.e., on the promotion of health-related communication skills. To this end, the currently most relevant 

approaches from second-language didactics will be outlined and made useful for public health. 

While the didactics of German as a second language have long been based on the hypotheses of language 

acquisition, the more recent didactics of second languages are based on the didactic-methodological 

principles (Goethe Institut 2019), which include participant-centeredness, action, and skill orientation, as 

well as methodological, media and social diversity. In addition, many approaches for the successful 

combination of language promotion and content teaching emerged. Two variants are particularly prominent 

in everyday school life: CLIL and language-sensitive subject teaching, which make use of scaffolding, 

among other things. 

4.1. Combination of Language and Content 

The first variation of combining language and content is CLIL, i.e., Content and Language Integrated 

Learning, developed by Coyle et al. CLIL is a dual-focus form of instruction because a foreign language is 

used to teach both (subject) content and language. For example, geography is taught in English. The 

prerequisite is that the learners already have a sufficiently good knowledge of a foreign language to be able 

to learn the subject content in that foreign language. The planning of CLIL lessons is based on the 4C 

conceptual model, which helps teachers of all subjects design learning in a more profound and complex 

way. In addition to content and communication, it includes cognition (i.e., the cognitive prerequisites for 

understanding processes and their development) as well as culture and intercultural understanding, where 

culture is understood as a complex phenomenon and open to interpretation (Coyle et al. 2010). 

The second variant is language-sensitive subject teaching. This involves subject-specific instruction in 

German, in which the teacher includes not only the subject content but also the (German) language 

characteristics in the learning process and provides targeted support. Josef Leisen has decisively shaped 

this approach and developed three basic principles of language-sensitive subject teaching. These are 

- Alternation of forms of presentation and levels 

- Calculated linguistic challenge (including scaffolding) 

- Methodological tools: learners are given as many linguistic aids as they need to cope with the 

communicative situation successfully 

Leisen recommends intentionally varying between the five levels of representation. These are 

representational representation (nonverbal language), figurative representation (figurative language), 

linguistic representation (linguistic register), symbolic representation (symbolic language), and 

mathematical representation (mathematical language as in formulas). To promote language at each level, 

he developed 40 appropriate methods (Leisen 2009). 

 

4.2. Specific: Scaffolding 

What plain language is in the HL recommendations is scaffolding in DaZ didactics.  

Scaffolding is the umbrella term for instructional techniques in which the teacher uses targeted support to 

help learners close the gap between their current level of knowledge/skill and what is required (Gibbons 

2015). Scaffolding is influenced by Vygotsky, who recognized that learners could develop skills beyond 

what they can achieve independently without assistance through educational opportunities. To this end, he 
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distinguished three zones. First, the zone of a person's momentary abilities, the zone of learning (without 

help), and the zone of proximal development with support. Accordingly, the teacher's task is to provide 

appropriate support in each case (e.g., linguistic resources and content stimuli) that are a little above the 

learner's current abilities and gradually enable the learner to reach the goal. Essential here is structured and 

sequential support with intensive feedback and that the support is slowly reduced as the learners' 

competencies develop. 

Scaffolding distinguishes between macro-scaffolding, which includes planning (preparation, needs 

assessment, learning level analysis), and micro-scaffolding, which refers to in-the-moment interaction and 

how it can be designed to promote learning. At each level, they define precise strategies. Such as 

incorporating learners' previous experiences, task sequencing, key texts and items, metalinguistic and 

metacognitive awareness, and at the micro level, structuring through pre- and back-references, summaries, 

and meta-commentary (Gibbons 2015). 

Although this method has proven successful in building language skills and content, the empirical evidence 

on the use of scaffolding in HL is scant. Only one hit resulted from a search on PubMed 2021, which was 

a scoping study on dynamic communication in health literacy education with a focus on "making sense" 

and "supporting autonomy in making choices" among medical students and nurses (Veenker and Paans 

2016). Zarcadoolas et al. also refer to scaffolding in their book Advancing Health Literacy, but here they 

refer to a model, the Scaffolding of Communication Architecture, rather than the process of scaffolding in 

and of itself (Zarcadoolas et al. 2006). 

5. What can Public Health learn from second language didactics for HL 

5.1. Considering together: Language and Health Literacy in Two Disciplines  

After the handling of language in documents on HL, health promotion among immigrants, and the focal 

points of language for health in language courses and their promotion have been presented in a 

differentiated way, the previous findings can now be related to each other. In doing so, the understanding 

of HL in this paper can be clarified: HL is the ability to deal competently with health-related information, 

which includes interactive communication in the respective situation with its respective specifics. Since 

innumerable facets could be illuminated in the discussion of the relationship between language and HL, 

only the most revealing results are selected here, which can initiate a new and rethinking in HL 

promotion. 

The analysis of the HL recommendations shows that they aim at conveying content through reduction and 

translation but leave the confrontation with it and the mutual conversation about it unmentioned. Here, 

public health can learn from the didactics of German as a foreign language. 

The review of best practice examples emphasizes the unique role of social interaction (with confidants) but 

is silent about the actual form of interaction, which is enormously important and in which diverse cultures 

(Reusser 2009) come into play. This shows how essential it is to be able to ask for support and to network 

with offers. 

Examining the linguistic building blocks can raise awareness of how complicated and presuppositional the 

information about health conveyed in German can be. This involves much more than just medical 

vocabulary. The compiled overview can serve public health professionals to check their own texts and oral 

formulations for difficulties, not to reduce them, but to use targeted strategies to convey this linguistic 
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peculiarity to the counterpart. Helpful are, e.g., scaffolding, learning of chunks, and sensitization for 

possible difficulties (phonological or word order, verb order). 

The differentiated view of situations for action clarifies that health-related communication does not only 

occur in one situation or according to a given scheme or only in the health care system but that there are 

manifold communication situations on the same topic with their respective specifics and linguistic registers. 

