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Abstract: Objectives: Health literacy, or a person’s competence to access, understand, appraise
and apply health information, can be considered a mediating factor between
socioeconomic characteristics and health disparities. Socioeconomically
disadvantaged people in particular present with less health literacy skills. To develop
targeted interventions tailored to their real needs, it is important to understand how
they function and what difficulties they encounter when dealing with health information.
The purpose of this study was to explore their experiences when accessing,
understanding, appraising, and applying health information in their everyday lives.
Methods: Semi-structured face-to-face interviews were conducted with 12
socioeconomically disadvantaged adults living in the community in Switzerland (age
range: 44 – 60 years old).
Results: Thematic analysis of the interviews yielded four themes, describing the health
literacy processes of participants, related barriers, and compensatory strategies used:
Financial insecurity triggers the need for health information; Pathway 1: Physicians as
ideal (but expensive) interlocutors; Pathway 2: The internet as a suboptimal alternative;
and Pathway 3: Relatives as a default resource. The progression of socioeconomically
disadvantaged people in the health literacy process is like an ‘obstacle course’, with
numerous steps taken backwards before they can develop compensatory strategies to
overcome the barriers to obtaining health information.
Conclusions: Financial deprivation seems to be the most important factor contributing
to health literacy barriers. Appraising health information is the health literacy skill with
which socioeconomically disadvantaged people struggle the most. Physician-based,
individual skills-based, organizational, and policy-based interventions are needed to
help them overcome their health literacy challenges.
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Response to Reviewers: Dear editor,

We thank the reviewers for their comments. We improved the manuscript based on the
reviewers’ comments. Specifically, we have amended the text of the manuscript as
outlined below.

Reviewer # 2:

1.The manuscript is still very long and you did not included any new reference from
2022 or 2023.
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We thank the reviewer for this comment. To take it into account, we have reduced the
results and the discussion sections. Regarding references, they have been updated,
and references from 2022 and 2023 have been added. In addition, the references list
has been reduced.

Reviewer # 3:

1.One comment to note - the data of this study was collected between April and June
2017. Given that this is now April 2023, this needs acknowledged as a limitation of this
study.

We thank the reviewer for pointing out this limitation. This observation has been added
to the limitations of our study on page 41.

Reviewer # 4:

1.It may also be useful to add the age range of participants to the Abstract.

As asked, the age range of our participants has been added to the abstract.

2.The authors could do more to address Reviewer 2 (Comment 4), particularly by
shortening the discussion such that the main findings are summarised rather than
being described again.

We acknowledge that the manuscript was still very long. To take this comment into
account, we have revised and reduced the discussion section as much as possible.

3.Typographical errors: Page 11: “All the transcriptions were check entirely for
accuracy” should be “All the transcriptions were checked entirely for accuracy”.

We thank the reviewer for this careful reading. We apologize for this typing error and
have accordingly corrected it.

4.I find the wording of the first theme slightly awkward: “Getting informed for not
worsening a precarious financial situation”. I encourage the authors to consider slight
revisions for clarity.

We thank the reviewer for this interesting comment. To take it into account, the first
theme has been modified on page 17 for better clarity.

5.Data was collected in 2017. Much has happened since then, particularly COVID
which changed the way that many of us receive health information. I encourage the
authors to reflect on how changes since then might have impacted the data collected,
for example, in the Strengths and Limitations section of the manuscript.

We thank the reviewer for pointing out this limitation. The impact of the COVID-19
pandemics on health literacy skills has been added to the limitations of our study on
page 41.

We thank you again for the work done on this manuscript and remain at your disposal
for any further information.

The authors.
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NO authors have competing interests

Enter: The authors have declared that no
competing interests exist.

Authors with competing interests
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with this statement:

I have read the journal's policy and the
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competing interests: [insert competing
interests here]
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Ethics Statement
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submission. This statement is required if
the study involved:
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Write "N/A" if the submission does not

require an ethics statement.
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Ethical approval for this study was obtained from the Swiss Ethics Committees on
Research involving Humans (Swissethics) (project-ID: 2017-00280). According to
Swiss law, an ethical review was unnecessary for this qualitative research project not
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involving Human Beings). The Ethics Committee did confirm that the study was
designed and planned following the general ethical principles applicable to any
research involving individuals.

Powered by Editorial Manager® and ProduXion Manager® from Aries Systems Corporation

http://journals.plos.org/plosone/
http://journals.plos.org/plosone/s/submission-guidelines#loc-guidelines-for-specific-study-types


Format for specific study types

Human Subject Research (involving human
participants and/or tissue)

Give the name of the institutional review
board or ethics committee that approved the
study

•

Include the approval number and/or a
statement indicating approval of this
research

•

Indicate the form of consent obtained
(written/oral) or the reason that consent was
not obtained (e.g. the data were analyzed
anonymously)

•

Animal Research (involving vertebrate

animals, embryos or tissues)
Provide the name of the Institutional Animal
Care and Use Committee (IACUC) or other
relevant ethics board that reviewed the
study protocol, and indicate whether they
approved this research or granted a formal
waiver of ethical approval

•

Include an approval number if one was
obtained

•

If the study involved non-human primates,
add additional details about animal welfare
and steps taken to ameliorate suffering

•

If anesthesia, euthanasia, or any kind of
animal sacrifice is part of the study, include
briefly which substances and/or methods
were applied

•

Field Research

Include the following details if this study

involves the collection of plant, animal, or

other materials from a natural setting:
Field permit number•

Name of the institution or relevant body that
granted permission

•

Data Availability

Authors are required to make all data
underlying the findings described fully
available, without restriction, and from the
time of publication. PLOS allows rare
exceptions to address legal and ethical
concerns. See the PLOS Data Policy and
FAQ for detailed information.

Yes - all data are fully available without restriction

Powered by Editorial Manager® and ProduXion Manager® from Aries Systems Corporation

http://journals.plos.org/plosone/s/data-availability
http://journals.plos.org/plosone/s/data-availability#loc-faqs-for-data-policy


A Data Availability Statement describing
where the data can be found is required at
submission. Your answers to this question
constitute the Data Availability Statement
and will be published in the article, if
accepted.

Important: Stating ‘data available on request
from the author’ is not sufficient. If your data
are only available upon request, select ‘No’ for
the first question and explain your exceptional
situation in the text box.

Do the authors confirm that all data

underlying the findings described in their

manuscript are fully available without

restriction?

Describe where the data may be found in
full sentences. If you are copying our
sample text, replace any instances of XXX
with the appropriate details.

If the data are held or will be held in a
public repository, include URLs,
accession numbers or DOIs. If this
information will only be available after
acceptance, indicate this by ticking the
box below. For example: All XXX files
are available from the XXX database
(accession number(s) XXX, XXX.).

•

If the data are all contained within the
manuscript and/or Supporting
Information files, enter the following:
All relevant data are within the
manuscript and its Supporting
Information files.

•

If neither of these applies but you are
able to provide details of access
elsewhere, with or without limitations,
please do so. For example:

Data cannot be shared publicly because
of [XXX]. Data are available from the
XXX Institutional Data Access / Ethics
Committee (contact via XXX) for
researchers who meet the criteria for
access to confidential data.

The data underlying the results
presented in the study are available
from (include the name of the third party

•

All relevant data are within the manuscript and its Supporting Information files.
However, to ensure availability of material, interviews transcripts in French were
deposited on the SwissUbase repository (www.swissubase.ch). A doi has been
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Abstract 26 

Objectives: Health literacy, or a person’s competence to access, understand, appraise and apply 27 

health information, can be considered a mediating factor between socioeconomic characteristics 28 

and health disparities. Socioeconomically disadvantaged people in particular present with less 29 

health literacy skills. To develop targeted interventions tailored to their real needs, it is 30 

important to understand how they function and what difficulties they encounter when dealing 31 

with health information. The purpose of this study was to explore their experiences when 32 

accessing, understanding, appraising, and applying health information in their everyday lives.  33 

Methods: Semi-structured face-to-face interviews were conducted with 12 socioeconomically 34 

disadvantaged adults living in the community in Switzerland (age range: 44 – 60 years old).  35 

Results: Thematic analysis of the interviews yielded four themes, describing the health literacy 36 

processes of participants, related barriers, and compensatory strategies used: Financial 37 

insecurity triggers the need for health information; Pathway 1: Physicians as ideal (but 38 

expensive) interlocutors; Pathway 2: The internet as a suboptimal alternative; and Pathway 3: 39 

Relatives as a default resource. The progression of socioeconomically disadvantaged people in 40 

the health literacy process is like an ‘obstacle course’, with numerous steps taken backwards 41 

before they can develop compensatory strategies to overcome the barriers to obtaining health 42 

information.  43 

Conclusions: Financial deprivation seems to be the most important factor contributing to health 44 

literacy barriers. Appraising health information is the health literacy skill with which 45 

socioeconomically disadvantaged people struggle the most. Physician-based, individual skills-46 

based, organizational, and policy-based interventions are needed to help them overcome their 47 

health literacy challenges. 48 

 49 
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Introduction 50 

Health literacy (HL) is an increasingly significant topic, discussed worldwide as part of current 51 

health, social and educational policies [1], and one of the most important in healthcare and 52 

public health [2, 3]. HL is defined as ‘people’s knowledge, motivation and competences to 53 

access, understand, appraise, and apply health information in order to make judgments and 54 

take decisions in everyday life concerning healthcare, disease prevention and health promotion 55 

to maintain or improve quality of life during the life course’ [3]. 56 

The Integrated Model of Health Literacy [3] describes the pathways linking HL to health 57 

behaviors and outcomes as well as the determinants of and factors influencing HL levels (the 58 

antecedents) and their associated health outcomes (the consequences). This theoretical 59 

framework, predominantly used in Europe and particularly in Switzerland, also describes the 60 

four core competences of HL as follows: ‘Access refers to the ability to seek, find and obtain 61 

health information; Understand refers to the ability to comprehend the health information that 62 

is accessed; Appraise describes the ability to interpret, filter, judge and evaluate the health 63 

information that has been accessed; and Apply refers to the ability to communicate and use the 64 

information to make a decision to maintain and improve health.’ [3]. These four competences 65 

can be activated across the three domains of the health continuum: healthcare, disease 66 

prevention, and health promotion. The strength of this model is that it considers HL not only 67 

from an individual or clinical perspective, but also from a public health and life-course 68 

perspective. In addition, it considers HL as a process. Progressing through the four competences 69 

starts by empowering individuals and populations to be more autonomous, taking control of 70 

their health and health-related decisions [4], and continues by enabling them to engage in health 71 

promotion interventions. As such, HL is viewed as an asset, enabling more active participation 72 

in society and greater control over everyday events [4]. 73 
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Research has revealed that nearly half of the adult US population has low HL levels [5]. In 74 

Europe, the recent European Health Literacy Population Survey 2019-2021 (HLS19) showed 75 

that 13% of the population has inadequate HL skills, and 33% problematic HL skills [6]. The 76 

