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Abstract: (1) Background: With regard to children and adolescents, health literacy should only not be
understood as an individual ability, but rather as dependent based on its contextual determinants.
The study examines how experts define health literacy in childhood and adolescence and discusses
whether they include these factors. (2) Methods: In 48 interviews with experts from 32 countries,
specific questions for defining health literacy in childhood and adolescence were analyzed. Data
analysis was conducted according to the summary of the qualitative content analysis. Main categories
and subcategories were developed exploratively and inductively. (3) Results: No expert had an
official definition of health literacy in childhood or adolescence. There were more experts who
located health literacy only at the individual level alone than those who located it at both the
individual and contextual levels. On the individual level, there was a focus on information processing,
knowledge, behavior, and skills. At the contextual level, system responsibility, the ability of others,
and relationship between age and development were the main points. (4) Conclusions: To develop
an adequate method of dealing with health literacy in the target group, there must be a target group-
specific consideration of the dependencies, ages, and developmental stages of that group. While
this is considered as consensus in scientific discourse, it has seemingly not yet been adopted in
development-related policies internationally.

Keywords: definition of health literacy; childhood and adolescence; global experts; social determinants;
policy; contextual level; individual level

1. Introduction

Nowadays, the meaning of the term “health literacy” seems more complex and hetero-
geneous than ever. Social scientists argue about what health literacy amounts to. Despite
the differences, there is a lot of overlap. Converging developments seem to understand
health literacy as a two-sided concept: it pertains to the individual as well as to the struc-
tural levels [1]. Underlying this understanding is a shared responsibility between the users
and actors in the health system, within which adults are the main protagonists rather than
children and adolescents.

With respect to children and adolescents, it may not be sufficient to capture health
literacy as a two-sided concept [2]. They are socialized in different environments, contexts,
and settings and are particularly exposed to visible (and invisible) dependencies that often
do not allow them to make their own health-related decisions. At the same time, they may
be ascribed less responsibility than other users of the system. Moreover, the health system’s
responsibility toward children and adolescents takes on greater significance since it must
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consider the specifics of childhood and adolescence [3]. Health literacy interventions
must be designed with the needs of the target groups in mind. However, children and
adolescents are often addressed as part of the general population. Among other things, this
presupposes that the needs of this specific target group are the same as those of adults.

An adequate conceptualization of health literacy in childhood and adolescence can
help in designing interventions and policies that are appropriate for the target group.
However, an adequate conceptualization can only be achieved by defining and operational-
izing the subject matter [4]. Necessary and appropriate health literacy policies can only be
constructed when it has clearly been worked out as to what characterizes health literacy in
childhood and adolescence. With this in mind, three research questions seem to be central:

1. How is health literacy applied according to international experts?
2. How are children and adolescents taken into account?
3. What unique features regarding children and adolescents are considered?
We will first provide notable theoretical and conceptual considerations of health

literacy in childhood and adolescence, which will be followed by a presentation and
discussion of the empirical results found in our study. Finally, the findings will be used to
draw conclusions for conceptualizing health literacy for children and adolescents.

1.1. Health Literacy in Childhood and Adolescence—Contextual Perspective

In a simple approach, health literacy describes a person’s ability to manage his or
her own health and navigate the health care system. In this context, health literacy is
not static and develops over the course of a person’s life through, e.g., education, and
is influenced by personal, situational, and societal factors. It can thus be understood as
a dynamic and situation-specific concept at the individual level [5,6]. Most often, the
structural and contextual perspective of health literacy is not considered, especially with
regard to child and adolescent populations [4,7]. However, this obscures the view of social
inequalities in health literacy and the importance of factors that are not under the control
of the individual [8]. It is important to consider the extent to which structural, situational,
and contextual conditions limit, favor, or change the ability of children and adolescents to
act [9]. Bitzer and Sørensen [6] point out that for certain target groups (e.g., children) as
well as for those target age groups in certain situations, it is not (only) individual health
literacy that determines health and health-related behavior in the long term, but the health
literacy of the social environment, e.g., parents, family, circle of friends, or even political
leaders (p. 755).

For a long time, children and adolescents occupied little space in the scientific dis-
course on health literacy [10]. Even today, the amount of available scientific discussion
on this topic is rather small [11]. Often, children and adolescents are subsumed under
the overall population. It is assumed that the health (information) needs of children and
adolescents are the same as those of adults [12]. Children, and especially adolescents, are
already confronted with complex health-related information from various sources [11,13].
Especially in this context, it is of increased relevance for children and adolescents to be
able to deal with health-related information. Health-related attitudes and behaviors are
formed in childhood and adolescence, which can be supported and positively influenced
by responding to the information needs of children and adolescents [13].

1.2. Health Literacy in Childhood and Adolescence—Definitions and Concepts

In terms of concept developments, Wharf Higgins et al. [14] relate Bronfenbren-
ner’s [15] socio-ecological model to health literacy in childhood and adolescence. They
argue that the health behaviors of children and adolescents are not only individual choices
but that they also must include intrapersonal factors at the micro level (e.g., knowledge,
skills, and attitudes towards health), interpersonal factors at the meso level (social support
and influence from, e.g., family, teachers, health curricula at school), and community factors
at the macro level (e.g., health policies, access to the internet).
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Based on the initial work of Rothman et al. [16], Okan et al. [17] and Bröder et al. [18]
developed a conceptual approach towards health literacy for children and adolescents: the
5D and 6D models, respectively. These models are based on the idea of identifying and
focusing on specific characteristics of children and adolescents that are relevant for health
literacy considerations and that distinguish children and adolescents from adults.

