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ABSTRACT
Introduction: Health literacy is known to be deficient in diverse populations. This study 
aims to evaluate the health literacy of a segment of Australia’s adult population 
following the COVID-19 pandemic.
Method:  Using quantitative cross-sectional method utilising validated survey guided by 
STROBE checklist, we used student-led process convenience-based sampling technique 
for a segment of Australia’s adult population. We collected Sociodemographic and other 
health literacy questions using a validated HLS-EU-Q16 questionnaire.
Results:  Among 758 participants, almost one-third (220) had low level of HLS-EU-Q16 
scores. Results from multiple linear regression model, after adjusting for covariates, 
indicate that HLS-EU-Q16 scores are significantly higher among participants with regular 
GP visits (β = 2.01, 95% CI 0.65–3.36), good or excellent self-rated health (β = 1.85, 95% 
CI 0.52–3.18), education above secondary level (β = 2.21, 95% CI 0.98–3.43), and 
employment in healthcare (β = 2.70, 95% CI 0.75–4.64). Lower health literacy scores are 
observed among participants born outside Australia/New Zealand (β = −1.66, 95% CI 
−3.07 to −0.26).
Conclusion:  The reported health literacy level and the proportion of participants not 
having a regular GP are concerning. For meaningful gains to be made, demographics 
such as country of birth and cultural background requires targeted approach.

Introduction

Many individuals with chronic health issues, such as cardiovascular disease, recently had limited access 
to healthcare due to fear or anxiety related to potential COVID-19 exposure (Kim & Yu, 2023) and this 
necessitated the need to evaluate community Health Literacy (HL). The COVID-19 pandemic has had a 
negative effect on public health in Australia and worldwide, above and beyond the immediate danger 
of illness and death. Effects included a surge in mental health conditions (Botha et  al., 2023; Kleanthous 
et  al., 2023; Zhao et  al., 2023), limited early access to health care due to lock downs and other restric-
tions and loss of general health screening opportunities led to the quick adoption of telehealth of which 
the uptake was enhanced by Medicare Benefit Scheme subsidisation (Reay et  al., 2021; Zhou et  al., 2020).

To enhance HL at a state, national and international level, it is necessary to have a comprehensive 
tool to measure the population’s HL (Pelikan et  al., 2022). The European Health Literacy Survey (HLS-EU) 
Consortium, developed the European Health Literacy Survey Questionnaire (HLS-EU-Q) (Sørensen et  al., 
2013) to investigate the correlation between health literacy and health outcomes (Nutbeam & Lloyd, 
2021) within the general population and from a broad public health perspective. Health literacy encom-
passes the ability of individuals to read and understand health related materials. Broader definitions 
(Mitsutake et  al., 2020) include the requirement to know, understand and decipher health information 
and health messages (Sørensen et  al., 2012). The focus of this paper is on conceptual models of HL 
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(Sørensen et  al., 2012) evaluating functional, interactive, and critical HL (Nutbeam, 2000) and the ability 
to rely on literacy and numeracy skills when required to solve problems in the access and use of health-
care (von Wagner et  al., 2009).

The aim was to equip the individual to make health related decisions, such as attending the GP for 
check-ups, monitoring their health status risks and adhering to regular screening programs (Sørensen 
et  al., 2012). Health literacy is already viewed as a means of improving help seeking behaviours 
(Nutbeam, 2017; Paakkari & Okan, 2020). However, disparities in health literacy remains in terms of 
knowledge, attitudes, socioeconomic inequities and disadvantage and generational gaps (Leung et  al., 
2022; McCaffery et  al., 2020), Factors such as employment status and income, which are social deter-
minants can influence an individual’s ability to effectively access health services (Nutbeam & 
Lloyd, 2021).

During the COVID-19 pandemic period, the use of digital health technologies as an alternative 
emerged (Golinelli et  al., 2020) with an uptake of approximately 36% of all GP medical appointments 
reported in Australia in the early phase of the COVID-19 (Fisher et  al., 2022). This move was a conse-
quential one as clinicians were to rapidly adopt the change terming it as a ‘forced adoption’ (Taylor 
et  al., 2021) even though patients reported to be as good or even better than the traditional face- 
to-face appointments (Isautier et  al., 2020). Interestingly, although the recommended mode of tele-
health in Australia was video conferencing primarily, during the early phase of the COVID-19, only 4% 
of telehealth appointments were reported to have involved video conferencing (Fisher et  al., 2022; 
White et  al., 2022). This new mode of health care delivery, had the likelihood of the physician or 
healthcare provider missing visual cues (White et  al., 2022) while at the same time, the requirement 
for individuals to proactively assess and monitor their own health has increased considerably, hence 
the gap necessitating the need for a greater level of HL or understanding of health issues (Paakkari & 
Okan, 2020).