Health Literacy Survey Switzerland conducted in 2019-2020 (HLS19-21-CH) showed that 38% of 77 

the population had ‘problematic’ HL levels, and 11% having an insufficient HL level [7]. HL 78 

has thus been referred to as a ‘silent epidemic’ [3, 8].  79 

Many studies have shown that HL levels are an important predictor of health behaviors, health-80 

related outcomes, and health status [9-11]. HL is therefore recognized as a key health 81 

determinant [12]. Poor HL levels have been associated with a range of poor health-related 82 

outcomes, such as poorer self-reported health status, poorer mental health status, higher rates 83 

of chronic disease and poorer self-management skills, higher rates of adverse health behaviors, 84 

increased mortality, and higher healthcare costs [6, 13, 14].  85 

The Health Literacy Survey Europe (HLS-EU) report also highlighted that social and 86 

socioeconomic factors contribute to low HL levels, revealing a greater proportion of people 87 

with limited HL skills among disadvantaged social groups than in the rest of the population. 88 

Indeed, limited HL skills are influenced by a range of unfavorable social and socioeconomic 89 

characteristics, such as a low educational level, low income, poor employment status, belonging 90 

to an ethnic minority, living in a rural area, or low perceived social status [15]. People with a 91 

disadvantaged socioeconomic status are therefore particularly vulnerable to low HL, pointing 92 

to a social gradient in HL levels [15]. Particularly in Switzerland, the HLS19-21-CH survey 93 

showed that low HL levels are closely linked to a lack of financial resources [7]. This is of 94 

concern, given the way the Swiss health system is financed. Switzerland is the third best 95 

performing health system in the world [16]. Despite the availability of universal health 96 

insurance coverage [17], its health system is paradoxically also one of the most expensive [18], 97 

and socioeconomic disparities remain one of the main causes of unequal in access to care [19]. 98 
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As health insurance is compulsory and premiums must be paid independently of income, people 99 

with lower incomes pay disproportionately more for health insurance than people with higher 100 

incomes [17]. While health insurance covers the costs of medical treatments and 101 

hospitalizations, a part of the treatment costs are borne by patients themselves through a flat, 102 

annual deductible fee which amounts to a co-payment of 10% of all bills (up to a maximum of 103 

CHF 700 per year) [20]. 104 

A recent integrative review [21] showed that social and socioeconomic disadvantage were 105 

associated with poor HL levels and that HL partially mediates the relationships between the 106 

factors of socioeconomic disadvantage and disparities in health-related behaviors, health-107 

related outcomes, and access to and use of healthcare. HL can be seen as ‘leverage for action 108 

on the social determinants contributing to health inequalities and disparities’ [21]. HL thus 109 

appears to be a promising strategy for achieving greater health equity. 110 

Yet despite the growing recognition of HL, especially so during the COVID-19 pandemic, the 111 

way in which socioeconomically disadvantaged people access, understand, appraise, and apply 112 

health information is still poorly understood. Moreover, little is known about the development 113 

of effective HL interventions among vulnerable populations like the socioeconomically 114 

disadvantaged. One systematic review aiming to assess the effectiveness of HL interventions 115 

in Europe pointed out that the most effective interventions and their related outcomes (e.g., 116 

knowledge, skills, self-efficacy, motivation, health status, health behaviors, costs) had yet to be 117 

properly identified [1]. Systematic reviews examining the effectiveness of HL interventions on 118 

health outcomes, specifically among the socioeconomically disadvantaged, are scarce. Existing 119 

reviews offer some insights, but they suffer from a lack of conclusive results [22], or address 120 

HL in a functional way (reading, writing, and using numbers effectively) and not as a broader 121 

concept [14, 23, 24]. Specifically focused on socioeconomically disadvantaged people, one 122 

recent systematic review identified the components of HL interventions associated with 123 
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improved health-related outcomes [25]. This review showed that HL interventions are more 124 

likely to be effective if they are theory-based, use a person-centered approach, and combine 125 

five essential operational components (cultural appropriateness, tailoring, skills training, goal 126 

setting and active discussions) [25]. However, due to a lack of evidence, the conclusions of this 127 

review were weak. Developing effective interventions to improve HL among 128 

socioeconomically disadvantaged people requires therefore an understanding of how they 129 

function and what difficulties they encounter with health information.  130 

To explore HL skills among socioeconomically disadvantaged people in more detail and to 131 

understand the HL-related difficulties or barriers they encounter, qualitative methods may be 132 

the most appropriate approach. Existing qualitative studies have provided some insights into 133 

this matter but have not yet provided a sufficiently detailed understanding of the mechanisms 134 

leading to low HL levels among socioeconomically disadvantaged people [26-29]. This may be 135 

because thus far most qualitative studies have been limited to HL’s Access competence, or only 136 

addressed HL from a functional perspective, while not considering other HL skills. In addition, 137 

and to our knowledge, there are no studies that explore HL among socioeconomically 138 

disadvantaged individuals as a comprehensive concept as proposed by the conceptual model of 139 

the HLS-EU [3]. Two studies explored health information-seeking behaviors among ethnic 140 

minorities [26, 27]. The results showed that individuals accessed health information through a 141 

multitude of channels. However, health professionals, followed by family members or friends, 142 

remained the most preferred sources of health information. Language barriers, use of medical 143 

jargon, and lack of time during medical consultations were identified as the main barriers to 144 

accessing and understanding health information. Another qualitative study among low-income 145 

users of a community health center and at risk for cardiovascular disease showed similar results 146 

[28]. Finally, a study investigated how socioeconomically disadvantaged people understand and 147 

process information related to cardiovascular health risks delivered through an interactive 148 
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website [29]. The results showed that numerical information about cardiovascular risk factors 149 

was poorly understood and often underestimated, and that respondents lacked the medical 150 

knowledge to fully understand the health risks. Although this study aimed to explore health 151 

information processing, critical appraisal and decision-making skills, they could not be 152 

described. 153 

A qualitative approach to exploring the HL processes of socioeconomically disadvantaged 154 

people can help to understand why these people are particularly vulnerable to low HL levels 155 

and how they overcome HL related challenges. This is a necessary step towards developing 156 

targeted interventions tailored to their real needs, to both improve HL skills and reduce health 157 

disparities. The present study aimed to explore the experiences of socioeconomically 158 

disadvantaged people when accessing, understanding, appraising, and applying health 159 

information in their everyday lives and the barriers they encountered when dealing with health 160 

information. 161 

Methods 162 

To address the above issues, a descriptive qualitative design was used [30], involving thematic 163 

analysis [31]. The study included socioeconomically disadvantaged adults living in the 164 

community in Switzerland’s French-speaking cantons of Vaud and Fribourg. As socioeconomic 165 

status is a multidimensional concept, its three main contributing factors - education, 166 

employment, and income – were used to define low socioeconomic status in the Swiss context. 167 

Inclusion criteria were: (a) not having completed compulsory schooling or having completed 168 

compulsory schooling but no post-compulsory education [32]; and/or (b) being unemployed or 169 

in a precarious employment situation (fixed-term contract, temporary job, part-time or on-call 170 

work, employment with a variable income, pseudo-independently employed) [33]; and/or (c) 171 

being in a precarious economic situation and having an income below the minimum subsistence 172 
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level (inferior to a gross monthly income of CHF 2,239) [34], or receiving unemployment or 173 

social integration benefits (social assistance benefits for people in great financial difficulty who 174 

cannot meet their basic needs) [35]; (d) having sufficient French language skills to complete 175 

the study; and (e) being able to provide inform consent. 176 

Purposive sampling was used to recruit participants with a range of different disadvantaged 177 

socioeconomic statuses and to obtain maximum heterogeneity. Recruitment occurred  in the 178 

French-speaking part of Switzerland, and in three different settings to provide a diversity of 179 

situations and experiences on the phenomenon of interest: (a) people attending courses at the 180 

‘Reading and Writing Association’ [Association Lire et Écrire] because they have a low 181 

educational level or difficulties with reading, writing, or numeracy (low educational level); (b) 182 

individuals assisted by an unemployment agency mainly dedicated to people in precarious 183 

employment situations or job seekers, and offering specialized labor market services and job 184 

placement (precarious employment status); and (c) people dependent on social security and 185 

supported by cantonal social services, which deliver social benefits to people facing financial 186 

difficulties and urgent social assistance to people in precarious situations (low income). The 187 

recruitment involved a variety of methods. Beneficiaries of the unemployment agency or social 188 

services who met the inclusion criteria received a letter outlining the study’s purpose and 189 

providing the principal investigator’s name and contact information. To recruit participants 190 

from the ‘Reading and Writing Association’, the principal investigator spent prolonged time 191 

with potential participants before and after literacy classes, to establish a relationship of trust 192 

between the parties. She had several face-to-face discussions to explain the study’s purpose, 193 

how it would be conducted, and answer any questions. As many people attending the 194 

Association’s activities have difficulty with written information, this strategy allowed potential 195 

participants to make an informed decision about their involvement. They were also all given an 196 
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information letter about the study and the principal investigator’s contact details, tailored for 197 

low literacy.  198 

Data were collected using audio-recorded semi-structured interviews and a semi-structured, 199 

evolutive interview guide providing the flexibility to explore issues raised by participants. The 200 

interview guide was developed based on the Integrated Model of Health Literacy [3] and on the 201 

findings of previous qualitative studies on HL. Starting from their current health concerns or 202 

health problems, the participants’ experiences of accessing, understanding, appraising, and 203 

applying health information were discussed. Health information needs, the difficulties or 204 

barriers experienced when dealing with health information, and strategies that were used to 205 

overcome these difficulties were also discussed. The interview guide is provided in Table 1. All 206 

interviews were conducted by the first author and principal investigator (CS) in a quiet, private 207 

room at the ‘Reading and Writing Association’ or in the participants’ home. Data collection 208 

stopped when data saturation was reached. 209 

 210 

 211 

 212 

 213 

 214 

 215 

 216 

 217 

 218 
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Table 1. Interview guide. 219 

Introductory question 

At the moment, what are your health concerns? 

Main Framing Questions 

What do you do when you have a health question and need health information? 

Framing questions by HL competences [3] 

ACCESS What are your reasons for seeking health information? At what time, in what situation? 

What information sources do you use? 

How easy would you say it is to find/access/collect health information? 

UNDERSTAND Do you experience any difficulty in understanding heath information? In which context(s)? 

Would you say that health information is easy or difficult to understand? 

What do you do when you do not understand health information? 

What might help you understand better? 

APPRAISE To what extent do you trust the information found/received? For what reasons? What criteria are 

you using? 

How do you assess the credibility of health information? 

Do you experience any difficulty in appraising heath information? 

How do you deal with conflicting information? 

APPLY What do you do with the information you have found/received? How did you use it?  

To what extent does the health information you have found or received helps you to make health 

decisions? 