Therefore, it is appropriate in HL promotion to broaden the view, especially to include the many 

interpersonal situations for communication about health. 

Reflecting on the values conveyed helps to turn the gaze around, not only to look at the culture of others in 

distinction to one's own culture (cf. Framework Curriculum) but to reflect on one's own conveyed norms, 

to present them and to be able to enter into conversation about them. (When analyzing these, the work of 

Stuart Hall on representation and encoding-decoding is beneficial (Hall 1997)). At the same time, it is vital 

to practice public health principles such as asking questions in conversation with the physician and 

participatory decision-making. 

CLIL successfully demonstrates that it is not enough to consider content and language but that the cognitive 

prerequisites and the cultural understanding conveyed must also be included.  

Language-sensitive subject teaching presents how language can be successfully conveyed for an object of 

information. From this, language-sensitive teaching can learn that it is not the reduction of complexity but 

the connection of various levels of representation and the targeted support of the development of language 

that leads to the goal - so that the person can communicate more independently. In addition, the 40 methods 

for language-sensitive HL support were prepared in the SCURA project. 

Finally, it is essential to highlight the outstanding importance of scaffolding, which helps to build up 

linguistic and content-related competencies in a targeted manner. In this process, all resources of the 

learners are used and successively developed. For public health, this means that information should not 

only be presented in pictures or the first language but that vocabulary in the second language should be 

built up at the same time. Likewise, it is advisable to practice the transfer between different language 

modalities (oral/written) as well as the transfer between linguistic registers (everyday language and 

technical language) and languages (L1 and German), as this corresponds to the reality of a life of immigrant 

people and allows to process the information better and more profound. Apart from language and content, 

the scaffolding method can also be used to promote other components of HL.  

This compilation shows that HL is much more than content or just language and illustrates its diversity in 

breadth and depth, which is equally dependent on cognition and culture and can be targeted.  

5.2. An Example of HL Promotion – the SCURA project  

The SCURA research project ethnographically explored the role of HL in language and integration courses 

and developed appropriate interventions for HL promotion. Since language and integration courses operate 

within very rigid boundaries, complementary HL promotion can only succeed by providing materials, 

rethinking and holistic thinking about health, and relieving and empowering lecturers. To enable lecturers 

to address more health topics in the language course, a collection of ideas was compiled of countless 

teaching ideas and materials on health. In addition, a training and self-study course for instructors was 

developed and made available on the website www.scura.info. Since the SCURA project advocates a 

specification of HL and a differentiated consideration of the individual components, an analysis grid for the 

intentional promotion of the seven HL components as well as suggestions for the use of known methods 
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for this purpose was provided. In addition, handouts with reflection questions were developed to enable 

lecturers to analyze role patterns, values, and norms within the action situations and address them in a 

targeted manner. At the same time, health professionals will also find suggestions on the website on how 

they can promote HL in a language-sensitive manner: http://www.scura.info/sprachsensible-

gesundheitskompetenzfoerderung/ 

6. Conclusion and the way forward 

As the current health literacy debate in a global world requires developing promising effective interventions 

to promote HL, a nuanced understanding of HL and language is irreplaceable. This paper invited a fresh 

look at and understanding of this relationship from our own practice and a foreign, second perspective. 

Integration courses and second language didactics offered themselves for this purpose, as they successfully 

teach immigrant people how to engage with and communicate about health-related information actively. 

While the previous HL definitions largely ignore the (foreign) language prerequisites and current offers for 

HL promotion merely advocate simplifying the language, second language didactics show how the 

linguistic building blocks, the specifics of the action situations as well as the conveyed values can be 

specifically promoted. The article outlines concrete approaches to how language and content can be 

effectively promoted together rather than separately.  

At the same time, this analysis of language and HL urges us to rethink the goal of HL promotion, whether 

the individual should be enabled to function or to engage in active (critical) debate in HL programs. 

Effective HL promotion cannot ignore the specifics of language and the concrete interaction situation; 

instead, in the interweaving of the various components of HL, independent, active, and successful 

engagement with health information can be promoted sustainably. Language-sensitive health literacy 

promotion, including scaffolding, can serve as a blueprint for more comprehensive, empowering 

approaches and should receive more attention in the future.  
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Promotion of Health Literacy of Immigrants in Second Language Courses - 

Implementation, Limitations, and Potentials in Germany and Worldwide 

Stefanie Harsch, Lukas Jonasson, Lucie Stolwijk 

Abstract 

Migration poses linguistic, cultural, knowledge, and health literacy challenges for individuals and 

the health care system in the new country. For immigrants to better cope with the demands and to 

be able to communicate independently, measures to promote health literacy (HL) are essential. In 

this context, German-as-a-second-language courses are suggested by health experts as 

promising settings. However, no empirical evidence is available. In the SCURA project, the role of 

language and integration courses in promoting HL was extensively ethnographically investigated. 

Based on the results, this paper discusses the current implementation, limitations, and 

opportunities for promoting HL in these courses. It identifies concrete recommendations and 

elaborates on critical aspects of the effectiveness and sustainability of HL measures that should 

be considered in the HL debate. 