A review by Bröder et al. [12] addressed the previously developed definition proposals
for health literacy in childhood and adolescence. According to the authors, all of the defi-
nitions have an action-based focus in common, which primarily encompasses processing
health information in various ways. The authors highlight that there is limited consensus
on the conceptual underpinnings of the approach and that the specifics of the target group
have not yet been elaborated. Comparing the model developed by Bröder et al. [12] with
its focus on childhood and adolescence to the more general review by Sørensen [5], the
identified definitions overlap and are partly identical. This shows that the specificities of
the target group of children and adolescents are not reflected in the definitions.

So far, it has not been examined whether these theoretical constructs have already
found their way into political measures to promote health literacy in childhood and ado-
lescence. This is what prompted this study. It became clear that although the discourse
recognizes that contextual variables, social and habitual backgrounds, life stages, and
individual resources should be included, they are not operationalized and considered in
health literacy, and they are particularly not considered when discussing health literacy in
childhood and in adolescence. What has been discussed on a theoretical level so far will
now be examined at a qualitative empirical level. The question is whether the theoretical
considerations are shared by international experts.

2. Materials and Methods

Qualitative data were derived from expert interviews conducted as part of the PMO
(Project Management Office) policy sub-project of the Health Literacy in Childhood and
Adolescence research consortium (HLCA at Bielefeld University). The project focuses on
the political actors and professionals who are involved in health policy processes and who
can as such provide information on the political implementation of health literacy. The goal
of the project is to derive evidence-based knowledge about national and international health
literacy policies that can then be incorporated into policy recommendations for political
actors. The interview guide comprised a battery of seven questions, including various
sub-questions. For the research questions of this manuscript, we only focused on the
particular question related to health literacy definitions. The transcripts of the interviews
were then reviewed, with an exclusive focus being placed on the second question of the
interview: “What is health literacy in relation to children from your perspective and from the
perspective of your country?” Optional addition: “Is health literacy a unique concept or are there
other concepts that are similar and currently being addressed in your country?”. Selected passages
were then analyzed by means of qualitative content analysis using MAXQDA software
(VERBI, Berlin, Germany).

2.1. Interview Study

The experts were contacted via email as part of a literature search and were recruited
for the interviews. Expert eligibility was determined through the various personal networks
of the project leaders, such as Health Literacy Europe, the Global Working Group on Health
Literacy of the IUHPE, the Policy and Advocacy Board of the International Health Literacy
Association, and the Asian Health Literacy Association as well as other informal networks
and multipliers. Relevant experts were identified through these international networks and
based on suggestions made by network and/or association members. Only experts who
were working either in governmental organizations or with governmental organizations on
developing policies or providing policy work (e.g., as consultants, advisors, expert boards,
and/or researchers developing policies for national governments and/or professionals
collaborating on policy developments in Non Governmental Organizations) were included.
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Since health literacy is a relatively new topic in health policy making, not all countries have
put health literacy on their policy agendas, and not many policy professionals work on
health literacy. Therefore, this was the best way to achieve the main objective, which was
to identify those who work or who had worked on health literacy policy. It is important to
highlight that the results are not representative of countries but rather describe the state
of the conceptual understanding of health literacy for children and adolescents from the
perspective of the policy expert and/or that are based on the available country policies.

National and international health policy actors working on health literacy in a ministry,
health agency, or NGO were selected. In addition, the experts involved in the development
of national health literacy action plans and strategies and in this role working and at
the interface of policy, research, and governmental advice were approached. Data were
collected through telephone and video interviews conducted by Orkan Okan and Kristine
Sørensen. The guide for the expert interviews was available in both German and English.

2.2. Sample

The study is based on a convenient sample, and participants were recruited based on
their expertise in the field of health literacy policy. A total of 63 interviews were conducted
with health policy stakeholders from 45 countries (58 in English and 5 in German). After
reviewing all of the interview transcripts, a pre-selection was made, and interviews were
excluded that could not be used for the purpose of this study. Specific exclusion criteria
were either:

(a) No direct answer or statement in response to the question about a definition of
health literacy for children and adolescents in one’s own country (e.g., indirect, uninten-
tional mention in a subordinate clause in response to another question)

or (b) If a strong interpretation of the statement would have been necessary to extract
a health literacy understanding. Accordingly, the inclusion criterion can be formulated as
follows: If the question for the definition of health literacy for children and adolescents in
the country was answered with a definition or paraphrase of the expert’s understanding.

After excluding interviews that fulfilled criteria (a) or (b), 48 expert interviews from
32 countries remained. In Figure 1, all of the included countries are shown with a light
background, and all excluded countries are shown with a dark background. In Figure 1, all
of the included countries are in dark-blue, and all of the excluded countries are in bright
blue. The country abbreviations agree with ISO 3166 ALPHA-3 and are included after
the country name. This is only supplemented by the abbreviations for Northern Ireland,
Scotland, and England, which would have otherwise all been counted as the UK.

2.3. Data Analysis

The interviews were transcribed and analyzed. Data analysis was carried out ac-
cording to the summary of the qualitative content analysis process by Mayring [19]. This
method is particularly suitable if the development of a category system is to be carried
out starting from the material, i.e., inductively, in a systematic reduction process [20]. The
suitability of the method is warranted because of this work’s purely explorative intention.
The main categories “Individual Level” and “Context Level” were developed inductively.
Subsequently, the interviews were divided into segments in order to code the interview
passages according to the main categories. From these, various subcategories within the
respective main categories were formed during a further inductive step [21].