Would you say that health information is easy or difficult to apply/use? 

What might help you? 

When you make a healthcare decision, do you feel confident about that decision? 

Closing Question 

Is there anything else you’ve thought of that you would like to mention? 

 220 

Before the start of each interview, participants self-administered a sociodemographic 221 

questionnaire including items on age, sex, marital status, nationality, educational attainment, 222 

occupation, income, social status, insurance status, and perceived health status. To describe the 223 

sample, each participant’s HL level was also assessed using the validated French version of the 224 

16-item, self-administered HLS-EU questionnaire [36], evaluating the experienced difficulties 225 

in accessing, understanding, appraising, and applying health information in the three domains 226 

of the health continuum by means of four-point Likert scales ranging from ‘very easy’ to ‘very 227 
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difficult’. Participants were assisted by the principal investigator if necessary. The scores per 228 

item were dichotomized by merging the ‘very easy’ and ‘easy’ scores into a score of 1, and the 229 

‘difficult’ and ‘very difficult’ into a 0, and then summed. This produced a general HL score 230 

ranging between 0 and 16, with scores between 0 and 8 indicating inadequate HL, between 9 231 

and 12, problematic HL, and between 13 and 16, sufficient HL [37]. Each participant was 232 

compensated with a CHF 15 (swiss francs) gift card for a local shop after completing the 233 

interview, to thank him/her for participating in the study. 234 

The audio-recorded interviews were transcribed verbatim to ensure an accurate recording of 235 

participants’ experiences. All the transcriptions were checked entirely for accuracy. 236 

Transcriptions were then entered into the data management software NVivo 11 (QSR 237 

International Pty Ltd, Doncaster, Victoria : 2016) for data storing, organizing, and coding. The 238 

data analysis process involved a hybrid method of inductive and deductive coding. Although 239 

the HLS-EU framework was first used to organize the data according to the four HL competence 240 

(Access, Understand, Appraise, Apply) [3] (deductive coding), the analysis and interpretation 241 

were conducted as inductively as possible and strongly connected to the data themselves 242 

(inductive coding). The thematic analysis was done according to the consecutive steps 243 

described by Clarke and Braun [31]: (1) data immersion: reading and re-reading the full 244 

transcripts to get an overview of the material to be analyzed and an overall understanding of 245 

the interviews; (2) generating initial codes: reading the transcripts in detail, line by line, to 246 

identify and extract the first relevant codes related to the research objectives. This was firstly 247 

done by hand, and then exported in the data management software; (3) searching for themes: 248 

grouping and organizing initial codes with common characteristics into thematic categories; (4) 249 

reviewing themes: refining the themes developed, examining their internal coherence, and 250 

generating a thematic map to explain the phenomena being studied; and (5) defining and naming 251 

themes: defining and describing the content of each theme in detail. 252 
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To address credibility [38], reflective journals, field notes and memos were continuously 253 

written down during the analysis, collecting impressions of each interview session, 254 

summarizing each interview and patterns appearing to emerge in the data collected. CS (a nurse 255 

researcher with expertise in the field of nursing science and public health) and AOB (a senior 256 

nurse researcher with expertise in the field of nursing and social sciences) worked together to 257 

analyze the data, and regular debriefing sessions were conducted to validate the themes, 258 

subthemes and categories identified as the process of analysis progressed. Any disagreements 259 

between the two researchers were resolved by discussion. To improve credibility of the 260 

analysis, the two researchers constantly reflected on the potential biases that they might carry 261 

due to their backgrounds, preconceptions, assumptions or previous beliefs. Authenticity of the 262 

results is supported by using the participants’ own voices in the final report. 263 

Ethical approval for this study was obtained from the Swiss Ethics Committees on Research 264 

involving Humans (Swissethics) (project-ID: 2017-00280). According to Swiss law, an ethical 265 

review was unnecessary for this qualitative research project not concerning human diseases or 266 

the structure and function of the human body, and collecting health-related personal data; this 267 

is explained in Articles 2 and 3 of the Federal Act on Research involving Human Beings [39]. 268 

The Ethics Committee did confirm, however, that the study was designed and planned 269 

following the general ethical principles applicable to any research involving individuals [40]. 270 

Before the study began, participants received all the necessary information, orally and in 271 

writing, and written informed consent was obtained from all participants.  272 

This study is reported following the Consolidated criteria for reporting qualitative research 273 

(COREQ) checklist [41]. 274 
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Results 275 

Twelve participants were recruited. Data were collected between April and June 2017, and 276 

interviews lasted from 30 to 150 minutes. Data saturation was reached after 10 participants. 277 

Two additional interviews were conducted to ensure data saturation. Participants’ demographic 278 

and socioeconomic characteristics are shown in Table 2. Most participants were women, had 279 

completed compulsory school without continuing their education, were unemployed and 280 

receiving social integration benefits, and were covered by Switzerland’s compulsory health 281 

insurance. Regarding their HL levels, four participants had inadequate HL, four had 282 

problematic HL, and four had sufficient HL. 283 

 284 

  285 
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Table 2. Demographic and socioeconomic characteristics of participants.  286 

Participant Gender Nationality Age Education 

Gross 

monthly 

income 

in CHFa 

Employment 

status 

Social 

Integration 

Income 

Compulsory 

health 

insurance 

Complementary 

health 

insurance 

Self-

perceived 

health 

status 

HL score 

and HL level 

Health topic 

addressed during the 

interview 

1 M CH 44 
Vocational 

Education 
3000  Unemployed Yes Yes Yes Good 

15 

Sufficient 

Small day-to-day health 

issues 

2 W CH 50 
Compulsory 

School Completed 
2000  Unemployed Yes Yes No Good 

13 

Sufficient 
Breast cancer 

3 M CH 52 
Vocational 

Education 
1800  Unemployed Yes Yes No Bad 

7 

Inadequate 

Chronic diseases - 

polyarthritis 

4 W NG 44 
Compulsory 

School Completed 
3000  

Self-

employed 
No Yes Yes Good 

11 

Problematic 
Chest pain 

5 W BR 48 
Compulsory 

School Completed 
1580  

Part-time 

(40%) 
No Yes No Good 

11 

Problematic 

Small day-to-day health 

issues 

6 W CD 48 

Compulsory 

School Not 

Completed 

1400  
Part-time 

(50%) 
No Yes No Bad 

7 

Inadequate 

Fatigue – muscle pain – 

treatment management 

7 W CH - BR 45 
Compulsory 

School Completed 
3000  

Part-time 

(90%) 
No Yes Yes Very good 

15 

Sufficient 

Hypertension – 

prevention of 

complications 

8 W CH - CV 57 

Compulsory 

School Not 

Completed 

3300  
Part-time 

(70%) 
No Yes Yes Good 

8 

Inadequate 

Urinary tract problems 

– treatment 

management 

9 W SO 45 

Compulsory 

School Not 

Completed 

400 Unemployed Yes Yes No Good 
6 

Inadequate 

Small day-to-day health 

issues 

10 W CH 56 
Compulsory 

School Completed 
2000  Unemployed Yes Yes No Good 

15 

Sufficient 

Menopause – adopting 

healthier behaviors 

11 W DO 47 

Compulsory 

School Not 

Completed 

3000  Unemployed Yes Yes No Bad 
12 

Problematic 

Adopting healthier 

behaviors – healthy 

eating 

12 W CH - IR 60 
Vocational 

Education 
2000  Unemployed Yes Yes Yes Good 

11 

Problematic 

Small day-to-day health 

issues 

BR = Brazil; CD = Democratic Republic of Congo; CH = Switzerland; CHF = Swiss francs; CV = Cap Vert; DO = the Dominican Republic; IR = Iran; M = man; NG = 287 
Nigeria; SO = Somalia; W = woman. a At the time of data collection: 1 CHF = 0.87 € (Euro)/ 1 $ (Dollar) 288 
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The twelve interviews yielded rich data related to the strategies used by the participants when 289 

trying to access, understand, appraise, and apply health information across the three domains 290 

of the health continuum. Their description of how they proceeded when they needed health 291 

information, the barriers they encountered, and their strategies to overcome them, allowed to 292 

identify four main themes, and three main pathways regarding health information: (1) Financial 293 

insecurity triggers the need for health information; (2) Pathway 1: Physicians as ideal (but 294 

expensive) interlocutors; (3) Pathway 2: The internet as a suboptimal alternative; and (4) 295 

Pathway 3: Relatives as a default resource. In the next sections, the findings are presented in 296 

terms of these four themes and the subthemes that emerged from the interviews to emphasize 297 

their different facets (coding tree provided in Table 3). Our results show that the progression 298 

within the four HL skills is a complex process, with many steps backwards. Therefore, the three 299 

pathways are presented in a linear fashion for greater clarity, although they overlap. Additional 300 

participant quotations are also provided in S1 Table.   301 

Table 3. Themes together with subthemes, HL competence and categories 302 

Themes Subthemes 
HL 

competence 
[3] 

Categories 

Financial 

insecurity triggers 

the need for 

health information 

Recognizing the need for information to 

prevent unnecessary illness and save 

money 

- Being confronted with a health 

promotion message 

To preserve the current health status  

Finding the best way to treat the 

disease while maintaining financial 

stability 

- Having the financial means to cure the 

health problem 

Being responsible for one’s own health 

Pathway 1: 

Physicians as 

ideal (but 

expensive) 

interlocutors 

Physicians as the main reference points 

for getting health information 

 

ACCESS 

 

The GP as the preferred source of 

health information 

The GP is the only identified source of 

health information 

Difficulty of obtaining health information 

due to limited access to a physician 

 

ACCESS 

 

The financial cost of a medical 

consultation cannot be afforded 

Long delays in getting an appointment 

Identifying alternative sources of 

information 

Insufficient information due to being 

disregarded or overly brief consultations 

 

ACCESS Not enough time during medical 

consultations 

Feeling disregarded 
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Turning to other sources of health 

information 

Medical jargon makes information hard 

to understand 

 

UNDERSTAND Being confronted with unfamiliar 

medical jargon 

GPs’ facilitative attitudes 

Asking for clarifications 

Not daring to ask more questions 

Health information recall difficulties 

Seeking additional information on the 

Internet 

Health information provided by GPs is 

not questioned 

 

APPRAISE Health information provided by 

physicians is trustworthy 

Conflicting information from different 

health professionals 

Striving to apply the medical treatment 

 

APPLY Too expensive medicines 

Discussing the treatment with the 

doctor 

Pathway 2: The 

internet as a 

suboptimal 

alternative 

The internet as a tool to overcome 

barriers related to medical consultations 

 

ACCESS The internet as an alternative or 

compensatory strategy 

Internet’s advantages 

Disincentives to using the internet 

The internet as a resource for day-to-

day health issues 

 

ACCESS Seeking information for everyday 

health problems 

Seeking home remedies at no cost 

Hard-to-understand online information 

related to medical terminology and 

inadequately written information formats 

 