1. Background 

1.1. Diversity and inequality in society require effective measures  

Society in Germany is multicultural and multilingual, as statistically evidenced by the 21.25 million 

people with a migration background in Germany and the 9.93% of all households in which German is 

not the language of communication (Federal Statistical Office (Destatis) 2020). This diversity is seen 

as both an enrichment and a challenge for many areas of life, including health care. Cultural and 

linguistic diversity is considered a burden when individuals do not meet the requirements in the health 

care system, such as good German proficiency. Accordingly, new immigrants are among a particularly 

vulnerable group for low health literacy (HL) because, on the one hand, they often first have to learn 

the German language and find their way around in the new context, including the health care system 

and, on the other hand, they are exposed to multiple stresses in their living situation (Philippi et al. 2018; 

Schouler-Ocak and Kumeyer 2017). All of this can create stress and lead to long-term health burdens, 

which require context- and situation-specific HL to cope. Every immigrant brings their unique 

resources, language skills, experiences, etc., to cope with their life situation, but these often do not meet 

the expectations and requirements of the healthcare system in Germany. To facilitate interaction in the 

health care system and to promote the HL of immigrant people, various strategies are used: e.g., 

translating information leaflets into other languages, using simple language, involving language 

mediators, and offering further training for medical staff on intercultural competence or on using the 

Ask-Me-Three method and Teach-Back method (Altgeld 2018; Schmidt-Kaehler et al. 2017). Although 

these interventions facilitate substantive communication with health professionals, they do not improve 
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the ability to communicate independently about health. Overall, offerings to promote HL are scarce, but 

they could be successfully established in educational settings (Harsch and Bittlingmayer 2020b; WHO 

n.d.; Okan et al. 2020). 

1.2. Second language acquisition courses as promising settings for promoting HL 

While numerous studies on Health Promoting School (HPS), i.e., health promotion in schools, are 

available, empirical findings on promoting HL in adult education settings are scanty. This is mainly due 

to the difficulty of researching the enormously heterogeneous field of adult education. The meaningful 

role of health in it is confirmed in the conferences on health education at adult education centers (VHS 

o. J.). For people with a migration background and refugee experience, health education courses are 

less attractive than language and integration courses. Courses for second language acquisition have been 

assessed by the World Health Organization (WHO) as well as national experts based on quantitative 

studies, consultations, and supply analyses as a suitable and promising setting for promoting HL among 

immigrants (WHO Regional Office for Europe 2018; Philippi et al. 2018; Altgeld 2018). In the overall 

picture, reasons for this assessment can be identified in six areas: First, motivational reasons: In a study 

in Germany, course participants rated the topic of health as the second most crucial topic directly after 

job search (BAMF 2006). Moreover, when it comes to the topic of health, participants are very 

interested, motivated, and engaged (Santos et al. 2014). Second, contextual reasons: as the topic of 

health is firmly anchored in the curriculum (Goethe-Institut 2016), Germany's health sector also offers 

good career opportunities for immigrants. Third, health-related reasons emerge directly, as health and 

learning are closely linked, and a good health status favors attendance and language acquisition (BAMF 

2017). Fourth, language and integration courses can reach the often hard-to-reach group of people with 

a migration background with health topics (BZgA 2009; WHO Regional Office for Europe 2018). Fifth, 

reasons for qualification: Since German-as-a-second-language (GSL) teachers are already experts in 

promoting adult language competencies, it is assumed that they can also promote other competencies, 

e.g., health-related competencies (Chen et al. 2015). Sixth, reasons for effectiveness: It has been 

demonstrated in time-limited, topic-specific projects that HL can be improved in language courses 

(Harsch and Bittlingmayer 2020a). 

Despite this well-established potential and the more than 2.33 million course participants since 2005 

(BAMF 2020), this setting has hardly come to the attention of HL research in Germany. Yet the addition 

of health promotion to language courses is not new (VHS Rheinland-Pfalz 2012; VHS Baden-

Württemberg e.V. 2010). The disadvantage is that, like most projects worldwide, these projects are 

subject to a project cycle and end after testing at project completion. A long-term implementation in 

GLS courses did not take place. 

Given the high need, broad reach, good opportunity for HL promotion, and lack of scientific evidence, 

there is a need to explore language courses in more detail and their contribution to HL promotion. 

This chapter first outlines language and integration courses in Germany and the thematization of health 

in them (2). Then, the research project SCURA, the methodological approach (3), and selected empirical 

results on promoting HL in GSL courses are presented (4). Then, the potentials and limitations of 

promoting HL in integration courses are discussed, recommendations for suitable measures are pointed 

out (5), and some final conclusions are drawn. 

2. Language and Integration Courses in Germany - Role of Health 

Language services for immigrants have been offered for many decades by adult education institutions 

such as adult education centers and private language teaching institutes, but 2005 marked a significant 

turning point: a resolution of the Bundestag created for the first time the framework conditions and 
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uniform standards - including offerings, funding and the obligation to participate - for integration 

courses with the Immigration Act and the Integration Course Directive. 

2.1. Structure and Objectives 

According to § 43 of the Residence Act (Aufenthaltsgesetz = AufenthG), the integration course is a 

language course comprising 700 teaching units (Unterrichtseinheiten = UE), which is divided into seven 

modules of 100 UE à 45 minutes each. The first six modules serve to acquire the German language up 

to language level B1, advanced language use, according to the Common European Framework of 

Reference for Language (CEFR) (Council of Europe 2018). The modules are divided into levels A1.1, 

A1.2 to B1.2 and conclude with the examination Deutschtest für Zuwanderer. Following the language 

modules, the seventh module Orientation Course teaches Germany's historical, cultural, and political 

basics and tests the acquired knowledge in the multiple-choice test Living in Germany. Certificates of 

successful completion of both exams are required to apply for a settlement permit, so acquiring German 

is not just out of self-interest but has legal consequences. 

In addition to this integration course, there are other language courses for specific target groups, e.g., 

youth language courses, parent and mother language courses, intensive courses, integration courses with 

literacy, as well as initial orientation courses for people in initial reception facilities and without 

clarified prospects of staying. 

2.2. Content and the role of the action field of health 

The content of the integration course was defined based on an empirical survey of GSL instructors 

(Ehlich 2007), and the Framework Curriculum for Integration Courses developed and republished in 

2016 (Goethe-Institut 2016). The topic of health is explicitly addressed as one of the twelve fields of 

action, and language skills are taught in this context. However, contrary to what the title suggests, this 

course mainly deals with situations in the medical field. No original health topics in the sense of 

salutogenesis or the comprehensive health definition of the WHO are named. Figure 1 lists the 

maximum possible learning objectives for the health field of action. 