The individual level was supplemented with various subcategories related to the
“handling of information” and “heterogeneous forms of knowledge, skills, and behavior”.
Information processing is to be understood from a cognitive psychological perspective.
Knowledge, skills, and behavior make up a set of further competencies, as they already
frequently serve as collective terms in the literature as well as in empirical studies. The
context level was divided into statements related to “interaction with different systems or
people”, “provision of information”, and “age- and development-related statements”.
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Figure 1. Included (dark blue) and excluded (bright blue) countries for sample analysis:
Experts from the following countries were included: Australia (3× (AUS), Austria (AUT), Argentina
(ARG), Belgium (BEL), Canada (3×) (CAN), China (CHN), Croatia (HRV), Estonia (EST), Ethiopia
(ETH), Finland (FIN), Germany (2×) (GER), Hong Kong (HKG), Hungary (2×) (HUN), India (IND),
Ireland (IRL), Israel (ISR), Kazakhstan (KAZ), Lebanon (LBN), Malta (MLT), Netherlands (NLD),
New Zealand (NZL), Norway (2×) (NOR), Poland (POL), Romania (ROU), Spain (ESP), Switzerland
(3×) (CHE), Thailand (THA), United Kingdom—England (2×) (GB), United Kingdom—Northern Ire-
land (NIR), United Kingdom—Scotland (SCO), United States (7×) (USA), and Vietnam (VNM).
Experts from the following countries were excluded: Brazil, Denmark, Egypt, France, Mongolia,
Nepal, Nigeria/Cameroon (both in one interview), Philippines, Portugal, Russia, Serbia, South
Africa, and Taiwan.

3. Results

It should be noted that no expert was able to provide an explicit definition of health
literacy for children and adolescents. Rather, most of the experts explicitly expressed that
no definition of childhood and adolescent health literacy is available in their country or
that no definition is available for the general population. None of the experts indicated
that there is a specific definition of health literacy for children and adolescents in their own
country; instead, they:

1. Made no statement about it at all;
2. Described their own understanding of health literacy (for children and adolescents);
3. Were not sure if there is an understanding of health literacy for children and adolescent

as well as for the whole population;
4. Deflected to descriptions of the concept of health literacy in general.

Thus, no explicit application of health literacy to childhood and adolescence can be
recorded for any single nation. It is noticeable that most of the experts made a reference
to the fact that they are not working in the field of health literacy regarding children and
adolescents (at all or exclusively) and/or that there is no official definition for children and
adolescents in the respective country. Several times, this was followed by a reference to a
focus on adulthood and/or to the use of only one definition for adulthood or for the whole
population of the respective country. Often, either an attempt was then made to apply
common adult-age definitions to the target population of children and adolescents, or an
explanation is given as to why children and adolescents are also included in a definition
for the total population:

“I don’t know it exactly, but my own definition ( . . . ) is pretty similar to adults, but I
guess I would say that definition health literacy for children is their ability to find health
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information, to understand it, to communicate about it. So, evaluate it and then take
action to improve their health. So, that for me is the basic definition of health literacy and
that would just apply to children as well”. (USA I)

“I think as for defining health literacy for children and adults, well, or youth ( . . . ) they fall
within that definition quite well, and so we don’t have a separate definition”. (CAN II)

3.1. Individual Level and Contextual Level

Distinguishing health literacy on an individual and a contextual level was a recurring
theme. Already during the coding process, it became apparent that the distinction between
the broader, contextual perspective and narrower, individual understanding would form
one of the core aspects of the data analysis. The individual understanding of health literacy
is understood as a focus on information processing or individual knowledge, behavior, or
skills. The broader, contextual understanding of health literacy additionally incorporates
sociocultural, structural, and societal conditions and resources that enable a person to be
more or less competent. It therefore locates competence not exclusively in the individual
but also in the environment and surroundings of the individual, as highlighted in the
concepts of distributed health literacy [22], social health literacy [23], or organizational
health literacy [24]. Figure 2 shows the countries where, according to the experts, health
literacy is predominantly considered at the individual level (ARG, BEL, CHE, CHN, EST,
FIN, GB, GER, HKG, IND, ISR, KAZ, LBN, MLT, NLD, POL, ROU, SCO, THA, VNM
(n = 20)) and those experts from countries where both the individual and the contextual
levels are mostly considered (AUS, AUT, CAN, ESP, ETH, HUN, HRV, IRL, NIR, NOR,
NZL, USA (n = 12)). There were no experts who considered the contextual level alone
without including health literacy as an individual skill for their country.
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3.1.1. Individual Level

Based on the interviews analyzed, the concept of health literacy as an individual and
individualized ability can be divided into the handling of information and a number of
different knowledge types, behaviors, and skills (see Appendix A, Tables A1 and A2).
Table 1 shows the different emphases related to the individual and contextual levels:
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Table 1. Experts from countries that focus information processing and/or knowledge, behavior,
and skills.

Focus on
Information Processing

Focus on Knowledge,
Behavior, and Skills

Consideration of
Both Focuses

Experts from countries that only
consider the individual level

BEL, CHN, GB, GER, HKG,
ISR, KAZ, LBN, MLT, ROU,

THA (n = 11)

ARG, EST, FIN, IND, POL,
SCO, VNM (n = 7) CHE, NLD (n = 2)

Experts from countries that
consider the individual AND

contextual levels

AUS, AUT, ESP ETH, HRV, IR,
NOR (n = 7) NZL (n = 1) CAN, HUN, NIR,

USA (n = 4)

Accordingly, the experts from Belgium, China, England, Germany, Hong Kong, Israel,
Kazakhstan, Lebanon, Malta, Romania, and Thailand take an individualized approach
to health literacy and focus on information processing and health information use. The
experts from Argentina, Estonia, Finland, India, Poland, Scotland, and Vietnam also have
an individualized understanding of health literacy but focus on other skills, knowledge
types, and behaviors. Experts from Switzerland and the Netherlands put their entire focus
on individual health literacy, both on information processing and on knowledge, behavior,
and other skills. As expected, experts who consider contextual conditions in addition to the
individual level are less likely to focus on individual skills such as information processing
or other skills or types of knowledge. The experts from Australia, Austria, Spain, Ethiopia,
Croatia, Ireland, and Norway focus on information processing, while only New Zealand’s
expert focuses on other skills. The experts from Canada, Hungary, Northern Ireland, and
the United States address both areas. From this, we can expect them to reappear in the
analysis of the contextual level.