This study aims to evaluate the health literacy of a segment of the state of Victoria, Australia’s adult 
population following the COVID-19 pandemic. The study objectives are to determine participants’ 
self-reported perceptions of their health status, to assess participants care seeking behaviour in relation 
to registering with a GP for continuity of care, and to evaluate whether any correlations exist between 
participants’ country of birth and cultural background to their reported HL.

Methods

Study design

This study used a cross-sectional survey consisting of a mix of generic socio-demographic questions and 
HLS-EU-Q16 questionnaire (Coman et  al., 2022) to assess participants HL in the domains of healthcare, 
disease prevention and health promotion guided by Strengthening the Reporting of Observational stud-
ies in Epidemiology (STROBE).

Questionnaire tool

HLS-EU-Q16 (in English) is a validated short version of HLS-EU-Q47 (Pelikan & Ganahl, 2017). The 
HLS-EU-Q16 is a validated short-form instrument derived from the HLS-EU-Q47 for measuring health 
literacy. It has shown good internal consistency (Cronbach’s α generally exceeding 0.80) and acceptable 
construct validity across different settings. Its strong correlation with the full-scale instrument supports 
its reliability and suitability for use in large-scale surveys. The tool has been validated for local context 
using this same data reported here with two-factor solution and resulted a Cronbach’s alpha of 0.86 and 
0.85 respectively for the two factors (Osman et  al., 2026). There are a total of 16 items, and each are 
scored on a four-point Likert scale- ranging from very difficult to very easy. Each question of HLS-EU-Q16 
was answered by choosing one response of the available choices: ‘very difficult = 1’, ‘fairly difficult = 2’, 
‘fairly easy = 3’ and ‘very easy = 4’ (Pelikan et  al., 2014). Although a range of tools were considered, the 
HLS-EU-Q16 was selected for its ease of use, the simplicity and non-ambiguous nature of the questions 
and the brevity of the questionnaire (Appendix 1) (Coman et  al., 2022).
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Ethics approval

Human Research Ethics Committee approval was obtained from Victoria University Ethics Committee 
(Reference HRE23-009). Written informed consent was obtained from the participants after providing 
them with a detailed participant information form informing and explaining to them that, participation 
was voluntary, the data will always be anonymous as there were no personal identifiers collected, and 
they had the right to withdraw from the study at any time.

Sample and recruitment

Using student-led process, where the students were trained for data collection, expectations on adher-
ence to ethical principles and preservation of data quality as part of the research unit content where 
collected data were submitted to the unit’s LMS portal and were reviewed by the unit teaching staff who 
are part of the study team, convenience-based sampling was used targeting a population of 1600 poten-
tial participants based on number of students (n = 320) who were to recruit five participants each as part 
of learning research data collection for the unit. Using a convenient sampling technique, 758 (47%) adult 
participants attended the survey from greater Victoria state. The true response rate is 47%. Inclusion 
criteria were adults aged 18–65 years, able to converse in English, and had the capacity to complete the 
questionnaires. Participant recruitment occurred as part of student learning activities on research data 
collection in an undergraduate Nursing and Midwifery research unit in the 2nd and 3rd year of the 
Bachelor of Nursing and Bachelor of Midwifery/Nursing double degree in 2023.