Figure 1: Content of the module health (Goethe-Institut 2016, S. 129) 

FOCUS DIVERSITY AND 

INTERCULTURALITY  

FOCUS REGIONAL STUDIES 

Participant knows differences and similarities:  

• In the health care system 

• Roles: Patient, Physician. 

• Patient's right and can act according 

to it 

• Taboos about the own body 

• Treatment methods 

• Man's and woman's roles in the field 

of work 

• Principle: everyone receives help 

• Structure, service, regulations 

• Medical emergency service and emergency room 

• Medical confidentiality 

• Treatment of both sexes 

• Medical and psychological contact and 

counseling centers 

• Pharmacy emergency service certificate of 

incapacity for work 

• Reporting pregnancy, work guidelines 

• Hygiene requirements in everyday life 

42 Learning objectives: 28 participate in conversation, 5 read, 5 write, 3 listen, 1 speak. 

 

Based on the framework curriculum and CEFR, textbook publishers design courses and exercise books 

for levels A1 to B1. The Federal Office for Migration and Refugees (Bundesamt für Migration und 

Flüchtlinge = BAMF) then evaluates these textbooks and approves them for use in integration courses.  



Harsch et al. 2021, Chapter: SCURA 

2.3. Empirical Results 

The success of the integration courses is measured by the number of exams completed with level B1. 

In 2019, 50.6% of all graduates reached level B1, and 31.5% reached level A2. A study examined the 

factors conducive to successful and rapid language acquisition. It shows that many success factors are 

closely related to health, such as higher education, younger age, and enjoying the course. However, 

existing language learning experience, a related first language, better knowledge of the first language, 

and the active use of German in everyday life were also named (BAMF 2017). 

An assessment of the potential of the integration courses for health promotion is made difficult because, 

apart from the studies carried out by the BAMF and individual critical opinions of experts, hardly any 

scientific results on language and integration courses are available so far. The topic of health or illness 

is only rated as a critical topic (BAMF 2006), and lecturers give individual indications such as absence 

due to illness, low (learning) success due to psychological stress, etc. (Ehlich 2007). There are only 

anecdotal reports about the course design, the topics' teaching, and the course's interaction. Besides the 

challenging working conditions, little is known about the lecturers (Holland-Letz 2020), although they 

play a significant role in shaping the courses. 

3. Research project SCURA 

Due to the presumed potential of language courses for HL promotion and the limited empirical 

evidence in this regard, the research project SCURA dedicated itself to this task. Following the initial 

situation, the research project SCURA language course and the methodological approach are 

explained, after which results of the extensive ethnographic research are presented. 

3.1. Background of the SCURA Project 

The impetus for the research project SCURA was that immigrants are presumed to have a low HL and 

that the school setting can influence and promote health and HL. The predecessor project ELMi already 

made recurrent references to the school or language course and its importance for promoting health, 

HL, or health-related communication but did not explore this (Bittlingmayer et al. 2020). Therefore, the 

SCURA project explored educational settings in more detail with the intention of both exploring the 

role of health and HL and developing appropriate interventions to promote them. In order to be able to 

include many participants with a migration background or migrant history, educational settings were 

selected in which they are disproportionately represented. On the one hand, these are the transition 

system and, on the other hand, the language and integration courses, whereby this contribution is limited 

to the latter. 

The SCURA project is part of the second funding phase of the Health Literacy in Childhood and 

Adolescence research network funded by the German Federal Ministry of Education and Research and 

conducted at the Freiburg University of Education. The title SCURA is an acronym for Structural 

Conditions of Educational Settings and the Use of Resources of Disadvantaged Adolescents to Promote 

Literacy, (e)Health Literacy, and Healthy Lifestyles. Accordingly, the research interest refers to both 

the framework conditions of the setting and the potentials of the disadvantaged adolescents or 

immigrants and intends to improve their literacy, HL, and health behaviors. To this end, health and HL 

in SCURA are not understood in the narrow sense of literacy in health care, but according to the holistic 

understanding of the WHO with various dimensions and determinants (WHO Europe 1986) and is in 

the tradition of health/promotion in the setting school (WHO o. J.; Okan et al. 2020). 

3.2. Multimethodological research of language courses 
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Due to the lack of empirical findings on health literacy promotion in integration courses, the first task 

was to explore the topic fundamentally and comprehensively to develop, implement and evaluate 

suitable interventions based on this. An ethnographic research approach was appropriate, which 

attempts to understand the field from its logic. For this purpose, it employs various data collection 

methods and has the necessary flexibility to add other methods and deepen the topic through new 

findings (Knoblauch 2002). 

Before the ethnographic study, a realist review explored the potential effectiveness of HL support in 

second language acquisition courses and developed an impact model including seven components of 

HL (Harsch and Bittlingmayer 2020a). In addition, a scoping study analyzed in detail different 

approaches to health literacy promotion in second language acquisition courses (Harsch 2019). 

However, as this paper discusses the potential and limitations of HL promotion in Germany, the focus 

is on the results of ethnographic research. After initial difficulties in recruiting lecturers and courses, 

the research object could be explored with the help of expert interviews, participant observation in 

courses, and textbook analyses. In total, semi-structured qualitative expert interviews were conducted 

with three directors of educational institutions and 15 teachers of different language course types and 

levels in the respective classrooms. In addition, the framework conditions, procedures, and classroom 

activities were researched through participant observation in two integration courses with literacy over 

ten weeks each. The data were triangulated in the analysis and evaluated following the qualitative 

content analysis, according to Kuckartz (2012). Moreover, the lecturers all referred to the textbooks 

when asked about health, so a textbook analysis to capture the didactic-methodical thematization of 

health was included in the project. To this end, a representative selection of textbooks was first 

systematically determined; all lessons on the topic of health were identified in each textbook and finally 

analyzed (Harsch and Bittlingmayer 2020b). 