UNDERSTAND Difficult and unfamiliar words 

Difficulties in identifying key health 

messages 

Using a dictionary 

Turning to visual or auditory 

information 

Asking for help from family and friends 

Online health information is analyzed 

critically and viewed with suspicion 

 

APPRAISE Not all information is trustworthy on 

the internet 

Paying attention to the source of 

information 

Credibility assessment based on 

comments of other internet users 

Contradictory information 

Alarming information 

Online health information is selected on 

the basis of subjective and objective 

criteria 

 

APPRAISE Selecting understandable and brief 

information  

Relying on feelings and intuitions 

Selecting information based on beliefs 

and values 

Information selection based on 

financial and material means 

Using simple, easy-to-implement online 

health information 

 

APPLY Implementation of small tricks at no 

cost 

Lack of financial means 

Importance of motivation to adopt new 

health behaviors 
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Evaluating the effectiveness of home 

remedies 

Spreading effective, small everyday 

health suggestions and tricks to family 

and friends 

 

APPLY Sharing experiences with others 

Using online health information to 

discuss and negotiate with the doctor 

 

APPLY Negotiating therapeutic alternatives 

with the doctor 

Discussing online health information 

with the doctor 

Feeling better prepared for care 

Pathway 3: 

Relatives as a 

default resource 

Trusted relatives are asked for health 

information 

 

ACCESS Asking health advice to trusted family 

members or friends 

Social network members familiar with 

the health topic 

Individuals with expertise in the field of 

health 

Confidentiality 

Trusted relatives have no answer 

 

ACCESS Relatives have the same difficulties 

with health information 

Relaying effective advice from relatives APPLY Becoming health information relayers 

 303 

Financial insecurity triggers the need for health information  304 

Recognizing the need for information to prevent unnecessary illness and save 305 

money 306 

Some participants indicated that they actively sought out information when confronted with a 307 

health promotion message that was out of step with their own lifestyle. The intention behind 308 

learning more about these messages was to adopt healthier, proactive behaviors and thereby 309 

improve their health. Other participants also mentioned the importance of learning about health 310 

to maintain or preserve their current health status. One reason was that they perceived health as 311 

something valuable or as a resource that needed to be preserved. Some participants who were 312 

facing great financial difficulties feared that becoming ill would result in unaffordable expenses 313 

(financial costs of treatment of the health problem coupled with a lack of income if unable to 314 

work). Such situations would not only affect themselves but also their dependents, such as 315 
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children. Learning how to prevent illness by adopting healthier behaviors was seen as a means 316 

of not worsening an already precarious financial situation. 317 

“If you get sick, you have to go to hospital, but it’s expensive. Sometimes you have to pay a 318 

certain amount of money before they start the treatment. And then there’s my whole family, 319 

counting on me. What am I going to do if I get sick? So, I take it easy. So, I said, ‘Let’s not 320 

be ignorant. Let’s make an effort not to get too sick […], avoid unnecessary illness. […] 321 

Because I’m not rich: I’m always paying out. So, if I have my health, everything is fine.” 322 

(Participant 4) 323 

Finding the best way to treat the disease while maintaining financial stability 324 

Health information needs also emerged when people were faced with an illness they did not 325 

know and about which many questions arose. Participants mentioned the importance of getting 326 

answers that would help them understand what their problem was and that would remove 327 

uncertainty. Actively seeking health information was motivated by issues such as having the 328 

financial means to cure the health problem or wanting to avoid potential complications. 329 

Participants sought information so that they could take action and be responsible for their own 330 

health, make health decisions and achieve well-being.  331 

“At first, honestly, I felt powerless. […] You get angry because you don’t understand why; 332 

you don’t know what’s happening to you. It would be good for doctors to realize that we are 333 

sick, that we are not just numbers and a wallet! So, now […] I have to know how I can treat 334 

my disease!” (Participant 3)  335 

Pathway 1: Physicians as ideal (but expensive) interlocutors 336 

Physicians as the main reference points for getting health information 337 
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All the participants identified their physician, usually their general practitioner (GP), as their 338 

preferred source of health information. GPs were identified as the most competent professional 339 

to ask about health issues, a reference figure, and as ‘the one who knows’.   340 

“But the doctor is always my first help. That’s where I start.” (Participant 9) 341 

For some participants, their physician was their only identified source of health information, 342 

and some said they would not know where else to turn to.  343 

“I don’t know anything about asthma. And that annoys me! And I don’t know where to go to 344 

get any information about it [besides the doctor] ...” (Participant 4) 345 

Difficulty of obtaining health information due to limited access to a physician 346 

Although all the participants primarily cited their physicians as their main health information 347 

source, the financial cost of a medical consultation was, for some, a real barrier to using this 348 

source.  349 

“And sometimes I really don’t feel like going to the doctor all the time either. That’s because 350 

when the bill comes, we don’t exactly throw a party at our place! We have to pay afterwards, 351 

that’s what worries me.” (Participant 8) 352 

Faced with a precarious financial situation, some participants expressed they only go to the 353 

doctor if the health problem is deemed to be serious or too disabling. 354 

“When I had this mobbing problem, I didn't think about how much it would cost [to go to 355 

the doctor]. When you get to a point like that in relation to your own health, the barriers 356 

come down.” (Participant 1) 357 

Participants also stated the importance of obtaining quick answers to their health questions. 358 

However, some participants identified the very long delays in getting an appointment or the 359 

long gaps between medical consultations as barriers to getting information from their doctor.  360 
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“The problem is that he [the doctor] doesn’t give you an appointment within the week. He 361 

gives you one in two weeks or three weeks... But you need help now, so you find it at home 362 

[using the internet].” (Participant 9) 363 

All these situations made participants feel quite helpless, leading them to identify other potential 364 

health information sources, such as the internet, or friends and family. Used as a compensatory 365 

strategy, consulting these alternative sources of information enabled participants to obtain 366 

health information without increasing their financial difficulties. 367 

“Nowadays, if something happens to you [a health problem], you’ll call your friends and all 368 

that. That costs nothing. You don’t have to pay for that…” (Participant 9) 369 

“I found the intervals between treatments long—there was lots of waiting. […] With this 370 

disease, you’re always... at the slightest problem, you ask yourself questions. […] So, it’s 371 

true that I used to go on the internet a lot.” (Participant 2) 372 

Some participants also mentioned turning to their pharmacist, for multiple reasons: pharmacists 373 

are recognized health professionals with a university degree; they are immediately accessible, 374 

with no need for an appointment; they can be consulted free of charge; and they are 375 

geographically accessible, as there is always a pharmacy near one’s home. 376 

“Sometimes, it’s true; you don’t have to go to the doctor. You can go to the pharmacy, and 377 

they’ll explain it to you. It can still help sometimes. Yes, because you can't go to the doctor 378 

all the time when you have a question.” (Participant 12) 379 

Insufficient information due to being disregarded or overly brief 380 

consultations 381 

Among the participants who had access to their physician, some reported that they did not 382 

always get the information that they wanted when consulting their doctor. Many remarked that 383 
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they did not receive enough information or explanations about their health issues. They 384 

perceived the information as too superficial and felt that they were often unable to ask all the 385 

questions they wanted to ask. This could be for different reasons. Participants were aware that 386 

physicians see many patients and that the time available for asking questions and getting 387 

detailed information is limited or insufficient. Participants also thought that doctors sometimes 388 

fail to listen to them, that they are disregarded, and act as if they are not open to discussion and 389 

communication. In some cases, physicians voluntarily transmitted only superficial information 390 

to avoid worrying their patients unnecessarily. 391 

“Well, I missed out on it a little bit, yes, because I had so many questions to ask him [the 392 

doctor]. […] I don’t have all the answers to all the questions I’ve got. […] They [physicians] 393 

don’t have the time anymore, they’ve got to be productive; and then it’s financial, it’s only 394 

financial.” (Participant 3) 395 

To overcome these obstacles, participants turned to other sources (usually the internet) to 396 

compensate for the lack of information received from their doctor. 397 

“It annoys me that the family doctor says, ‘Aha! You have a blood pressure problem’. […] 398 

And I’ve never had much explanation about it. He’s never explained to me where it comes 399 

from. And that really bothers me, […] that’s why I tried to do it the other way [via the 400 

internet].” (Participant 7) 401 

Medical jargon makes information hard to understand  402 

Participants mentioned difficulties in understanding the information they received during 403 

medical consultations. The main obstacle declared was being confronted with unfamiliar 404 

medical jargon, which led to misinterpretations of messages. Faced with difficulties in 405 

comprehension, participants pointed out how they felt lost during interactions with their doctor 406 

and consequently ended up with even more questions.  407 
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“But just like with the doctor, there are many languages, many parameters, … things that I 408 

don’t understand at all.” (Participant 8) 409 

When facing barriers to understanding information from doctors, participants could adopt 410 

various strategies to overcome them. Some asked for clarification or for misunderstood 411 

information to be rephrased.  412 

However, others admitted to feeling embarrassed to express their misunderstanding. Some 413 

feared that they were taking up too much of their physician’s time, or perceived their doctor as 414 

an authority figure in terms of health knowledge Not daring to ask more questions was also 415 

linked to feelings of shame related to a lower educational level. These participants felt 416 

‘incompetent’ in front of their doctor and reported difficulties in clearly expressing their 417 

concerns and finding the appropriate words to express that they did not understand. 418 

“I don’t really understand the doctor. And sometimes I feel embarrassed [to tell him]. […] 419 

I never try to ask more questions... I didn’t know. I feel embarrassed... I don’t have the 420 

knowledge! I don’t know... And I can’t find the words to explain it.” (Participant 8) 421 

Moreover, the use of complicated words or overly ‘medical’ jargon prevented some participants 422 

from being able to recall the information they were given.  423 

“I don’t feel at ease at the doctor’s... […] Because I’ve got to memorize all this, and I just 424 

can’t get it into my head. So, it’s twice as complicated because there are things I don’t 425 

understand, and because there are things I have more trouble remembering.” (Participant 426 

8) 427 

Taking notes was one strategy suggested for remembering the doctors’ explanations, as was 428 

searching for additional information on the internet. 429 
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“I don’t have a good memory. […] At first, I didn’t really know what kind of cancer it was, 430 

so... BRC 2 RC... what’s that? Wait, I’m writing this down. […] It’s true that afterwards I 431 

went on the internet and I typed in the name of my cancer. So that’s how I knew why I was 432 

given [this medical treatment].” (Participant 2) 433 

If problems of incomprehension persisted after a medical consultation, many participants turned 434 

to other sources of information, primarily the internet, to seek additional information and to try 435 

to better understand the points raised in their discussion with the physician. 436 

Health information provided by GPs is not questioned 437 

In general, health information provided by physicians was considered trustworthy. Doctors are 438 

recognized as health experts and a trusting relationship had often been established for years. 439 