3.1.2. Contextual Level

While the consideration of contextual variables has become a standard requirement in
the scientific discourse on health literacy, it has not yet fully entered known definitions and
implementation measures. As shown, the experts from 12 nations (AUS, AUT, CAN, ESP,
ETH, HUN, HRV, IRL, NIR NOR, NZL, USA) can be grouped together in the category of
“health literacy at the contextual level” based on their statements. This category includes
statements that do not locate responsibility for healthful action exclusively with the indi-
vidual but also attributes it to contextual variables such as the health care system. Some
statements did not refer to all of the factors considered at the contextual level but rather to
certain aspects of it. This included statements that had to do with age- and development-
related factors and how they as well as other factors interact. This was the case when
interactions with family or parental health literacy were mentioned but, again, this was
framed solely as an individual ability (of another person). This was also the case when
age- and development-related variables were mentioned in the context of an individual’s
developing abilities or limitations.

When the respondents referred to children and adolescents directly, usually the parents,
the guardian, and relevant adults from the child’s or adolescent’s environment are being
addressed. Accordingly, parental health literacy also seems to play a special role, as
it is repeatedly pointed out that children and adolescents are often not understood as
independent decision-makers:

“In adults, it’s about the ability to obtain, understand and use information to make a good
decision about your health. So, it’s obviously a lot more complicated in children because
they are not necessarily the guardians of their own/they cannot always do what they want
to do or, you know, sometimes decisions are made FOR them by other people”. (GB I)

Similarly, it is repeatedly pointed out that a definition for children and adolescents
only works when age and developmental stage are taken into account:
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“[T]hat is the definition for the whole population about finding, understanding, apprais-
ing, applying health information. And I think that definition might also be relevant
for children, depending on their age and cognitive development and health information
adapted to children’s age and cognitive development”. (NOR I)

Three superordinate categories could be inductively recognized in relation to the
contextual level of health literacy (see Appendix A, Tables A3–A5):

Systems in responsibility—provision of and access to information: When the ex-
perts from each country addressed the responsibility of systems, they mostly focused on
the way information is provided and accessed. It was made explicit that it must be made
easier for children to find, understand, evaluate, and apply health information. Children
and adolescents cannot be assumed to understand health-related information made for
adults. The health care system should also consider situational factors and the individual
circumstances of a person (i.e., children and adolescents). In addition, the way information
is communicated, in written text and its visual presentation, are considered to be important.

Health literacy as the ability of others: It is noteworthy that the understanding
of health literacy is indeed recognized as being contextual, particularly in relation to
surrounding people. However, even with this contextual understanding of health literacy,
the person-centered and individualized approach is still maintained since health literacy is
then described as the ability of other people. It is frequently pointed out that health literacy
is not assigned to children themselves but rather to a family (a group of individuals) or
the guardian (or a supporting person). Thus, competence is located in people. Effectively,
the responsibility for health-related matters and how to deal with them is left to a child’s
social environment. In addition, sometimes children and adolescents are understood as
dependent people who cannot make decisions by themselves. Rather, adults make the
decisions on their behalf.

Age- and development-related conditions of health literacy: In some interviews, the
experts made very specific distinctions in terms of different age groups and developmental
stages. This was the case, for example, when they referred to the competencies and
knowledge the toddlers, kindergarten kids, schoolchildren, or adolescents should have
with regard to their health literacy and the degree of those competencies and knowledge.

4. Discussion

The aim of this qualitative study was to explore health policy experts’ and decision
makers’ conceptualization of health literacy for children and adolescents. Forty-eight inter-
views from thirty-two countries were analyzed. The results show that experts define health
literacy very differently. Nevertheless, a certain overlap was found in the international
operationalizations of health literacy. The commonality among the various health literacy
definitions mentioned most often was that health literacy is a concept that is primarily
focused on the handling and mastering of health information and how they can be used for
decision making and informing healthy behavior. Additionally, health literacy, as a broader
set of competencies and skills needed for health promotion, prevention, and health care,
also emerged as a recurring theme at all levels throughout the data analysis.

As shown, none of the experts included in this study had an explicit, full-fledged
definition of health literacy for children and adolescents as part of an official governmental
document or policy. Frequently, the experts made an effort to adapt existing definitions to
childhood and adolescence. At other times, they would not tailor them to a specific target
group. This may indicate that the scientific discourse on a target group-specific health
literacy concept has not yet fully permeated health policy bodies and ministries.

Recalling Bronfenbrenner’s [15] socio-ecological model, it is evident that international
health policy actors primarily operate at the micro level. Interpersonal factors at the
meso level, for example, support from peers, relatives or schools, are only mentioned in
passing in the expert interviews. Macro-level influences, i.e., education, health policy, living
conditions, culture, and media, could only be identified in the statements about information
provision and presentation.
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In the evaluation of the individual competencies, knowledge of health topics was
mentioned with above-average frequency. Health literacy seems to be closely linked to
knowledge in the understanding of the health policy actors. Knowing how to do something
is a prerequisite for actually doing a certain thing, which, in the context of health literacy,
means dealing with (health) information, as expressed by almost all of the experts and in
line with the scientific discussion [25].

It turns out that “the social environment”, including, e.g., the family, parents, peers, ed-
ucation, and health professionals, was mentioned as a contributing factor. Yet, it remained
unclear how much relevance and responsibility can be attributed to each of the factors.

Moreover, adequate communication and the readable and understandable design of
information and icons are considered as important. The category “health literacy as an
ability of others” bundles the statements that focused on environmental interactions with,
e.g., family or peers, and in which these are the people who are supposed to be health
literate. This is consistent with the findings of Edwards et al. [22], who used distributed HL
to draw attention to the fact that exposure to health information is not an individual’s task
but is distributed across social networks (friends, family, work colleagues).