4. Results: health in GSL-courses – Perspectives and implementation 

Ethnographic research could describe the language course setting precisely and thickly. Since a 

detailed presentation of all results is beyond the scope of this paper, only the most essential results are 

presented to discuss the potential and limitations of language courses. 

Participants: the target group and health 

When asked about the characteristics of the participants and the composition of the courses, the lecturers 

all stated that the courses are highly heterogeneous: from courses with predominantly refugee 

participants who are unaccustomed to learning, e.g., integration course with literacy, to integration 

courses with considerable heterogeneity of participants in terms of duration of stay in Germany, 

educational qualifications, geographical and cultural origin, level of German language skills, to courses 

with young people who have come to Germany to work or study. As a result of this heterogeneity, 

various health-related needs and interests are present between courses and within a course. While 

lecturers of integration courses with literacy explain that health is a ubiquitous and physical illness and 

psychological stress occurs daily among participants, a lecturer of a language course for primarily job 

seekers states that health is not relevant because his participants are predominantly young and healthy. 

The enormous heterogeneity was also evident in the participant observation. Mental and social health 

is affected by the loss of the (extended) family and social support system and the overall situation and 

settling into a new society for all participants, to varying degrees. At the same time, considerable 

differences in physical health are evident from extremely healthy to seasonally ill to chronically-ill 

participants. The lecturers also named headaches, injuries, disability, and epileptic seizures. 

Furthermore, different attitudes to the cause and treatment of illness emerged as something "given by 

God" and "God will heal" or as something made by man and thus changeable. In terms of life skills, the 
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participants differed greatly from passive to proactive, from shy to very self-confident, and from 

uninvolved to compromise-seeking to conflict-evoking participants. 

Setting: the influence of the condition and premises 

The lecturers report numerous factors that impair their health, which lie primarily in the rigid 

requirements of the course, e.g., the achievement of language level B1 within 600 teaching units. This 

exerts a great deal of time and performance pressure on the participants and instructors and often makes 

it impossible to do the necessary repetition to consolidate the learning material. Furthermore, the 

lecturers mention the course's immense organizational, and administrative effort, including the 

extensive, very detailed documentation of the courses demanded by the BAMF, which is decisive for 

the financing of the courses. The lecturers report that this takes up a lot of their time, which they lose 

preparing the lessons, planning excursions, or providing individual support to participants. Several 

recent changes to prerequisites and reporting requirements also increased the pressure on faculty. 

Not only can the requirements influence health, but also the equipment of the educational institution, 

such as sanitary facilities, lighting conditions, noise, seating (height, comfort), cozy lounges with 

(healthy) snack and drink offers, etc. In this respect, the classrooms differ noticeably, as was shown in 

the expert interviews and the participant observation. While some course offerings even have their 

kitchenette, teaching and health are impaired in other facilities by the noise of the adjacent (main) street, 

cramped rooms, and a broken partition wall between two-course rooms used at the same time. 

Furthermore, the lecturers refer to structural barriers to health, such as access barriers to courses for 

mothers with small children if no childcare is available or the assumption of travel costs, which are tied 

to certain conditions. 

In addition, the lecturers of all types of courses complain about the high heterogeneity in the courses - 

starting conditions, prior knowledge, and speed of language acquisition - which is stressful for all 

participants and requires continuous internal differentiation and intensive lesson preparation. In 

addition, the instructors of initial orientation courses emphasize the high turnover of participants, 

making group formation and creating a more pleasant learning atmosphere challenging. 

Occurrence of health and addressing it 

Asked about the occurrence of health and illness in the course, the instructors listed five areas: Within 

lessons, in the absence of participants, through observation of participants, in informal conversations, 

or specific situations. First and foremost, the instructors explained that health as an action area is an 

integral part of every textbook at every language level (see the textbook analysis below). Furthermore, 

the lecturers report that health and illness also determine the presence and absence of the participants. 

Some participants are physically present but psychologically absent due to psychological stress. On the 

one hand, the general life situation for participants who have fled or have a yet undefined residence 

status can be classified as stressful, e.g., the housing situation, the family situation, the uncertain future, 

and also the loss of social status as well as disappointing experiences but also exclusion. 

On the other hand, the participants say that the obligation to learn German, the fast pace, and the high 

demands strain them. In addition, the lecturers are approached about health issues in informal 

conversations during the break, or before and after the course, which occurs mainly when there is a 

good relationship with the lecturer, the participants have a high need for information and a great need 

to communicate. Informal conversations on health topics also occur between participants and addresses, 

for example, food, shopping tips, hand cream, clothing in winter, (exercise) activities at the weekend, 

etc. In addition, mentally stressful situations (death of family members) also evoked course sympathy 

and emotional support. In addition, interaction in the course can vary greatly between friendly, collegial, 

annoyed, or angry and can affect health. 
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The reaction of the lecturers to the health issues that have arisen varies considerably: the spectrum 

ranges from ignoring them, taking them up in private conversation, to raising them in a large group. 

The focus of support also varies and may include teaching communication skills, sharing information, 

or strengthening life skills and self-esteem. This depends on both the instructor and how the course is 

embedded in other support systems. For example, instructors of initial orientation courses could refer 

participants directly to the social work professional located in the building. Other instructors, especially 

in integration courses, explain that they can only report certain incidents to the institution's management 

but are not in contact with other support systems. The interest in the participants' health is not only 

genuinely altruistic but also follows tangible financial reasons: Integration course providers do not 

receive funding from the BAMF for a person with too many days of absence and may have to close the 

course due to too few participants. 