Measures

Validated quantitative measure for the 16 items HLS-EU-Q16 was administered. The 16-item HLS-EU-Q16 
scale is a tool that was developed and validated by the European Health Literacy Survey (HLS-EU) 
Consortium with the aim of measuring health literacy of Europeans in the domains of healthcare, disease 
prevention and health promotion (Coman et  al., 2022). The scale produces a total score ranging from 16 
to 64. Each of the 16 items were rated on a 4-point Likert scale ranging from 1 (‘very difficult’) to 4 (‘very 
easy’) and summed to calculate total scores. For interpretation of the final score, all items of the scale 
are summed, giving a score ranging between 16 (no health literacy) to 64 (high health literacy). Total 
summated scores were classified into three categories (low HL, middle HL and High HL) based on 
(Mekhail et  al., 2022). Reliability and validity of the HLS-EU-Q16 measure was demonstrated through 
reliability measures and principal component analysis (Bergman et  al., 2023; Coman et  al., 2022). The 
reliability of the HLS-EU-Q16 questionnaire was evaluated using Cronbach’s Alpha. The resulting Cronbach’s 
alpha coefficient was 0.91, indicating excellent internal consistency among the items. Besides general 
wellbeing for health status and GP for continuity of care and the HLS-EU-Q16 questions, other 
non-identifiable socio-demographic covariates were also collected including age (in years), gender (male, 
female and other), height (in centimeters), weight (in kilograms), general status of health (poor, average, 
good, excellent), level of education, employment status (yes, no), area of employment (health care, other), 
smoking status (yes, no), regular GP visit (yes, no), and country of birth (Australia, elsewhere). Participants’ 
BMI was calculated using their height and weight, and this was used as a covariate in the statistical 
analysis (BMI = kg/m2, where kg is the individual’s weight in kilograms and m2 is their height in meters 
squared) (Rahimi et  al., 2025). To define the variable ‘area of employment’, we created two dummy vari-
ables: ‘employed_health’ and ‘employed_other’. The variable ‘employed_health’ is coded as 1 if the partic-
ipant is employed in the healthcare sector and 0 otherwise. Similarly, ‘employed_other’ is coded as 1 if 
the participant is employed in sectors other than healthcare and 0 otherwise. Hence, the ‘not employed’ 
category in the ‘area of employment’ variable serves as a reference category.

Statistical analysis

After cleaning the data, the final sample size was 758. To address missing data in the HLS-EU-Q16 ques-
tionnaire responses, Little’s Missing Completely at Random (MCAR) test (Little, 1988) was performed on 
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the 16 items. Little’s MCAR test was not statistically significant (χ2 (59) = 51.65, p = 0.741), indicating that 
the missing data were MCAR. Moreover, the overall amount of missing data was minimal (<5% across all 
variables). Therefore, list-wise deletion was applied to handle the missing values (Bhowmik et  al., 2020; 
Gamage et  al., 2022).

Multiple linear regression analysis was then conducted to evaluate the association between the 
HLS-EU-Q16 score and covariates, identifying the significant factors. Additionally, analysis of variance 
(ANOVA) and independent samples t-tests with Bonferroni correction for multiple comparisons test were 
used to assess the impact of individual sociodemographic factors on the HLS-EU-Q16 score. A power 
analysis, based on a general linear model with 13 covariates, was performed to determine the required 
sample size. Assuming 20% attrition (Barnett et  al., 2021) and 80% power to detect a medium effect size 
(f2 = 0.15) at a 0.05 significance level, 126 samples were deemed necessary. With 758 participants, the 
sample was sufficient to conduct multiple regression analysis using 13 covariates. For the multiple linear 
regression analysis in this study, the raw summated scale scores (ranging from 16 to 64) were used.

Assumptions related to all statistical methods deployed were validated using model fitting statistics 
including residual plots, variance inflation factors (VIF) and Durbin-Watson statistics (See supporting doc-
ument: Figures S1–S2 and Tables S1–S2). All analyses were conducted using IBM SPSS Version 29 and R 
4.0.2, with a significance level of 0.05 applied to all tests.

Results

Of the 758 participants, 59.9% (n = 454) were female. More than half of the respondents reported having 
good or excellent general health, while 27.2% (n = 206) reported poor or average general health. A sig-
nificant majority (83.1%) were non-smokers. Around 60% of participants had completed secondary edu-
cation or higher, and 86.3% were employed. Among the employed, 24.7% worked in the healthcare 
sector, while the majority (61.64%) were employed in other sectors. Only 20.8% of participants had the 
Australia and New Zealand cultural background, and over 50% were born outside Australia. The majority 
(77%) regularly visited their GP. Those without a regular GP were younger (median age 27 years (IQR = 
10), evenly split by country of birth, and more likely to have education above secondary level. Participants 
ranged in age from 18 to 65 years, with a median age of 30 years (IQR = 21 years). Their BMI ranged from 
15 to 49 kg/m2, with median BMI of nearly 25 kg/m2 (IQR = 6.0 kg/m2). The HLS-EU-Q16 scores ranged 
from 16 to 64, with a mean score of 49.77 (SD = 7.98). Notably, 29% of the participants (n = 220) had 
scores of 45 or below which is defined as low or inadequate HL and almost 27% of the participants had 
middle HL score (Mekhail et  al., 2022; Okan et  al., 2020). A detailed breakdown of the participants’ socio-
demographic characteristics is provided in Table 1.