The macro level was mentioned in one of two ways: On the one hand, it was included
in statements about the provision of information by the health system. On the other hand,
it was mentioned with regard to the responsibility of other (social) systems, for example,
formal learning, in teaching and promoting personal health literacy. This also means that
only behavior-oriented promotion and prevention is targeted and that no organization-
oriented variables are considered. As such, although different settings and systems can
be designed to promote health and although health literacy can be promoted and enabled
on the organizational level, this has been collapsed into and framed as a mere question of
information design on the macro-level.

Generally speaking, measures must be taken so that health literacy can be implemented
and developed at the meso and micro levels, within children and adolescents and within
their social environment. These measures include the provision of information, education
in schools, target group-specific health care services, parental involvement, teacher training
and development, professional development, and organizational health literacy [26].

Figure 3 shows the key findings regarding the understanding of child and adolescent
health literacy, relevant components, and how often they were mentioned by the policy
experts during the interviews. They are structured in accordance with the micro, meso, and
macro levels based on Bronfenbrenners socio-ecological model [15] and with the social–
ecological framework of adolescent health literacy as introduced by Wharf Higgins and
colleagues [14].

The empirical presentation of the results shows a focus on the individual abilities that
are relevant to health literacy and the interpersonal factors on the social level of children
and adolescents, e.g., parental and professional support and their health literacy. At the
same time, the imbalance between personal skills, knowledge, and competencies and the
consideration of sociocultural and contextual variables remains, as contextual mentions
mostly focused on personal competencies. These findings are similar to those identified by
the review conducted by Bröder et al. [12], which focused on the proposed definitions of
health literacy in childhood and adolescence that have been developed to date. According
to the authors, all of the definitions have an action-related focus in common, which mostly
includes the processing of health information. As a central result of their review, the
authors state that there is only a limited consensus on the conceptual basis of the concept
for children and adolescents and that the specificities of the target group have not yet
been considered. Furthermore, individual knowledge- and action-related skills as well
as evaluation and critical judgment seem to be the relevant cognitive skills [18]. When
comparing the overview of health literacy definitions for the total population [25] to that of
health literacy definitions for children and adolescents, the definitions not only overlap, but
they are sometimes even partly identical. The specificity of the target population does not
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figure in the definitions. Furthermore, it is noticeable that the consideration of individual
life phase is missing in more than half of the definitions [18].
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5. Limitations

The expert interviews were conducted with health policy actors and professionals
from different countries. Naturally they hardly represent an entire country and, even as
experts, they do not have all-encompassing knowledge of health literacy research and its
implementation in their respective countries. In addition, the respondents’ statements
within the interviews are often to be understood as spontaneous utterances, as the questions
were not known to the respondents before the interview. In addition, language can always
be a hurdle, especially when conceptual understandings are the focus of the conversa-
tion: For respondents whose national language is not English or German, a definition of
health literacy in their native language might be more nuanced and may capture the topic
better. It is also important to keep in mind that multiple interviews are available from
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some countries, while only one is available from most. Inevitably, this has the effect of
providing a broader view of operationalization for certain countries, limiting and poten-
tially biasing comparability across countries. In addition, the qualitative content analysis
evaluation method could only be used in a summarizing and structuring manner. Due to
the large number of interviews and the limited space, only one interview question and
its pertinent answer could be included in the data analysis. The formation of categories
and the presentation of the results pursued the goal of sorting and structuring. Possibly
relevant statements made throughout the interviews independent of the second question
could not be systematically considered. For this reason and in a next step, it would be
important to consider individual interviews in their entirety. Lastly, the experts’ statements
about their understanding of health literacy must be placed in the context of a country’s
political and health development to ensure a more complete and meaningful classification.
However, this was not possible due to the limited scope of this paper and hence awaits
future analysis.

6. Conclusions

This study shows that while health policy actors define health literacy for children and
adolescents very differently, there is some intersection in the ways that it is conceptualized
and applied. This is due to the fact that there is no explicit definition for children and
adolescents; therefore, prominent definitions for the total population are used. There is
overlap in content with regard to the handling of health-related information and for the
understanding of health literacy as a set of knowledge, skills, and behaviors. Dealing with
health information is operationalized by the experts primarily in terms of understanding
and applying, whereas the extended competencies emphasize lexical knowledge about
one’s own health. The greatest overlap consists in an understanding of health literacy in
children and adolescents as an intrapersonal skill. Yet, considerations rarely extend beyond
individual skills. When contextual factors are included, they take the form of a responsible
provision of information through various systems or as the ability of others in the children
and adolescents’ environment.

Already in 2016, Malloy-Weir et al. [27] already pointed out that different definitions
are problematic for implementation for policy makers, practitioners, and researchers in
practice because it is not clear which definition is the most appropriate and what criteria
should be used to select and evaluate it. In addition, this may lead to those working with
definitions of health literacy in some way using different understandings of health literacy,
resulting in ambiguity. Different concepts may be suitable for different contexts, e.g., a
country’s individual operationalization needs to be context-specific. The health needs of
different countries vary widely, and so do the needs regarding health literacy concepts for
children and adolescents.

To come up with an adequate way of dealing with health literacy in the target group,
three requirements based on the experts’ contributions could be identified. There must
be (1) target group-specific preparation and presentation of health-related information,
(2) consideration of their distinct dependencies on adults, and (3) consideration of ages and
developmental stages.

While these perspectives are taken into account in scientific discourse, e.g., by the 6D
model, they have seemingly not yet been adopted in policy development internationally.
There are approaches to increase the recognition of the importance of the living environment
(dependency and power relationships with adults, participatory aspects, and development-
specific features have at least been recognized), yet this broader understanding beyond
personal performance in prominent definitions is not anchored or being disseminated
from the scientific field into political spaces. Structural variables are largely only seen at
the health systems level. With respect to children and adolescents, at least parents and
guardians should also be considered. Although socioeconomic and habitual factors receive
some attention and are perceived as a relevant perspective, they fail to be implemented
in publicly effective definitions in spite of the fact that the importance of considering
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contextual variables is scientific consensus. Efforts to conceptualize and apply health
literacy tailored to children and adolescents politically are still in their infancy. Despite the
availability of some definitions, e.g., by Bröder et al. [18], they have not yet been adopted
by actors in the policy field. In the course of this study, mostly definitions referring to the
general population were mentioned and extended to childhood and adolescence. More
research is needed to explore whether health literacy can be defined for the population
as a whole and make specific target group- adjustments in the design and application of
interventions or policy programs.