Introducing health and addressing it in the classroom 

One's conception of health shapes both one's perception of health- and illness-related situations and 

one's reaction to them, which is why the lecturers were asked to explain what they personally understood 

by health. What appeared surprising was the discrepancy between their own definition of health and the 

issues addressed in the course. On the one hand, many lecturers described that health for them 

personally means "feeling well", being happy, and not being ill. On the other hand, they primarily listed 

action situations with doctors and minor illnesses (body parts, coughs/sniffles, etc.) and nutrition and 

exercise as teaching topics. The interviews showed that lecturers brought their own normative ideas 

about what is healthy into the lessons, e.g., smoking is bad or that participants should not eat bread in 

the evening because bread is unhealthy. However, individual instructors took their understanding of 

health in the course further and described that they try to design the lessons so that the participants can 

relax, feel good, and create hope. This is achieved, for example, by noticing and appreciating each 

participant, laughing together, interactive and physically active exercises, and relaxation 

exercises/yoga. In addition, the two lecturers described in great detail that they are very motivated to 

convey to the participants that life and health are processes and evolve like society. They want to inspire 

confidence that things can get better in the participants and strengthen them. Some lecturers explained 

that it was important that the participants have a structure in their everyday life throughout the course, 

find support in the group, and form friendships. For this reason, they placed great emphasis on group 

formation at the beginning of the course and on fostering a good atmosphere. 

Health of lecturers and their desires 

A surprising and central finding was that the course leaders referred to the participants' health and 

unanimously emphasized their own health and stresses in the context of the language courses. On the 

one hand, they named the joy of teaching. On the other hand, they emphasized the employment 

relationship, which was detrimental to their health, the lack of supervision, exchange, and networking 

with a network to discuss challenging situations collegially and to be able to pass on the knowledge 

they had gained. In addition, they were burdened by the participants' many perceived needs and life 

stories and the need to sound out a good proximity-distance relationship. At the same time, they 

emphasized the great stress caused by the heterogeneity in the composition of the course as well as the 

fluctuation in some course forms (in this case, the initial orientation course). 

When asked about their wishes and needs, they particularly mentioned stable working conditions, 

supervision, the provision of materials, and further training. Particular occasions, such as the epileptic 

seizure of a participant, led to lecturers wishing for additional training to concretely improve their 

knowledge and their own ability to act and demanded that all participants receive a first aid course 

financed by the state. At the same time, the lecturers listed countless topics: unhealthy eating habits, 

lack of exercise, need for relaxation techniques, mental health, and self-esteem enhancement. Some 
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course instructors wished for better coordination with other support systems for refugees to provide 

them with more sustainable support through sharing information and cooperation. The lecturers also 

expressed wishes for vocabulary lists, concrete ideas for excursions and collaboration with 

professionals from the medical field, and the provision of materials and texts in simple language. At the 

same time, they had clear ideas about preparing the materials: these should be available and editable on 

a USB stick or online, as they constantly adapt the materials to the target group, their interests, and their 

language skills. At the same time, many lecturers emphasized that their health should also be 

considered. 

Promoting health literacy in the textbooks 

Since the promotion of HL is mainly based on the textbooks used in the courses, these were analyzed 

in detail. However, the teachers differ in their use of textbooks. In an interview, three types were named 

(a) lecturers who design the lessons very freely, create their worksheets, or draw on the large pool of 

textbooks and materials available online from the publishers or other websites, (b) lecturers who have 

a textbook as a basis and use supplementary materials, (c) as well as lecturers who rely - almost - 

exclusively on the coursebook. Therefore, these three types of instructors must be considered in the 

discussion of what follows. 

The detailed analysis of all tasks on the topic of health in the textbooks showed that although all 

textbooks take up the topic of health as a field of action, there are remarkable differences both between 

the textbooks and in comparison to the specifications in the framework curriculum. The overview (see 

Table 2) illustrates that specific topics are included in all textbooks, whereas other topics, such as mental 

health, are not addressed or are only addressed in the form of stress or happiness. In addition, many 

textbooks do not address the basic vocabulary of severe illnesses such as heart attack or diabetes, nor 

do they deal with stress or insights into psychologically stressful integration processes, which means 

that participants are not explicitly empowered to deal with them. In keeping with the situational 

reference of communicative skills, the topics are not taught separately but are permanently embedded 

in a social context of action. Figure 2 summarizes the health topics in the GSL textbooks. 

Figure 2: Health topics included in the textbooks of integration courses 

Topics Subtopics 

Body Body pieces and organs 

Health general Health in general; wellness; alternative treatment; healthy aging; diseases 

At the doctor‘s 

office 

Opening sign; making an appointment; talking to the doctor; instructions; treatment options; 

preventive checkups; at the pharmacy; taking medications; forms, fact sheets, news, 

magazine; calling in sick, emergency, hospital dismissal talk 

Health system, 

health insurance 

Medical professionals; departments in the hospital; tips in the hospital and everyday life; 

health insurance benefits 

Nutrition Food and eating terms; measurements, packaging, weight; price; buying food at different 

places; common eating habits; food pyramid, recipe; talking while eating; restaurant; garden, 

Physical activity Types of sports disciplines; fitness; healthy activities in leisure and everyday life: 

Mental health Moments of happiness; emotions; stress, sorrow, joy; wishes and dreams; own biography 

Social health Social activity/social projects; friendships, small talk, invitations; conflict; vacations and 

vacations (see also five overarching action areas). 

Determinants  Living environment, nature, and environment; working conditions; childcare 
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The analysis showed that various areas are already covered in the textbooks and that health is not only 

addressed in medical care but also in health promotion. Predominantly, the language skill of taking part 

in a conversation is trained, and the reading of brochures, filling out a form, and writing e-mails 

regarding sick leave or booking a health course are practiced in writing. 