“I trust [the doctor] because it’s his field, he knows what he’s saying, he’s not going to 440 

bullshit me.” (Participant 4) 441 

However, difficulties assessing the credibility of health information arose when participants 442 

were asked to consult multiple physicians or other health professionals. Several explained that 443 

they had met with conflicting information from the different professionals they had consulted. 444 

Some participants found this very problematic, creating confusion and doubts about the 445 

information received and the behaviors to adopt. Faced with this, participants prioritized 446 

information given by their consulting physician (mainly their GP) because of the more well-447 

established, trusting relationship. 448 

“[Conflicting information from doctors] makes me ask questions... […] I’ll always choose 449 

my general practitioner, the family doctor, that’s it. I've been with her for more than 14 450 

years. I trust her most because she knows everything, she has my entire record.” (Participant 451 

8) 452 
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Striving to apply the medical treatment 453 

As the main reason for consulting a doctor was to solve a health problem, applying the health 454 

information that was provided during the consultation was essentially limited to correctly taking 455 

the treatment that was prescribed.  456 

Some participants expressed difficulties in correctly taking the treatment prescribed by the 457 

doctor due to the high cost of the medicines. As a result, they explained trying to get their 458 

medicines abroad because they are less expensive. 459 

“There are different medications I need to take. I went to buy them in France because they 460 

are much cheaper! […] So yeah, I don't agree with this system.  It's so expensive to be 461 

treated!” (Participant 10) 462 

Some participants mentioned critically evaluating the effectiveness of their treatment; if it was 463 

ineffective, it was discussed and negotiated with the doctor to find an alternative. However, 464 

some participants encountered unresponsive physicians. In that case, they turned to the internet 465 

for other means and solutions for self-treating their health problem. 466 

“I turn to the doctor; I look at what he prescribes me. If the medication works, that’s it. If it 467 

doesn’t work, that’s when I look on the Internet!” (Participant 9) 468 

Pathway 2: The internet as a suboptimal alternative 469 

The internet as a tool to overcome barriers related to medical consultations 470 

Participants consistently and widely used the internet, either as an alternative or compensatory 471 

strategy when they were unable to consult their doctor (due to financial and time constraints), 472 

or as a complementary strategy to medical consultations when those did not provide sufficient 473 

answers to their questions. The internet’s main advantage is that it is a ‘free’ source of 474 



25 
 

information requiring no additional financial expenses, immediately and permanently 475 

accessible, as opposed to the waiting times for a doctor’s appointment which can be very long.  476 

“So, on the internet, I don’t have to pay, and in one way, it’s faster. Yes, money’s a problem. 477 

It’s always about money... It’s cheaper too.” (Participant 9) 478 

Despite its accessibility, some participants mentioned that internet is not really free: financial 479 

costs (an internet subscription and the cost of a computer) are barriers to using the internet as a 480 

source of health information.  481 

“No, on the internet? I can’t because I don’t have internet on my phone. I don’t have it 482 

because it costs too much. And I’m trying to keep costs down a bit.” (Participant 4) 483 

Some participants expressed difficulties using computer tools correctly, explaining that their 484 

use required skills that needed to be learned.  485 

Several participants also mentioned that actively searching for health information on the 486 

internet is a process requiring a significant investment of time, which is a resource that is not 487 

always available in a precarious socioeconomic situation or under difficult living conditions 488 

(e.g., working two jobs to survive, seeking employment, exhaustion). 489 

“I never go on the internet for health reasons. I’d need time for that.” (Participant 5) 490 

The internet as a resource for day-to-day health issues 491 

Most participants used the internet to solve small, everyday health problems, seeking tips, home 492 

remedies, or traditional remedies. The reasons for seeking this type of information were mainly 493 

financial. With limited financial resources, they sought solutions that are easy to apply or 494 

implement with everyday products (found at home) and that help avoid having to spend money 495 

for treatment. 496 
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“It’s true that the internet is a great place to form your opinion. Just to find tips and tricks 497 

to take care of yourself. […] I try to see if I can find a solution on my own.” (Participant 10) 498 

Hard-to-understand online information related to medical terminology and 499 

inadequately written information formats 500 

Participants identified several factors that created barriers to their understanding of online 501 

health information. Many reported difficulties in making sense of the health information they 502 

found when viewing webpages of written information, particularly regarding the terminology 503 

used and the many new and unfamiliar words that hindered their overall understanding of the 504 

text.  505 

“And even if you speak French well, the explanations use words that you don’t hear very 506 

often, and that’s what blocks me.” (Participant 9) 507 

Participants also reported that lengthy texts made it difficult to identify the key health messages. 508 

Many said they preferred short, clearly written information with the essential information 509 

immediately identifiable. 510 

“Sometimes there are long explanations, and then sometimes there are [only] two sentences, 511 

three sentences, and you understand better.” (Participant 9) 512 

These two barriers led some participants to stop using the internet to actively search for health 513 

information. The difficulties in understanding written information were sometimes so great that 514 

they no longer wanted to use the internet to find health information.  515 

“But I must admit that the way I do things on the internet, if I don’t understand it, if I get fed 516 

up, I stop.” (Participant 10) 517 

However, some participants developed strategies to overcome these difficulties. Barriers related 518 

to medical jargon, or complicated words were overcome by using a dictionary.  519 
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“It could be I find words whose meaning I don’t know. So, I’ll note it down and look in the 520 

dictionary because I’ve a dictionary at home that helps me.” (Participant 11) 521 

As extensive written information often provided problems, many participants preferred 522 

illustrated information or more visual and auditory information, such as YouTube videos.  523 

“Well, going on Google, there are a lot of videos. So I watched those videos a lot. When it 524 

says there are six pages to read... Then, I’ll switch to a video... For me, the tablet, Google, 525 

it was great. That’s where I understand... because there are lots of drawings, lots of things, 526 

videos, reports from other doctors on YouTube...” (Participant 2) 527 

Another strategy for overcoming barriers was using trusted people in one’s close social network 528 

to ask the meaning of words and to increase their understanding of the information they had 529 

found. Several participants in this study were recruited through an adult literacy center, and 530 

some sought help from their teacher when they found information on the internet difficult to 531 

understand.  532 

Online health information is analyzed critically and viewed with suspicion 533 

All the participants expressed doubts about the reliability of the online health information they 534 

found. They were aware that not all information is trustworthy and, therefore, adopted a 535 

cautious attitude, although they expressed their difficulties to distinguish ‘real’ information 536 

from ‘fake’.  537 

“On the internet, the problem’s also that you can’t be 100% certain of the information.” 538 

(Participant 1) 539 

Faced with this difficulty, some participants reported feeling lost and confused. When in doubt 540 

about the quality of health information, some consulted several different web pages on the same 541 

health topic and triangulated their information to confirm or refute it. 542 
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“And then if there are things that I trust, I’ll take some keywords and look further, to confirm 543 

or reject what was written.” (Participant 10) 544 

To assess the quality of online health information, a few participants reported paying attention 545 

to the source and used several criteria to attest to the credibility of the information, such as 546 

whether the website was reputable, professional, of a recognized health institution (such as a 547 

hospital), the author’s notoriety or professional status (e.g., being a physician), or the popularity 548 

of the website accessed.  549 

“Because I only see that doctor on YouTube. He’s very well known, he’s done lots of books, 550 

lots of publications. He gives courses for doctors, and he gives courses at the University. He 551 

has done a lot of training. He works a lot with television stations in Brazil. He does loads of 552 

things, so... Very famous!” (Participant 7) 553 

Some participants also tried to determine the reliability of their information by looking at the 554 

opinions, comments, and criticisms of other internet users. For YouTube videos especially, the 555 

number of views was also an element contributing to the credibility assessment. 556 

“And I also look at the rankings of the videos [the number of views]. How many people have 557 

watched. I go on that a little bit, too. And that’s why I trust it a little bit...” (Participant 7) 558 

With regard to the content of the online information, two main difficulties were mentioned. 559 

Participants explained that they frequently found contradictory information on different 560 

websites or information described in different words, which led to confusion and feelings of 561 

being lost.  562 

“That’s why I don’t trust it, and I don’t go on the internet, because sometimes you see a 563 

piece of information here, and then you see the same information using other words. 564 

Sometimes it confuses your mind... It confuses my mind a lot...” (Participant 5) 565 
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Participants also explained that an internet search for a trivial symptom or health concern could 566 

lead to finding alarming information, causing feelings of worry, scare, or anxiety about the 567 

severity of their health problem.  568 

“I went on the internet about a stomach nodule. Again, it’s cancer, it’s immediately cancer, 569 

it’s immediately unbelievable garbage. I said, ‘No, stop!’ I stopped searching.” (Participant 570 

3) 571 

Faced with these problems, different attitudes were adopted. Some participants chose to ignore 572 

internet pages with conflicting information, others stopped searching for health information on 573 

the internet, and some would never use the internet as a source of health information again. 574 

Others continued to use the internet but turned to other sources such as trusted individuals with 575 

experience on the topic to clarify the information they found online and help them select reliable 576 

information. 577 

“And then when there are articles that say the opposite, […] I read them too. It’s a bit like 578 

the elections: you don’t know what to think (…) Afterwards, I’ll go and get information from 579 

professionals whom I know, or people who know a little bit about the subject.” (Participant 580 

10) 581 

Online health information is selected on the basis of subjective and objective 582 

criteria 583 

Given the difficulties to assess the credibility and reliability of online health information, 584 

participants described several criteria they used to select reliable information. Some explained 585 

that health information had to be presented clearly, understandably, and briefly.  586 

“If it grabs my attention, then it’s because it’s concise, it’s clear...” (Participant 10) 587 
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Health information was selected when it was easy to remember, with some participants 588 

mentioning that it had to “look serious”, i.e., contain scientific vocabulary, which may seem 589 

inconsistent with the difficulties associated with understanding medical jargon.  590 

“To trust it, ... well, it’s about how the article’s written. There have to be some slightly 591 

scientific words; it has to look a bit serious.” (Participant 10) 592 

Other subjective mechanisms for selecting health information used by many participants was 593 

to rely on their feelings or intuitions about the content.  594 

“How do I select information? Well... I always trust my intuition. Because I find that my 595 

intuition doesn’t let me down, it’s great.” (Participant 3) 596 

Information also tended to be more easily selected if it was consistent with participants’ beliefs, 597 

convictions, preferences, and values.  598 

“I select the information according to my convictions too, because for me, anything chemical 599 

is not great, it’s really not good.” (Participant 10) 600 

However, an important selection criterion was having the financial and material resources to 601 

follow health recommendations. Many participants explained that the health recommendations 602 

they selected were those that did not involve significant financial costs (e.g., using a home 603 

remedy made from common household products) and which they thought would be easy to 604 

implement. 605 

“So, when a list comes up [when I search on the internet], I look for what I can find in my 606 

house, that I don’t need to go and buy. I really avoid buying stuff.” (Participant 12) 607 