In future work, an integrated analysis should also consider country-specific policies,
particularly health policies, and local, target-group differences. In addition, policy de-
velopments related to health literacy need to be considered to ensure that the picture of
operationalization across countries is complete.
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Appendix A

Table A1. Health Literacy at the individual level (focus on information processing).

Dimension 1: Find
(Synonyms in
Brackets)

Dimension 2:
Understand
(Synonyms in
Brackets)

Dimension 3: Appraise
(Synonyms in Brackets)

Dimension 4:
Apply (Synonyms
in Brackets)

Focus on
information processing

Australia x (find/access) x (understand)
x (apply/use
in order to
make decisions)

Austria x x x x

Belgium x (access) x (understand) x (evaluate) x (apply)

China x (obtain) x (understand) x (make a correct
judgement)

x (apply and
make decision)
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Table A1. Cont.

Dimension 1: Find
(Synonyms in
Brackets)

Dimension 2:
Understand
(Synonyms in
Brackets)

Dimension 3: Appraise
(Synonyms in Brackets)

Dimension 4:
Apply (Synonyms
in Brackets)

Croatia x (understand)
x (apply the
knowledge for
own actions)

Ethopia x (get access/obtain) x (use)

Germany x (auffinden) x x (beurteilen)

x (für sich selbst
umsetzen, um die
eigene Gesundheit
zu fördern)

Hong Kong x (understand) x (interpret) x (make decision)

Ireland x (understand) x (make informed
decision)

Israel x (access) x (understand) x (critically evaluate) x (make the best use
of that information)

Kazakhstan x (find)

Lebanon

x (process certain
information in
order to make
health-related
decisions)

Malta x (access) x (understand) x (appraise) x (apply)

Norway x (find) x (understand) x (appraise) x (apply)

Romania x (read &
understand) x (operationalise)

Spain x (access) x (understand) x (appraise) x (apply)

Thailand x (access) x (understand) x (make decision
into action)

United Kingdom, England x (access/obtain) x (understand) x (appraise)

x (use good
information to
make decision
about health)

Consideration of both
focuses (information
processing + knowledge,
behavior, skills)

Canada x (get/access) x (think
about/comprehend

x (appraise
critically/evaluate) x (use)

Hungary x (understand) x (act on this
information)

Netherlands x (find) x (understand) x (apply)

Switzerland x x

United Kingdom,
Northern Ireland

x (have an
awareness of health
messages and being
able to apply them
to make good
choices every day)
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Table A1. Cont.

Dimension 1: Find
(Synonyms in
Brackets)

Dimension 2:
Understand
(Synonyms in
Brackets)

Dimension 3: Appraise
(Synonyms in Brackets)

Dimension 4:
Apply (Synonyms
in Brackets)

United States x (obtain/access/find) x (understand) x (evaluate/interpret/
critically think upon)

x (take action to
improve health/use
to make informed
decisions/apply/
act on that
information)

Table A2. Health Literacy at the individual level (focus on knowledge, behavior, skills).

Citation Paraphrasing

Focus on knowledge,
behavior, skills

Argentina
“Health literacy in children should be how boys or girls can
understand what’s going on with their health through the
procedures ( . . . )”.

Children and adolescents
understand what is happening to
their health

Estonia

“I think that it is utmost of importance, then, simple public health
knowledge as regard their hygiene, about the importance of clean
water, washing their hands, monitoring their physical activity and
their rest rhythm. All these eating habits. When to eat, what to eat,
how to eat. All these things are built on our behaviours in the
childhood. So, it is not only the knowledge, which is important
because you have to answer the question ‘why’ or ‘how come’ or,
you know, as children ask. I think that equal important is the
personal example”.

Simple “public health knowledge”
(e.g., regarding hygiene, clean
water, physical activity, food,
etc.)/being a role model as
a parent

Finland

“Our goal in Finland is that people become able to understand,
well, themselves and other peoples and they can live and work in
our society in a way that it will enable youngsters to do make
sound health literacy and so on work in chains”.

Understand oneself and others/be
able to live and work in society

India

“In my perspective, the child knows what to eat, what not to eat or
when they fall sick, how to take care of their health, their hygiene,
their personal well-being and emotional well-being. And if they cry,
the parents, how they support. When they need the parental
support, they should identify that. I think all this will view as
health literacy if the child is aware of and not only aware, but
actually the child, you know, factors all this thing in day-to-day life
then definitely the child is health literate”.

Knowledge of children (regarding
food, illness, hygiene, well-being)
and knowledge of parents (how to
help their children, when to
help)/awareness

New Zealand

“I think that that expectation, that anyone who presents to a health
professional should have their knowledge of their health identified
through appropriate conversation and have that extended and
built-in ways that are meaningful them so that they are able to
manage their own health at the end of the situation”.

Knowing about one’s own health
when presenting to medical
personnel through appropriate
conversation/being able to
manage one’s own health

Poland

“In terms of the children, I would say that it is some type (...) the
literacy of adolescent or children to tackle with their health issue or
to help understand them with their errands or careers how to
proceed with specific health issues”
“If we have this broader context (...) an idea of introduction of
knowledge about health as the motto or subject in the primary
education or secondary education”.

Be able to deal with health
issues/help children and
adolescents with tasks that
involve health issues/knowledge
about health
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Table A2. Cont.