In accordance with the mission of the language and integration courses to increase the participants' 

speaking skills and to provide orientation, there was a strong focus on language. Only rarely is a 

discussion of the content of the topic encouraged. Only at two positions within the lessons, mostly at 

the beginning as an introduction and at the end of the lesson to apply what has been learned, are the 

participants asked to formulate their ideas and apply what they have learned to their lives. Whether and 

how much the course instructor goes beyond what is in the book varies in participant observation. This 

depends on the teacher and, therefore, cannot be judged based on the textbook analysis. At the same 

time, the textbooks are the material that the learners have at their disposal at home and refer to again if 

necessary. However, whether the learners also use the language course materials as a source of 

information for orientation in Germany and take relevant information from them or whether they view 

these materials exclusively from the point of view of learning German depends very much on the 

individual and cannot be answered generally for all language learners. 

5. Discussion: Potentials and limitations of the promotion of HL in second language courses 

Finally, the study's limitations are highlighted before discussing the potential of language and 

integration courses to promote health and HL. Subsequently, a synopsis will present the range of 

possibilities and constraints of promoting HL and reflect on the results obtained compared to other 

studies. Finally, recommendations for interventions in Germany and worldwide are derived. 

5.1. Limitation of researching a complex intervention in real life 

The study showed that, on the one hand, integration courses follow a clear standardization - scope, 

rough content, goal - while, on the other hand, each course is in itself highly heterogeneous and a 

complex intervention (Robert Koch Institute and Bavarian State Office for Health and Food Safety 

2012), is influenced by countless factors. In order to be able to make general statements about the 

integration courses in addition to course-specific ones, despite the great complexity, both the 

specifications and representative textbooks were analyzed, and the heterogeneity of the courses was 

explored in the survey of lecturers and participant observation, and the results were related to one 

another. Nevertheless, more lecturers from language courses for beginners and/or with little previous 

education (initial orientation courses, integration courses with literacy) agreed to participate, and the 

participant observation took place in integration courses with literacy. Accordingly, the particularly 

vulnerable groups were overrepresented in the SCURA project. It was striking in the research process 

that the lecturers perceived the project team member in two roles and reacted differently: On the one 

hand, the role of the researcher from the university, who was initially met with skepticism by many 

lecturers and assumed a lack of practical experience. On the other hand, in the role of the GSL lecturer 

with several years of professional experience, whom they perceived as "one of them" and reported to 

her in detail without reservation. The research project was complicated by the double mandate that 

included both basic research and intervention development and therefore guided the selection of 

research methods, content focus, etc., more from an action-pragmatic perspective than from a broad 

research interest. 

5.2. Discussing the findings, potentials, and limitations 

First of all, it must be acknowledged that Germany offers relatively extensive language and integration 

courses for almost all immigrants and that the topic of health is firmly anchored in the curriculum. In 

this respect, this project did not aim to explore 'whether' but 'exactly' health and HL can be promoted in 
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language and integration courses. Due to the high complexity of the measure language courses and the 

multiformity of health and HL promotion to be found there, it is not possible in this paper to discuss the 

topic in due depth, but the essential aspects are singled out and contrasted. Figure 3 condenses the 

results, differentiating on the one hand between health promotion at the macro level and HL promotion 

at the micro level and showing the spectrum of respective possibilities in different areas. While the 

middle column lists the areas included in the course by default, the adjacent columns show how these 

factors - specific to the course and the teacher - are (can be) experienced and shaped as affecting or 

promoting health. 

Figure 3: Possibility spectrum of health and HL promotion in language and integration courses 

MACRO LEVEL: HEALTH PROMOTION 

Detrimental to health Defined Health-promoting 

Putting pressure on (performance and 
time) 

Goal 
(B1 in 600 UE) 

Being able to speak independently is 
empowering, motivating, strengthens self-
esteem 

Generates a lot of pressure Scope (learning material) Teaching strategies for dealing with pressure 

High workload, changing regulations, 
burdensome 

Administrative workload (-) 

Need to act at short notice: unclear when 
sufficient participants are found, often a 
rapid change of regulations 

Planning of courses (-) 

Rigid following of regulations Standardization Flexible, need-oriented handling of regulations 

Noisy, cold, poorly lit, cramped  Room design (size) Quiet, comfortable temperatures, well-lit, 
spacious 

Heterogeneous conflicts  Course composition 
(language level) 

Heterogeneous used productively, internal 
differentiation 

Heterogeneously, ignoring individual 
needs & resources 

Participants (characteristics) Inclusion of resources, valuing 

Burdensome, precarious, low pay, 
honorary employment 

Working conditions Partly: permanent employees 

(- no time) Networking Networking with other actors offering help 

Inducing stress, unapproachable, strict Teacher’s acting Close, confidant, good proximity-distance-
attitude 

Conflicted, stressful, community of 
purpose 

Interaction among 
participants 

Trusting, relaxed, friends, support giving 

MICRO-LEVEL – HEALTH LITERACY PROMOTION 

No HL or only one-sided/incorrect Defined Promoting HL (holistically) 

Language only, no content learning  Objectives (language) Expanded, directing focus on content, 
incorporating other HL components. 

Limited, very limited, 'functional HL, 
avoid critical topics; cut health topics in 
favor of other topics 

Health topics (at the 
doctor’s, nutrition, exercise) 

Expanded, comprehensive, empowering, 
breadth and depth possible, providing 
orientation, preparing for critical situations 

Only disease (physical) Concept of health Comprehensive understanding, including 
determinants of health 

Ignoring Picking up on H Using as a learning opportunity 

Teaching erroneous information Contents of 
recommendations/exercises 

Teaching correct contents 

Affirmative patient Physician-patient 
communication 

Possible: empowered, questioning patient 

Middle column: Words in bold are the areas provided in the curriculum; words in italics are additional topics that 
emerged as significant in the ethnographic study. 
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The complexity and multifaceted nature of health and HL promotion in language courses are accounted 

for by not shortening the results to a common denominator but rather by spanning the spectrum of 

possibilities despite standardization. Due to the ethnographic approach in SCURA, it is impossible to 

conclusively assess how broad the spectrum is for each course and individual teacher. Nevertheless, 

statements from lecturers suggest that in highly heterogeneous integration courses and for lecturers who 

teach two courses simultaneously for financial reasons, the spectrum is narrow, and the course tends to 

be perceived as detrimental to health by all participants. 