A multiple linear regression model was used to predict the HLS-EU-Q16 score, considering predictors 
such as gender, smoking status, cultural background, country of birth, regular GP visits, general state of 
health, highest level of education, area of employment, age, and BMI. The results show that country of 
birth, cultural background, regular GP visits, general state of health, highest level of education, and area 
of employment are significantly (p < 0.05) associated with HLS-EU-Q16 scores (see Table 2).

After controlling for all other variables, several notable significant associations with the HLS-EU-Q16 
score were identified. Specifically, individuals born outside Australia have on average, a score that is 1.66 
units lower, suggesting that being born in another country is linked to lower health literacy. Conversely, 
those employed in the healthcare sector have on average, a score that is 2.70 units higher compared to 
those not employed in healthcare, indicating that healthcare professionals generally have better health 
literacy.

Additionally, individuals who regularly visit a GP have, on average, a HLS-EU-Q16 score that is 2.00 
units higher compared to those who do not have regular GP visits, indicating that frequent interaction 
with healthcare providers is associated with higher health literacy. Similarly, individuals with good or 
excellent general health have an average HLS-EU-Q16 score that is 1.88 units higher than those with 
poor or average health, underscoring the positive impact of better health on health literacy. Furthermore, 
individuals with education beyond the secondary level have an average HLS-EU-Q16 score that is 2.21 
units higher than those with secondary or lower education, strongly suggesting that higher educational 
attainment is linked to better health literacy.

https://doi.org/10.1080/09581596.2026.2666450
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Table 1.  Sociodemographic characteristics of the participants in the survey (N = 758).
Variable N/mean/median Percentage/SD/IQR

Gender
  Female 454 59.9
  Male 304 40.1
General state of health
  Poor or average 206 27.2
  Good or excellent 552 72.8
Smoking status
  No 630 83.1
  Yes 128 16.9
Highest level of education
  Secondary or lower 300 39.6
  Above secondary 458 60.4
Employment status
  No 104 13.7
  Yes 654 86.3
Area of employment
  Health care 187 24.7
  Other 467 61.6
  Not employed 104 13.7
Cultural background
  Australian/New Zealand 158 20.8
  Other 600 79.2
Country of birth
  Australian/New Zealand 348 45.9
  Other 410 54.1
Regular GP visits
  No 174 23.0
  Yes 584 77.0
Regular GP visits
  No 174 23.0
Age (in years)** 27.0 10.0
Country of birth
  Australian/New Zealand 87 50.0
  Other 87 50.0
Highest level of education
  Secondary or lower 65 37.4
  Above secondary 109 62.6
  Yes 584 77.0
Age (in years)* 33.81 12.85
Age (in years)** 30.00 21.00
BMI (kg/m2)* 26.11 5.21
BMI (kg/m2)** 25.39 6.00
HLS-EU-Q16* 49.77 7.98
*Mean and SD for symmetric metric variables.
**Median and IQR for non-normally distributed metric variables.

Table 2. R egression coefficient for the association between the HLS-EU-Q16 score and selected predictors (N = 758).

PREDICTORS

UNSTANDARDIZED 
REGRESSION COEFFICIENT 

(95% CI) STANDARD ERROR
STANDARDIZATION 

REGRESSION COEFFICIENT T VALUE P-VALUE

CONSTANT 36.982 (30.76 to 43.21) 3.171 11.663 <0.001
GENDER 0.389 (−0.81 to 1.59) 0.611 0.024 0.637 0.524
SMOKING STATUS −0.662 (−2.2 to 0.87) 0.782 −0.031 −0.847 0.397
CULTURAL BACKGROUND 1.058 (−0.59 to 2.7) 0.838 0.054 1.262 0.207
COUNTRY OF BIRTH −1.663 (−3.07 to −0.26) 0.717 −0.104 −2.321 0.021*
REGULAR GP VISITS 2.005 (0.65 to 3.36) 0.692 0.106 2.898 0.004**
GENERAL STATE OF 

HEALTH
1.85 (0.52 to 3.18) 0.678 0.103 2.731 0.006**

HIGHEST LEVEL OF 
EDUCATION

2.206 (0.98 to 3.43) 0.624 0.135 3.536 <0.001**

AREA OF EMPLOYMENT*
EMPLOYMENT_HEALTH 2.696 (0.75 to 4.64) 0.992 0.147 2.718 0.007**
EMPLOYMENT_OTHER 0.866 (−0.87 to 2.6) 0.885 0.053 0.978 0.328
AGE (IN YEARS) 0.032 (−0.02 to 0.08) 0.024 0.052 1.326 0.185
BMI (KG/M2) 0.042 (−0.07 to 0.16) 0.059 0.027 0.711 0.477
*Significant at 5% level.
**Significant at 1% level.
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The multiple R2 value of 0.066 indicates that the combined independent variables account for 6.7% of 
the variance in the HLS-EU-Q16 score. This includes factors such as gender, smoking status, cultural back-
ground, country of birth, regular GP visits, general health status, highest level of education, area of 
employment, age, and BMI. The overall explanatory power of the regression model is modest (R2 = 6.7%) 
which is common is social science, health and human behavioural studies (Lee et  al., 2026).