Using simple, easy-to-implement online health information  608 

After having sought and select health information on the internet, participants applied those 609 

messages that did not require significant amounts of time and money. The information that was 610 
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mostly implemented consisted essentially of one-off things or small, everyday health 611 

suggestions and tricks that they could apply on their own. 612 

“If it’s easy to do, then I’ll do it if they’re small things. Things I can do by myself, alone; 613 

things I can do right away, if it’s not complicated.” (Participant 12) 614 

Information on healthy lifestyles, particularly involving prevention and health promotion 615 

requiring longer-term behavioral changes or financial means, was more difficult to implement 616 

and sustain.  617 

“I wanted to change the way I eat, to be healthier... But before, there were two of us at home, 618 

we were paying both for the groceries. And now I'm all alone, I can't afford it by myself. So 619 

I can't do it anymore... [eating healthy]." (Participant 4) 620 

Some participants mentioned the importance of motivation and the willingness to adopt new, 621 

more positive health behaviors over time, explaining that motivation can be negatively affected 622 

by a socioeconomically disadvantaged situation because of the anxiety and uncertainty this 623 

creates. Some participants mentioned the importance of having the self-confidence to be able 624 

to correctly apply online health information. 625 

“It’s hard to implement... because […] I don’t have much willpower. But I kept my energy 626 

levels up, and I lost 8 kilos. But I’ve started to drop off again... [laughs]. But when you’re 627 

not in your right mind, when you don’t feel stable and you want to find a job, you’re not 628 

right...” (Participant 11) 629 

Participants explained that they evaluated the effects on their health of implementing home 630 

remedies. Because the implementation of such remedies was conditioned by the availability of 631 

financial resources, the expected results were not always achieved. If they proved ineffective, 632 

and participants were thus unable to manage their health problem alone, some resigned 633 

themselves to consulting a healthcare professional despite their financial difficulties. One 634 
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participant, however, had developed a specific strategy to avoid unnecessary expenses by 635 

turning to the pharmacist for advice on whether to consult her doctor to solve her health 636 

problem.  637 

“So if the home remedy doesn’t work, then I go to the pharmacy first. […] I ask for my 638 

pharmacist’s opinion.” (Participant 12) 639 

Spreading effective, small everyday health suggestions and tricks to family 640 

and friends 641 

If participants deemed the solution implemented effective, they shared their experience with 642 

family and others by becoming ‘messengers’ or vectors of health information themselves. 643 

“You try it; when you see that it works, then you go and give advice to others. But I don’t 644 

give advice if I haven’t tried it first. […] You should never give advice if you haven’t tried 645 

it. Maybe the person will get sick, and then it’s your fault.” (Participant 9)  646 

Using online health information to discuss and negotiate with the doctor 647 

Participants who faced a major health problem often used the health information they found 648 

online to complement their medical consultation, as something to be discussed during the next 649 

meeting with their doctor. Therapeutic alternatives identified on the internet could then be 650 

negotiated.  651 

“So they were talking about polyarthritis on the internet. […] You can have an injection 652 

once a year, and then you’re okay all the time. Why wasn’t I offered these treatments? Why, 653 

well... I’m going to ask my doctor again...” (Participant 3)  654 

Discussing online health information with the doctor was also a means of validating its quality 655 

and thereby enabled participants to increase their confidence in their own ability to act.  656 
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“For health...well, you can use the internet now. But you can’t really trust it 100%. You 657 

should still ask your family doctor questions. You can’t do anything risky...” (Participant 7) 658 

Online health information was considered a means to play a more active part in health decision-659 

making as a patient, of being well informed, and of being able to truly interact with health 660 

professionals. It also helped participants to feel more comfortable, reassured, and calm about 661 

committing to a care pathway and to deconstruct some of the erroneous beliefs related to their 662 

illness. 663 

“So, when I went on the internet to look up chemotherapy, […] I knew more or less what to 664 

expect... it prepared me to be less afraid... because I didn’t really know where I was going 665 

with these chemotherapies.” (Participant 2) 666 

Pathway 3: Relatives as a default resource  667 

Like the internet, using one’s social contacts was seen as a compensatory or alternative strategy. 668 

When financial barriers made it impossible to consult a doctor and participants had significant 669 

difficulties using the internet, turning to friends and family was a way to obtain health 670 

information and advice for free.  671 

Trusted relatives are asked for health information 672 

The members of participant’s social networks involved in HL processes were most often 673 

nuclear or close family members and friends. Work colleagues or clients were also identified 674 

as health information sources, with health advice and information sought mainly in trusted 675 

relationships, from individuals with expertise in the field of health or familiar with the health 676 

topic in question, or from whose who had undergone the same experience.  677 

“I’d call my father, in Canada; his wife is a nurse. And then, as they’re quite... I’d say… in 678 

that field, it’s true that I asked my step-mother a lot of questions.” (Participant 2) 679 
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Confidentiality was seen as an important factor, with some participants rejecting the idea of 680 

discussing health issues or concerns with people around them whom they did not fully trust, for 681 

fear that their health concerns would leak.  682 

“I don’t ask my friends for health advice! I don’t trust that; I don’t like it. If I tell you 683 

something, it can’t go any further. I don’t like something private going any further. If we 684 

talk, it has to stay between us! I don’t like that. I don’t want that.” (Participant 8) 685 

When participants did get information and advice from family and friends, its quality was not 686 

questioned and the advice given was implemented almost immediately. 687 

“Now, when I have a health problem, my girlfriends are there. So, I called a friend; I said 688 

‘I’ve got this pain. What’s happening to me? I’d like to know.’ Then she said, ‘Take this.’ I 689 

said yes.” (Participant 9) 690 

Trusted relatives have no answer 691 

Although family and friends were often sources of support and advice, some participants found 692 

it difficult to obtain health information from those around them. Several participants noted that 693 

members of their network often faced the same difficulties with health information as they did, 694 

did not have the answers to their questions, and advised them to see a doctor to get answers. 695 

“My family is my brother, and the families I’ve started. So, they say, ‘Go see the doctor,’ 696 

and that’s it. They’re no more experienced than I am. It’s hard, because even they don’t 697 

know.” (Participant 9)   698 

Relaying effective advice from relatives 699 

Participants stated that they evaluate the effectiveness of the advice that they received from 700 

others in the same way they did with online health information. When found to be effective and 701 

relevant, they became health information relayers themselves. 702 
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“So, I was able to pass the information on to others who’d gone through it, because there 703 

were some who didn’t know how.” (Participant 2) 704 

Discussion 705 

The present study aimed to explore the experiences of socioeconomically disadvantaged people 706 

in accessing, understanding, appraising, and applying health information. The qualitative 707 

analysis confirmed that HL is a process which socioeconomically disadvantaged people 708 

perceive to be an ‘obstacle course’, because they encounter many difficulties.  709 

Our results revealed three main barriers regarding health information: financial deprivation, 710 

barriers to obtaining and understanding health information during the medical consultation, and 711 

the lack of digital skills when using the internet for health information.  712 

Financial deprivation, a recurring aspect in the interviews, seems to be the most important 713 

barrier to HL in Switzerland. Several studies have shown that financial deprivation is one of 714 

the major factors leading to low HL levels [7, 8, 42]. In our study, this link between financial 715 

deprivation and low HL could be further specified by showing that a lack of financial resources 716 

limits the access to the healthcare system (the high financial cost of medical consultations) [43] 717 

and, to a lesser extent, to online health information. The way Switzerland’s healthcare system 718 

is organized and financed represents a barrier to the use of its resources and to the access to 719 

healthcare professionals as sources of health information, and therefore contributes to limiting 720 

the development of HL skills among the socioeconomically disadvantaged, who need it most. 721 

Our findings showed that socioeconomically disadvantaged people turn to the internet as a 722 

compensatory strategy, mainly to find self-treatment solutions or inexpensive home remedies. 723 

As such, it reflects the poor access to healthcare of people with a precarious or disadvantaged 724 

socioeconomic status in the Swiss context, due to the financial difficulties and a poorly 725 

developed primary healthcare system in Switzerland [44, 45].  726 
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During their medical consultations, many participants in our study mentioned various barriers 727 

to obtaining health information (e.g. having insufficient time to ask questions) and 728 

understanding health information (e.g. being unfamiliar with medical jargon or difficulties in 729 

remembering their doctor’s instructions). Studies among disadvantaged populations have 730 

shown that only half of the information conveyed during a medical consultation is understood 731 

and recalled [46, 47], and that 40% to 80% of the information is forgotten immediately [48]. 732 

As such, physicians’ attitudes and skills seem to be a key to helping socioeconomically 733 

disadvantaged people overcome the challenges of low HL during medical consultations [49]. 734 

Good communication skills of physicians are associated with better health outcomes among 735 

patients [50]. Conversely, poor patient–physician communication contributes to poor health 736 

outcomes [50] and is considered a factor that contributes to health disparities [51]. The quality 737 

of doctor–patient communication follows a social gradient, in the way that patients from lower 738 

socioeconomic backgrounds receive less health information, fewer explanations, less listening 739 

time, less advice, and shorter consultations than patients from higher social classes [49]. Several 740 

tools or techniques, known as universal precautions, can be used to ensure patient 741 

comprehension, encourage them to ask questions, and improve health-information recall [52]. 742 

These include for example avoiding medical jargon, repeating and summarizing instructions, 743 

giving a limited number of instructions at a time, using pictograms or illustrations to 744 

complement oral information, and using the teach-back approach [50, 52, 53]. The latter is a 745 

known and promising technique for promoting understanding and recall [50]. However, only 746 

39.5% of healthcare professionals used this approach regularly [54]. To enhance the use of these 747 

strategies, interventions are necessary that aim to improve health professionals’ communication 748 

skills, encourage a more patient-oriented approach [51], and create a more supportive 749 

organizational environment. Curricula for the training of healthcare professionals should 750 

incorporate these communication techniques as a universal means to optimize patients’ 751 
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understanding of the health information they receive [53]. According to the universalist 752 

approach, all patients will benefit from this type of strategy, regardless of whether they have 753 

high or low HL and a high or low socioeconomic status [51].  754 

Using the internet was the most common compensatory strategy mentioned by the participants 755 

in our study to overcome barriers related to medical consultations. Our participants described 756 

various difficulties in understanding online health information, such as medical jargon, key 757 

messages that are not immediately identifiable, and overly long texts. The complexity of online 758 

information is well documented: whereas the US Department of Health and Human Services 759 

suggests that health information should be written at or below the level for 11- to 12-year-old 760 

children (after six years of education) [55], numerous studies have shown that online health 761 

information is written at a level two to six years of schooling above this recommendation [56-762 