Citation Paraphrasing

Focus on knowledge,
behavior, skills

United Kingdom,
Scotland

“( . . . ) developing the skills, understanding, the competence and
knowledge so that people can access and navigate healthcare
systems, collaborate with their healthcare professionals, can
self-manage with whatever conditions they may or may not have”.

Skills/competencies/knowledge/
navigating the health care
system/working with health care
professionals/self-managing
health conditions

Vietnam

“Health literacy in the children and adolescents is, actually is, in my
opinion is an ability of children and adolescent themselves. And
partly also their family members and their society where they live
in. In order to improve their health. And also, some on them
related respect for their disease”.

Ability of children and
adolescents, in part the families
and society in which they live to
strengthen their health

Consideration of
information
processing AND
knowledge, behavior
and skills

Canada

“It’s a basic understanding, like literacy itself in my view. Health
literacy is knowing the basics about health”.
“Health literacy in my view, is the core set of basic facts or basic
knowledge skills and attitudes”.

Basic knowledge of
health/literacy/basic skills
and attitudes

Hungary

“For a primary school kid, I think it means something which has
some lexical elements. Some knowledge. It’s not only this ability of
realizing that the something is a health topic. But I think that they
may probably have some knowledge about health topics. (...) And
from teenagers on, I think they should have more and more
confidence of having their own decisions. For example, in regard to
alcohol or/so be more confident and be more self/well being able
to deal with their health without their parent’s help”.

For preschoolers: knowledge
(lexical) about health topics/for
teenagers: more and more
self-confidence to make own
decisions (e.g., concerning
alcohol)/decisions
without parents

Netherlands

“It’s not only about cognitive things, like knowledge and
information processing, but it’s also about having skills, for
example, communication skills”.
“They have given a lot of money for plain literacy, the ability to read
and write, which is for me very important, but it’s only a small part
of what health literacy is about”.

Knowledge/communication
skills/literacy

Switzerland

“Im Kindesalter geht es weniger darum, Gesundheitsinformationen
zu finden, da geht es eher um die Entwicklung von Feldkompetenz
in Form von Sozialkompetenz und die dann auch in Bezug auf
gesundheitsrelevante Entscheidungen wichtig sind aber ein Kind
liest natürlich nicht eine Broschüre, wie es Erwachsene tun”.
“(...) dass es die Fähigkeit ist, von Menschen ihr Wissen in
Handlungen umzusetzen, die ihrer Gesundheit und die ihres
Umfeldes fördern oder ihnen erlauben diese Gesundheit wieder
zu erlangen”.
Translation:
“In childhood, it’s less about finding health information, it’s more about
developing field competence in the form of social competence and then
that’s also important in terms of making health-related decisions but a
child, of course, doesn’t read a brochure like adults do.”

“(...) that it is the ability of people to translate their knowledge into actions
that promote their health and that of their environment or allow them to
regain health”.

social competence/translating
knowledge into
action/motivation/values and
internalized norms
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Table A2. Cont.

Citation Paraphrasing

Focus on knowledge,
behavior, skills

United Kingdom,
Northern Ireland

“( . . . ) engage in health services if they are managing a condition
or just to live well to make informed choices”.

Participate in health services and
manage their own illnesses or
live well

United States

“( . . . ) what do children know about the kinds of health-related
tasks that they have to undertake, how well they understand how
the body works and, if they are ill, what they need to do?”
“(...) managing their own health care and that’s about of how I see
health literacy”.
“[T]he functional skills to read, I know, is not the only way to define
health literacy but if you do not have that functional skills to read,
like you can’t move forward in so many parts of society
including health”.
“[A]nd numeracy, of course, is also an important part of that. How
can you equip children to really to understand numbers in the
context and for instance, if a child is diabetic? How do you help
make sure that they can effectively manage their diabetes and
understand numbers?”

Knowledge (e.g., about the
body)/being able to manage one’s
own health/literacy/numeracy

Health Literacy at contextual level.

Table A3. Systems in responsibility: provision of and access to information.

Australia:

“But we also separate out the health literacy environment which is the/All of the things within the health care
environment, the influence, the individual’s ability to access, understand, use and apply information. So, the
health literacy environment can be things like signage and way finding or the complexity how information is
written or the complexity of more thorough processes or your website range, your design ( . . . ), or how a
health care professional talks to you” (AUS III, Pos. 23).

Austria

“Wir verstehen das eben nicht nur als die Eigenleistung von Personen, die gesundheitskompetent sind,
sondern sehen immer die Wechselwirkung der Person mit ihrem Umfeld. also wie einfach oder wie schwierig
wird es den Menschen gemacht, Informationen zu finden, zu verstehen, zu bewerten und anzuwenden und da
glaube ich, gibt es bei Kindern und Jugendlichen einfach einige spezielle Aspekte zu bedenken. ( . . . ). Es
hängt sehr sehr stark auch von ihrer Umwelt ab. Ich denke die GK bei K und J hängt im stärkeren Maß als bei
durchschnittlichen erwachsenen von ihrer Unterstützung bspw. von dem Bildungssystem aber auch durch das
familiäre Umfeld ab“ (AUT, Pos. 27).
Translation:

“We understand this not only as the own performance of people who are health competent, but always see the interaction
of the person with his environment. So, how easy or how difficult it is made for people to find information, to understand,
to evaluate, and to apply and there, I think, there are simply some special aspects to consider with children and
adolescents. (...). It depends very much also on their environment. I think the health literacy in children and adolescents
depends to a greater extent than in the average adult on their support, for example, from the education system, but also
from the family environment.

Canada
“( . . . ) but it needs to be put into a developmental context, so that when children are exposed to ( . . . ) the
content of health literacy, it must be provided to them in a way that is consistent with their ability to process
that knowledge and consistent with their ability to act on that knowledge” (CAN III, Pos. 20).