Before finalizing the model, it underwent a validation process involving normal probability plots and 
tests for homoscedasticity. The normality of residuals was assessed using Normal probability (P-P) plots 
of standardised residuals. Visual inspection of the P-P plots indicated that most of the residuals roughly 
follow a straight line, supporting the assumption of normality (See supporting document: Figure S2). 
Multicollinearity was assessed using variance inflation factors (VIF), and no evidence of problematic mul-
ticollinearity was observed (See supporting document: Table S1). The Durbin-Watson (DW) test was con-
ducted to assess autocorrelation, with an acceptable range of 1.5 to 2.5. The DW value for this study was 
2.04, indicating that the residuals exhibit relative independence and there is no serial correlation. 
Homoscedasticity was evaluated using residuals versus fitted values plots, and the random dispersion of 
residuals across the range of fitted values supported the assumption of constant variance (See support-
ing document: Figure S1).

An independent ANOVA conducted on the HLS-EU-Q16 scores by area of employment revealed a 
significant difference in mean scores among participants (p < 0.001). Post-hoc testing with Bonferroni cor-
rection showed that participants working in the healthcare sector had a significantly higher (p < 0.001) 
average score (51.77) compared to those employed in other sectors (49.37) or those who were not 
employed 47.99).

Discussion

This study explored the level of health literacy of adults living in Victoria state, Australia. The study 
results demonstrate significant implications for adult in the Victoria state’s level of health literacy related 
to a person’s country of birth, their capacity to access GPs for health care, and levels of education. Of 
concern, is how participants born overseas can access primary healthcare with deficits potentially influ-
encing the level of health this population may experience.

Measuring health literacy is essential given the benefits it provides to communities and policymakers 
in planning, yet it is complex considering the challenges in finding or developing easy to administer 
comprehensive tools (Choudhry et  al., 2019). Health literacy was given the relevance it deserved in 
Australia as evidenced by the government’s initiative in targeting schools a decade ago (Macdonald & 
Enright, 2013; Peralta & Rowling, 2018) but this was challenged by the recent COVID-19 pandemic where 
the need for health literacy was equated with social vaccine in curbing the spread (Okan et  al., 2023). 
While the gains of HL rollout in school is unknown, positive gains have been reported in the rollout of 
HL program in adult education setting (McCaffery et  al., 2019).

The strong association between inadequate health and factors such as socio-economic status, poor 
health status, inactivity and overweight has previously been reported (Svendsen et  al., 2020) and our 
study results has shown a significant association between health literacy and country of birth, highest 
level of education with education beyond secondary level showing an average HLS-EU-Q16 score of 
which all these variables are determinants of socio-economic status (Darin-Mattsson et  al., 2017).

Access to health services in Australia, is challenging, especially related to levels of health literacy for 
people born overseas who are of Culturally and Linguistically Diverse (CALD) backgrounds (Khatri & 
Assefa, 2022; Zachariah et  al., 2022). Being from a CALD background creates barriers related to poor 
health literacy influenced by a myriad of factors associated with language and communication issues in 
finding and understanding language-appropriate information, impacting on patients’ seeking 
time-appropriate healthcare from GP’s (Javanparast et  al., 2020; Parmar et  al., 2025). This highlights some 
potential reasons for the current findings and why adults born in countries other than Australia may not 
regularly seek the primary health care provided by GP clinics.

Levels of employment across a broad spectrum of people is generally known to have an impact on 
the degree of health literacy people have (Svendsen et  al., 2021). In the opposite spectrum, employment 
in healthcare related fields will always benefit individuals more than their community counterparts. Our 

https://doi.org/10.1080/09581596.2026.2666450
https://doi.org/10.1080/09581596.2026.2666450
https://doi.org/10.1080/09581596.2026.2666450
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study results indicate that those employed in the healthcare have a better HL than those who do not 
work in the healthcare sector.