60]. So, although the internet provides access to vast amounts of health information, it is not 763 

always helpful to the socioeconomically disadvantaged. In fact, the complexity of online health 764 

information may even contribute to health inequalities [58]. To be a useful health information 765 

source for the socioeconomically disadvantaged, online health information should be presented 766 

at an appropriate reading level [58]. This would require, first of all, the use of plain language, 767 

i.e., a communication style which  ‘use language, structure, and design so clearly and 768 

effectively that the audience has the best possible chance of readily finding what they need, 769 

understanding it, and using it’ [61]. Secondly, combining plain language with illustrations can 770 

be a strategy to improve the comprehension of online health information. Developing easy-to-771 

read, easy-to-understand, and easy-to-navigate online health information should thus be a 772 

priority [62, 63]. This will not only benefit people with low HL levels but also those with 773 

adequate HL skills.  774 

Appraising online health information appeared to be the most problematic HL skill for our 775 

participants. Many of our participants discovered conflicting or alarming online health 776 
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information, that, as pointed out by Synnot et al. [64], can create skepticism regarding the 777 

information that is found, and an inability to determine whether it is reliable. Conflicting 778 

information creates confusion, uncertainty, fear, and anxiety [65], decreases self-efficacy [66], 779 

and negatively impacts health decisions, health behaviors, and health-related outcomes [67-69]. 780 

Consequently, participants who experience difficulties in sorting and selecting online health 781 

information resort to the source and information which they feel matches their values and 782 

preconceptions best [65, 70]. All our participants were aware of the risk of online health 783 

information and did not trust it, yet some chose to use online information despite this lack of 784 

trust. This is troubling because selecting ‘bad’ health information, particularly if coupled with 785 

problems of comprehension, can lead to misinterpretation, negatively affect decision-making 786 

processes, and result in negative health consequences. So, because accessing health information 787 

is easy, information technology has the ability to empower healthcare consumers and to make 788 

people better informed about health topics, enabling them to make better health decisions, 789 

participate more actively, and achieve better health outcomes [71]. However, at the same time, 790 

our findings indicate that the internet may also deepen existing health disparities or create new 791 

ones [56, 72, 73]. This is because socioeconomically disadvantaged people, who are more likely 792 

to have poorer HL, may experience disproportionately greater difficulties in understanding and 793 

appraising online health information than more advantaged individuals [71, 74, 75]. It would 794 

therefore be important to understand the online appraisal skills of socioeconomically 795 

disadvantaged people in more detail, as a basis for developing new skills-based interventions 796 

that enable them to effectively use the internet and critically evaluate online health information 797 

[76]. However, there are not many well-documented evidence-based strategies to help people 798 

appraise online health information [65]. Although there is an abundance of institutional 799 

websites directing healthcare consumers to guidelines or tools for critically evaluating the 800 

quality of written health information, and effect studies have shown that some of these tools 801 
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could improve participants’ critical skills regarding health information [77, 78], these studies 802 

were conducted in a predominantly well-educated population. Little is known about their 803 

effectiveness in improving the critical skills of socioeconomically disadvantaged people. 804 

Although health professionals could refer their patients to such tools [79] or recommend 805 

accurate websites [80], this strategy is constrained by the need for contact with a healthcare 806 

professional, while disadvantaged people are often face financial barriers to consult them. 807 

Furthermore, this strategy is not useful for people who consult the internet to self-diagnose and 808 

treat health problems alone, without consulting a healthcare professional [67]. Other 809 

possibilities would be for community-based organizations to transmit these tools to their 810 

members [73, 81], or to teach critical HL, as well as digital skills at school [82, 83]. Such 811 

interventions would not only benefit the socioeconomically disadvantaged but also all future 812 

generations.  813 

Overall, our participants applied very little of the online health information they accessed, 814 

probably because they did not have sufficient prerequisites (understanding and appraisal skills) 815 

to apply that information adequately. However, the health information they had accessed online 816 

did help persons with chronic conditions who had regular contacts with their physician to better 817 

discuss their disease and negotiate treatment aspects during their medical consultations. This 818 

concurs with findings from other studies [67, 84-86] asserting that online health information 819 

empowers people ‘to do something rather than just being told what to do’ [85]. It allows them 820 

to take up a more active role in the decisions concerning their health. Curiously, one thing 821 

participants did with online health information was share it within one’s social networks. We 822 

hypothesize that the dissemination of health information is motivated by a desire to assist others 823 

experiencing the same financial barriers to accessing healthcare or information, as well as the 824 

same difficulties in understanding, and appraising health information.  825 
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Our results also suggested that the members of social networks can be important HL resources. 826 

According to the notion of ‘distributed HL’, social network members act as HL mediators, 827 

providing support regarding health information, and compensating for ‘personal deficit in HL 828 

skills’ [87]. However, seeking advice or support from fellow social network members also 829 

revealed certain barriers in our study. Indeed, family members or friends had difficulties 830 

providing the information our participants wanted. As shown in a previous study [88], we 831 

hypothesize that people from the same social environment share the same socioeconomic 832 

characteristics, the same HL levels, and consequently, the same difficulties regarding health 833 

information. 834 

Limitations and strengths  835 

This study is not without limitations. Firstly, the sample size is relatively small. This can be 836 

explained by the fact that, as shown by some previous research, it is difficult to access and 837 

engage socioeconomically disadvantaged groups in research projects. Socioeconomically 838 

disadvantaged people are therefore considered a ‘hard-to-reach’ population [89, 90]. 839 

Consequently, the results could not be contrasted according to the participants’ level of HL. 840 

Other experiences or additional difficulties with health information could have been highlighted 841 

if more participants with a problematic or insufficient HL level had been included. Secondly, 842 

most of our participants were of immigrant origin and not very fluent in French (the language 843 

in which the interviews took place). This language barrier may have exacerbated the difficulties 844 

they encountered with health information and limited the richness of the data collected. For this 845 

reason, our sample may not be fully representative of Switzerland’s socioeconomically 846 

disadvantaged population. Thirdly, most of our participants were recruited from adult education 847 

programs. It is possible that they had already received some training on how to overcome some 848 

of the barriers relating to information in general and that some of the compensatory strategies 849 

we have mentioned were taught to them during literacy classes. Fourthly, most of our 850 
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participants were women. Several studies have shown that women have slightly higher HL 851 

levels than men [91, 92]. This may be because women report health issues more frequently than 852 

men [91]. Women are also the most involved in the health of their families, especially their 853 

children. As a result, women use the healthcare system more frequently and are thus more 854 

familiar in navigating the healthcare environment [91]. In addition, women are more likely to 855 

use the internet for searching health information than men [93], and have thus a better 856 

knowledge of online health resources. Fifthly, the age range of the sample is rather narrow (age 857 

range 44-60). This can be explained by the recruitment sites chosen, which are specifically 858 

aimed at the working population. This may have limited the richness of the data regarding 859 

digital HL skills and the use of information technologies (e.g., the internet). Indeed, the 860 

difficulties and barriers related to digital skills might have been greater if more older people 861 

had been included in the sample. And finally, the data was collected in 2017. Since then, the 862 

COVID-19 pandemic has significantly changed the way people access health information. 863 

People with a low level of education, low income or belonging to an ethnic minority were 864 

disproportionately affected by COVID-19 [94, 95], probably because the COVID-19 pandemic 865 

was itself accompanied by a phenomenon called ‘infodemic’, defined as an overabundance of 866 

health information of varying quality, including the dissemination of fake, inaccurate, 867 

incomplete, unverified, contradictory, or misleading information [95, 96]. This has led to 868 

confusion and exacerbated difficulties in understanding, appraising, and applying health 869 

information, especially among people with low levels of HL [96]. Consequently, the barriers 870 

and strategies described by our participants may only reflect some of the real difficulties 871 

encountered by socioeconomically disadvantaged people with health information.  872 

Despite these limitations, we believe that this study has a number of important strengths. One 873 

of its main strengths is its qualitative approach, which enabled an in-depth exploration of HL 874 

skills from the perspective of socioeconomically disadvantaged people themselves. The 875 
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participants in this study had different HL levels, cultural backgrounds, health concerns, and 876 

health information needs, which allowed to highlight the range of difficulties and barriers that 877 

socioeconomically disadvantaged people encounter with respect to health information, across 878 

the entire health continuum (healthcare, disease prevention, and health promotion). Another 879 

strength is that we explored the concept of HL as an asset, rather than as a deficit [4, 12]. Finally, 880 

the data collection and analysis were guided by the Integrated Health Literacy framework [3], 881 

which has been little used in qualitative research to date. Using this framework helped us 882 

contribute new perspectives to the fields of HL and health disparities.  883 

Conclusion 884 

Socioeconomically disadvantaged people have a strong desire to manage their own health and 885 

engage in behaviors that will satisfy their health information needs. Their progression in the 886 

HL process is like an ‘obstacle course’, with numerous difficulties that must be overcome to 887 

access, understand, appraise and apply health information. To that effect, these people often 888 

resort to compensatory strategies. If these strategies are ineffective, the barriers leave 889 

individuals with unanswered health questions. Financial deprivation is the most important 890 

barrier to HL in Switzerland, preventing people from accessing both healthcare and online 891 

health information, and influencing their selection and application of health information, 892 

recommendations, and guidelines. Appraising health information is the HL skill with which 893 

socioeconomically disadvantaged people struggle the most. A range of physician-based, 894 

individual skills-based, organizational, and policy-based interventions are needed to help 895 

socioeconomically disadvantaged people overcome their HL challenges. 896 
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Abstract 26 

Objectives: Health literacy, or a person’s competence to access, understand, appraise and apply 27 

health information, can be considered a mediating factor between socioeconomic characteristics 28 

and health disparities. Socioeconomically disadvantaged people in particular present with less 29 

health literacy skills. To develop targeted interventions tailored to their real needs, it is 30 

important to understand how they function and what difficulties they encounter when dealing 31 

with health information. The purpose of this study was to explore their experiences when 32 

accessing, understanding, appraising, and applying health information in their everyday lives.  33 

Methods: Semi-structured face-to-face interviews were conducted with 12 socioeconomically 34 

disadvantaged adults living in the community in Switzerland (age range: 44 – 60 years old).  35 

Results: Thematic analysis of the interviews yielded four themes, describing the health literacy 36 

processes of participants, related barriers, and compensatory strategies used: Financial 37 

insecurity triggers the need for health information; Pathway 1: Physicians as ideal (but 38 

expensive) interlocutors; Pathway 2: The internet as a suboptimal alternative; and Pathway 3: 39 