Comparing these results with other studies or models is challenging in that none of the studies we are 

aware of have ethnographically researched language courses in a comparable overall manner, and most 

only present micro-level findings. In this context, the actors identified as highly influential in the 

SCURA project, such as the lecturers, the political, administrative, and curricular guidelines, the 

textbooks, as well as the educational institution itself, remain mostly unnamed.  

This is unsatisfactory since the effectiveness of HL promotion in language courses should be successful 

not only under "project" in the sense of laboratory conditions but also in everyday teaching practice. 

However, the aforementioned framework conditions largely determine whether or not HL promotion 

activities can be realized in the course at all. 

In addition to the studies, these results can also be compared with models of health-promoting schools 

and HL promotion in schools (WHO n.d.; Okan et al. 2020). They all have in common that they reach 

many of the target groups with their offerings, are available nationwide, and improve essential 

competencies - in this case, language skills - that are essential for communication in general and on 

health topics. At the same time, HL promotion in language courses differs from that in schools due to 

the heterogeneity of the participants, the goals, the time horizon, the consequences of (not) passing, and 

the framework conditions that the lecturers cannot influence. Although the models comprehensively 

shed light on health (competence) promotion in the educational institution, they leave three extremely 

central aspects unmentioned. First, these are the teacher's significant role, her working conditions, her 

relationship to the TN, her understanding of health, and her burden of the many demands (cf. Holland-

Letz 2020). Second, by outlining the optimal case, the HPS models hide reality, whereas SCURA 

attempts to account for the multiple influences and provide an accurate picture by outlining the spectrum 

of possibilities. Third, the WHO model ignores the high level of complexity between the individual 

factors, which are artificially separated in the list-like representations, leading to misconceptions. 

Only when these framework conditions that significantly influence the language course are taken into 

account can the question of how exactly HL can be promoted be addressed at the micro-level. The 

overview in the textbook and the teachers' explanations indicate how HL can be promoted step by step 

in a targeted manner with a holistic understanding of health and the inclusion of the seven components 

of HL (Harsch and Bittlingmayer 2020a). 

 

5.3. Improving health literacy in courses for second language learners in Germany and 

around the world 
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This study identified vital findings that apply to all second language acquisition courses:  

• The understanding of health should be holistic; therefore, HL encompasses much more than 

just doctor-patient communication or reading brochures about diseases and their treatment. 

• Health promotion should be fundamentally anchored in the setting and the courses' 

specifications. 

• Health promotion includes all actors, including the lecturers, with their health, stresses, and 

perceptions of health. 

• HL can be promoted formally, informally, and through assignments in the course, taking into 

account the seven components of HL and the different levels of HL. 

• HL promotion must serve the goal of the course – language acquisition. 

To sustainably improve health promotion and HL, starting at the most influential, adjusting, and making 

each of them more health-promoting/promoting is essential. These are the politicians through legal 

requirements, the BAMF through the framework curriculum, the textbook publishers through the 

design, educational institutions through the conducive design of the course, and the lecturers with their 

respective ideas of health. The analysis showed that the most significant impact on sustainable HL 

promotion in language courses could come from policy decisions, e.g., expanding the number of hours 

in courses, better working conditions, smaller course groups, and adding more “health” topics to the 

framework curriculum. This would also directly increase the number of health topics included in the 

textbooks and provide teachers with ideas for implementation. Unfortunately, the SCURA project could 

not fundamentally change the health-related frameworks; instead, the focus was on what could be 

directly designed following the project proposal. Therefore, based on the needs of the lecturers, several 

tailor-made measures were developed in the SCURA project to enable course leaders to promote health 

and HL in GSL courses. Due to the great heterogeneity and diverse needs in the courses, a 

comprehensive collection of ideas for lecturers was compiled for individual selection, further training 

for teachers was developed, and both were reviewed with them in a participatory manner. In addition, 

the training materials were prepared as a self-study course – Vertiefung@Home – and a website – 

www.scura.info – was developed with information about the project, the workshops, and additional 

suggestions for reflection methods, promotion of the components of health literacy. 

6. Conclusion – what can we learn from this? 

The research project SCURA-Integration Course examined the assumed potential of language and 

integration courses to promote health and health literacy and explored the spectrum of possibilities and 

its limits. While at the beginning of the research project, the potential of promoting HL in language and 

integration courses was assumed only based on well-founded arguments, this can now be done in a 

more differentiated way. It turns out that these courses can promote health literacy, but at the same time, 

they can also be detrimental to health. However, it is elementary to precisely define what HL 

understands and how exactly it is promoted. In addition, it is important to describe the range of 

possibilities for promoting health literacy and to consider the context and the high complexity of health 

and health literacy promotion in language and integration courses. Only in the interplay of all these 

factors can the potential be assessed in a differentiated way. 

Language and integration courses are highly heterogeneous and understand health literacy primarily as 

the promotion of communication in health. The newly developed offers for lecturers can enable them 

to design lessons for the targeted promotion of health and health literacy suitable for their situation. 

Despite this empowerment on a small scale, the rigid and health-impairing framework in which 

language and health literacy are promoted must not be ignored. For lecturers to better support their 

http://www.scura/
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participants in their HL training, it is necessary to address both the framework, the curriculum, the 

textbooks, and the working conditions, among others, payment inclusive networking for teachers. 

Accordingly, language and integration courses can significantly contribute to reducing the challenges 

posed by heterogeneity. For sustainable and comprehensive health literacy promotion, it is necessary to 

involve all actors and levels. The interventions in the SCURA project are one first step towards a more 

differentiated approach and concrete support. 
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