The prevailing low HL reported here is further complicated by the shift to online and electronic health 
platforms (Hasannejadasl et  al., 2022), which necessitates evaluating digital HL given its complexity (Kim 
et  al., 2024) as this can be more pronounced among certain socioeconomic groups.

The significant associations between health literacy and factors such as country of birth, cultural back-
ground, GP visits, general health status, education, and employment highlight that health literacy is 
shaped by social, cultural, and structural determinants rather than being evenly distributed. These find-
ings are important for policy because they help identify vulnerable groups and modifiable pathways, 
supporting targeted and equity-focused interventions such as culturally appropriate communication, 
improved access to primary care, and education and workplace-based programs, rather than one-size-fits-all 
approaches.

Limitations

This study had several limitations. First, the survey data was based on self-reported information, which 
may be subject to recall bias. Second, since the surveys are cross-sectional, causal associations cannot be 
established. Third, since the data was collected from Victoria state’s population, the results should be 
interpreted with caution when extrapolating to other populations. Fourth as the surveys were adminis-
tered by students within community settings, there is a potential risk that some individuals may have 
completed the survey more than once, either unintentionally or due to participation at multiple recruit-
ment points or voluntary participation may have been compromised due to student participant relation-
ship. While students were instructed to screen for prior participation and to remind respondents to 
complete the survey only once, and ensure participation was voluntary, it was not possible to inde-
pendently verify unique participation. Consequently, the presence of duplicate responses or voluntarily 
participation cannot be entirely excluded and may have introduced minor bias into the findings. Fifth, 
given the modest explanatory power of the regression model due to low explained variance (R2) includ-
ing for CALD populations, the findings should be interpreted cautiously to avoid overstating their prac-
tical significance. The low explained variance suggests that the current set of variables does not fully 
capture the complexity of health literacy (HL); future studies may benefit from including additional rele-
vant predictors such as country of birth, cultural background, and related factors (Beyene et  al., 2009). 
Sixth, while the sample size in our study is representative and large for Victoria state’s population, a 
larger sample that includes all states and territories would enable us to extend the analysis to a national 
level for Australian population. Finally, given the use of a convenience sample and a survey design, 
non-response bias is possible, as respondents may not fully represent the target population, which may 
limit the generalisability of the findings.

Conclusion

This study has reported on the health literacy levels, as identified by a diverse group of adults in Victoria 
state. The results indicate there are issues with peoples’ levels of health literacy and how this influences 
personal choices around health seeking behaviours. Of significance is the study result’s demonstration 
that people may not access a GP for primary health concerns which in the short to longer term may 
have implications for that person’s health and the burden of health on public with the incidence of 
chronic illness.
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Appendix 1.  Questionnaire tool

Section 1: Demographic questions

Please fill in the following details to help us with our understanding of Health Literacy in the community.

1. Age: _____________

2. Gender: ________________

3. Height in cm: ______________

4. Weight in kg: ____________

5. General state of health: (Select applicable one):

Poor Average Good Excellent

6. Are you a smoker? (Select applicable one):

Yes No

7. Highest level of education obtained (Select applicable one):

None Primary school Secondary school Undergraduate degree Postgraduate degree

8. Are you employed? (Select applicable one):

Yes No

9. If yes, Area of employment: _________________________________________

10. Cultural background: _______________________________________________

11. Country of birth: __________________________________________________

12. Do you have a regular GP? (Select applicable one):

Yes No

Section 2: HLS-EU-Q16 survey questions

Questions Very difficult Fairly difficult Fairly easy Very easy

1. Find information on treatments of illnesses 
that concern you?

2. Find out where to get professional help 
when you are ill?

3. Understand what your doctor says to you?
4. Understand your doctor’s or pharmacist’s 

instruction on how to take a prescribed 
medicine?

5. Judge when you may need to get a second 
opinion from another doctor?

6. Use information the doctor gives you to 
make decisions about your illness?

7. Follow instructions from your doctor or 
pharmacist?

8. Find information on how to manage mental 
health problems like stress or depression?

9. Understand health warnings about behavior 
such as smoking, low physical activity and 
drinking too much?

10. Understand why you need health 
screenings?

11. Judge if the information on health risks in 
the media is reliable?

12. Decide how you can protect yourself from 
illness based on information in the media?

13. Find out about activities that are good for 
your mental well-being?

14. Understand advice on health from family 
members or friends?

15. Understand information in the media on 
how to get healthier?

16. Judge which everyday behavior is related 
to your health?

From Coman et  al. (2022).
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