Ethiopia:

“The definition for the health literacy is related to people’s right and to get access to ( . . . ) health information (
. . . ). Getting information about the available services, this is, kind of, right based so that people ( . . . ) could (
. . . ) use. ( . . . ) After they’re accessing the health information, they do have the right to negotiate about their
treatment option or ( . . . ) with health service provider” (ETH, Pos. 20).

Hungary:
“And we have an institutional level that how can the healthcare services and also social care services, and the
public-school services, provide easy information about health that are easily understand for specifically for
child” (HUN I, Pos. 16).
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Table A3. Cont.

Ireland

“But we also look at health services, playing a role in relation to health literacy in terms of making sure that
they are communicated clearly and take account of people who may have difficulties of fully understanding
the information that they have to digest, because they may have specific literacy or numeracy needs”
(IRL, Pos. 18).

New Zealand:
“But that much more important was the health system’s response to health literacy need because need is
determined by individual experience and circumstance, and the situation you’re presented with at the time”
(NZL, Pos. 18).

Norway: “So, you cannot expect that children are going to understand information provided for adults”
(NOR I, Pos. 16).

Spain

“[H]ealth literacy is closely linked to literacy and encompasses knowledge, motivation, and competencies to
access, understand, appraise, and apply information to form judgment and make decisions concerning
healthcare, disease prevention, and health promotion in everyday life to maintain and promote quality of life
during the life course with the support of professionals and systems to facilitate the process” (ESP, Pos. 18,
author’s underlining).

United
Kingdom,
Northern
Ireland

“[I]t would be empowering children to have an awareness of health messages and being able to apply them to
their lives to make good choices every day and also engage in health services if they are managing a condition
or just to live well to make informed choices. ( . . . ) But I would say there’s not always the promotion of
shared decision making, and information isn’t always clear or available around health topics for children”
(NIR, Pos. 16).

United States: “To me, it’s really about delivering information in a way that people can understand” (USA VII, Pos. 16).

Table A4. Health literacy as the ability of others.

Australia: “However, for children, it would be a collaborative understanding between the person and the support
person” (AUS III, Pos. 19).

Estonia:

“(...) I think that it’s a part of normal education or it’s a part of normal family-life. It’s/you don’t have to take
it as a lesson, that, like, “from 10 to 11 we are talking about healthy food.” I don’t think that with children it
works this way. I think this is like every minute, every hour, every day, it works. Whenever is a possibility, you
have to talk about that. You have to stick to the rules. I mean, you can’t say one day that sugar drinks are bad,
and next day, buy a box of Coca Cola. I think you have to be consistent with your position. And that is what
you build in children mind then. So, I don’t say that this is something as a subject. I think it is a part of normal
life, the way adults, parents treat their children” (EST, Pos. 24).

Ethiopia: “So, when it says it’s about children’s health literacy, it is about guardian, fosters and parents” (ETH, Pos. 18).

Lebanon: “But in children, I would say, they are very dependent on the adults in their life to navigate a health system”
(LBN, Pos. 18).

Malta: “I think that health literacy with respect to children very much is part with that of the family and guardian as
well” (MLT, Pos. 16).

United
Kingdom,
England:

“So, it’s obviously a lot more complicated in children because they are not necessarily the guardians of their
own/they cannot always do what they want to do or, you know, sometimes decisions are made FOR them by
other people” (GB I, Pos. 17).

Vietnam:
“Health literacy in the children and adolescents is, actually is, in my opinion is an ability of children and
adolescent themselves. And partly also their family members and their society where they live in. In order to
improve their health” (VNM, Pos. 20).
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Table A5. Age- and development-related conditions of health literacy.

Hungary:

“Children’s health literacy. Well, I think this is quite an age-related topic. So, you have to be absolutely/well
make it absolutely clear that the age of the child is very, very important in this topic. Because it’s something
very, very different in the case of a three or five-year-old. For example, I think in a three or five-year-old, health
literacy means that they tell their parents if something is itchy or it aches. Or they don’t feel themselves
comfortable. For a primary school kid, it/I think it means something which has some lexical elements. Some
knowledge. It’s not only this ability of realizing that the something is a health topic. But I think that they may
probably have some knowledge about health topics. And from practically this age on, I think they should have
some ability to understand origin or other information about health and disease or disease prevention. Or so
on. And from teenagers on, I think they should have more and more confidence of having their own decisions.
For example, in regard to alcohol or/so be more confident and be more self/well being able to deal with their
health without their parent’s health/their parent’s help” (HUN II, Pos. 18).

Netherlands:

“And for children, I would say we should refine the age where you think it’s most appropriate. I would say,
from the age that children can read themselves and are in school, they can get health information and
education, and they can be trained and taught to do make ( . . . ) wise decisions about, for example, food or
what you do or exercise. But smaller children, of course, then it’s more the parents’ health literacy than the
children’s. But I think, from the age of 6 until 18, well, you can address the children themselves. ( . . . ). Yeah,
and I would say that, in the age between 0 and 6, parents are most important. From 6 to 12, 13, it’s already in
the primary schools that you can talk about health and education” (NLD, Pos. 16–18).

Switzerland:

“So, depends on what age range you want to apply to define what is a child or children. I think, it makes a
huge difference. So, depending on the development of stage of the children, health literacy, I would assume,
should mean very different things. So, if you consider a 15-year-old a child, it’s very different from a, let me
say, an eight-year-old and a three-year-old. And depending on how you define health literacy, the subject
health literacy applies or acquires different stages of relevance for these kids. If you use a very simple
definition of health literacy as the knowledge that is needed to/What do, they say? To make healthy choices or
so. For a three-year-old it’s not really relevant. For an eight-year-old, uah, I would have my doubts. For a
15-year-old it has some relevance. Not too much else. However, if you define health literacy broader, if you
define it as including values, internalised norms, if you use a broad definition of health literacy, the relevance
starts much earlier. So, I cannot say really, how would I define health literacy for children. I would have to be
more specific in terms of the developmental stage of the children” (CHE I, Pos. 18).
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