Relatives as a default resource. The progression of socioeconomically disadvantaged people in 40 

the health literacy process is like an ‘obstacle course’, with numerous steps taken backwards 41 

before they can develop compensatory strategies to overcome the barriers to obtaining health 42 

information.  43 

Conclusions: Financial deprivation seems to be the most important factor contributing to health 44 

literacy barriers. Appraising health information is the health literacy skill with which 45 

socioeconomically disadvantaged people struggle the most. Physician-based, individual skills-46 

based, organizational, and policy-based interventions are needed to help them overcome their 47 

health literacy challenges. 48 

 49 
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Introduction 50 

Health literacy (HL) is an increasingly significant topic, discussed worldwide as part of current 51 

health, social and educational policies [1], and one of the most important in healthcare and 52 

public health [2, 3]. HL is defined as ‘people’s knowledge, motivation and competences to 53 

access, understand, appraise, and apply health information in order to make judgments and 54 

take decisions in everyday life concerning healthcare, disease prevention and health promotion 55 

to maintain or improve quality of life during the life course’ [3]. 56 

The Integrated Model of Health Literacy [3] describes the pathways linking HL to health 57 

behaviors and outcomes as well as the determinants of and factors influencing HL levels (the 58 

antecedents) and their associated health outcomes (the consequences). This theoretical 59 

framework, predominantly used in Europe and particularly in Switzerland, also describes the 60 

four core competences of HL as follows: ‘Access refers to the ability to seek, find and obtain 61 

health information; Understand refers to the ability to comprehend the health information that 62 

is accessed; Appraise describes the ability to interpret, filter, judge and evaluate the health 63 

information that has been accessed; and Apply refers to the ability to communicate and use the 64 

information to make a decision to maintain and improve health.’ [3]. These four competences 65 

can be activated across the three domains of the health continuum: healthcare, disease 66 

prevention, and health promotion. The strength of this model is that it considers HL not only 67 

from an individual or clinical perspective, but also from a public health and life-course 68 

perspective. In addition, it considers HL as a process. Progressing through the four competences 69 

starts by empowering individuals and populations to be more autonomous, taking control of 70 

their health and health-related decisions [4], and continues by enabling them to engage in health 71 

promotion interventions. As such, HL is viewed as an asset, enabling more active participation 72 

in society and greater control over everyday events [4]. 73 
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Research has revealed that nearly half of the adult US population has low HL levels [5]. In 74 

Europe, the recent European Health Literacy Population Survey 2019-2021 (HLS19) showed 75 

that 13% of the population has inadequate HL skills, and 33% problematic HL skills [6]. The 76 

Health Literacy Survey Switzerland conducted in 2019-2020 (HLS19-21-CH) showed that 38% of 77 

the population had ‘problematic’ HL levels, and 11% having an insufficient HL level [7]. HL 78 

has thus been referred to as a ‘silent epidemic’ [3, 8].  79 

Many studies have shown that HL levels are an important predictor of health behaviors, health-80 

related outcomes, and health status [9-11]. HL is therefore recognized as a key health 81 

determinant [12]. Poor HL levels have been associated with a range of poor health-related 82 

outcomes, such as poorer self-reported health status, poorer mental health status, higher rates 83 

of chronic disease and poorer self-management skills, higher rates of adverse health behaviors, 84 

increased mortality, and higher healthcare costs [6, 13, 14].  85 

The Health Literacy Survey Europe (HLS-EU) report also highlighted that social and 86 

socioeconomic factors contribute to low HL levels, revealing a greater proportion of people 87 

with limited HL skills among disadvantaged social groups than in the rest of the population. 88 

Indeed, limited HL skills are influenced by a range of unfavorable social and socioeconomic 89 

characteristics, such as a low educational level, low income, poor employment status, belonging 90 

to an ethnic minority, living in a rural area, or low perceived social status [15]. People with a 91 

disadvantaged socioeconomic status are therefore particularly vulnerable to low HL, pointing 92 

to a social gradient in HL levels [15]. Particularly in Switzerland, the HLS19-21-CH survey 93 

showed that low HL levels are closely linked to a lack of financial resources [7]. This is of 94 

concern, given the way the Swiss health system is financed. Switzerland is the third best 95 

performing health system in the world [16]. Despite the availability of universal health 96 

insurance coverage [17], its health system is paradoxically also one of the most expensive [18], 97 

and socioeconomic disparities remain one of the main causes of unequal in access to care [19]. 98 
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As health insurance is compulsory and premiums must be paid independently of income, people 99 

with lower incomes pay disproportionately more for health insurance than people with higher 100 

incomes [17]. While health insurance covers the costs of medical treatments and 101 

hospitalizations, a part of the treatment costs are borne by patients themselves through a flat, 102 

annual deductible fee which amounts to a co-payment of 10% of all bills (up to a maximum of 103 

CHF 700 per year) [20]. 104 

A recent integrative review [21] showed that social and socioeconomic disadvantage were 105 

associated with poor HL levels and that HL partially mediates the relationships between the 106 

factors of socioeconomic disadvantage and disparities in health-related behaviors, health-107 

related outcomes, and access to and use of healthcare. HL can be seen as ‘leverage for action 108 

on the social determinants contributing to health inequalities and disparities’ [21]. HL thus 109 

appears to be a promising strategy for achieving greater health equity. 110 

Yet despite the growing recognition of HL, especially so during the COVID-19 pandemic, the 111 

way in which socioeconomically disadvantaged people access, understand, appraise, and apply 112 

health information is still poorly understood. Moreover, little is known about the development 113 

of effective HL interventions among vulnerable populations like the socioeconomically 114 

disadvantaged. One systematic review aiming to assess the effectiveness of HL interventions 115 

in Europe pointed out that the most effective interventions and their related outcomes (e.g., 116 

knowledge, skills, self-efficacy, motivation, health status, health behaviors, costs) had yet to be 117 

properly identified [1]. Systematic reviews examining the effectiveness of HL interventions on 118 

health outcomes, specifically among the socioeconomically disadvantaged, are scarce. Existing 119 

reviews offer some insights, but they suffer from a lack of conclusive results [22], or address 120 

HL in a functional way (reading, writing, and using numbers effectively) and not as a broader 121 

concept [14, 23, 24]. Specifically focused on socioeconomically disadvantaged people, one 122 

recent systematic review identified the components of HL interventions associated with 123 
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improved health-related outcomes [25]. This review showed that HL interventions are more 124 

likely to be effective if they are theory-based, use a person-centered approach, and combine 125 

five essential operational components (cultural appropriateness, tailoring, skills training, goal 126 

setting and active discussions) [25]. However, due to a lack of evidence, the conclusions of this 127 

review were weak. Developing effective interventions to improve HL among 128 

socioeconomically disadvantaged people requires therefore an understanding of how they 129 

function and what difficulties they encounter with health information.  130 

To explore HL skills among socioeconomically disadvantaged people in more detail and to 131 

understand the HL-related difficulties or barriers they encounter, qualitative methods may be 132 

the most appropriate approach. Existing qualitative studies have provided some insights into 133 

this matter but have not yet provided a sufficiently detailed understanding of the mechanisms 134 

leading to low HL levels among socioeconomically disadvantaged people [26-29]. This may be 135 

because thus far most qualitative studies have been limited to HL’s Access competence, or only 136 

addressed HL from a functional perspective, while not considering other HL skills. In addition, 137 

and to our knowledge, there are no studies that explore HL among socioeconomically 138 

disadvantaged individuals as a comprehensive concept as proposed by the conceptual model of 139 

the HLS-EU [3]. Two studies explored health information-seeking behaviors among ethnic 140 

minorities [26, 27]. The results showed that individuals accessed health information through a 141 

multitude of channels. However, health professionals, followed by family members or friends, 142 

remained the most preferred sources of health information. Language barriers, use of medical 143 

jargon, and lack of time during medical consultations were identified as the main barriers to 144 

accessing and understanding health information. Another qualitative study among low-income 145 

users of a community health center and at risk for cardiovascular disease showed similar results 146 

[28]. Finally, a study investigated how socioeconomically disadvantaged people understand and 147 

process information related to cardiovascular health risks delivered through an interactive 148 
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website [29]. The results showed that numerical information about cardiovascular risk factors 149 

was poorly understood and often underestimated, and that respondents lacked the medical 150 

knowledge to fully understand the health risks. Although this study aimed to explore health 151 

information processing, critical appraisal and decision-making skills, they could not be 152 

described. 153 

A qualitative approach to exploring the HL processes of socioeconomically disadvantaged 154 

people can help to understand why these people are particularly vulnerable to low HL levels 155 

and how they overcome HL related challenges. This is a necessary step towards developing 156 

targeted interventions tailored to their real needs, to both improve HL skills and reduce health 157 

disparities. The present study aimed to explore the experiences of socioeconomically 158 

disadvantaged people when accessing, understanding, appraising, and applying health 159 

information in their everyday lives and the barriers they encountered when dealing with health 160 

information. 161 

Methods 162 

To address the above issues, a descriptive qualitative design was used [30], involving thematic 163 

analysis [31]. The study included socioeconomically disadvantaged adults living in the 164 

community in Switzerland’s French-speaking cantons of Vaud and Fribourg. As socioeconomic 165 

status is a multidimensional concept, its three main contributing factors - education, 166 

employment, and income – were used to define low socioeconomic status in the Swiss context. 167 

Inclusion criteria were: (a) not having completed compulsory schooling or having completed 168 

compulsory schooling but no post-compulsory education [32]; and/or (b) being unemployed or 169 

in a precarious employment situation (fixed-term contract, temporary job, part-time or on-call 170 

work, employment with a variable income, pseudo-independently employed) [33]; and/or (c) 171 

being in a precarious economic situation and having an income below the minimum subsistence 172 
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level (inferior to a gross monthly income of CHF 2,239) [34], or receiving unemployment or 173 

social integration benefits (social assistance benefits for people in great financial difficulty who 174 

cannot meet their basic needs) [35]; (d) having sufficient French language skills to complete 175 

the study; and (e) being able to provide inform consent. 176 

Purposive sampling was used to recruit participants with a range of different disadvantaged 177 

socioeconomic statuses and to obtain maximum heterogeneity. Recruitment occurred  in the 178 

French-speaking part of Switzerland, and in three different settings to provide a diversity of 179 

situations and experiences on the phenomenon of interest: (a) people attending courses at the 180 

‘Reading and Writing Association’ [Association Lire et Écrire] because they have a low 181 

educational level or difficulties with reading, writing, or numeracy (low educational level); (b) 182 

individuals assisted by an unemployment agency mainly dedicated to people in precarious 183 

employment situations or job seekers, and offering specialized labor market services and job 184 

placement (precarious employment status); and (c) people dependent on social security and 185 

supported by cantonal social services, which deliver social benefits to people facing financial 186 

difficulties and urgent social assistance to people in precarious situations (low income). The 187 

recruitment involved a variety of methods. Beneficiaries of the unemployment agency or social 188 

services who met the inclusion criteria received a letter outlining the study’s purpose and 189 

providing the principal investigator’s name and contact information. To recruit participants 190 

from the ‘Reading and Writing Association’, the principal investigator spent prolonged time 191 

with potential participants before and after literacy classes, to establish a relationship of trust 192 

between the parties. She had several face-to-face discussions to explain the study’s purpose, 193 

how it would be conducted, and answer any questions. As many people attending the 194 

Association’s activities have difficulty with written information, this strategy allowed potential 195 

participants to make an informed decision about their involvement. They were also all given an 196 
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information letter about the study and the principal investigator’s contact details, tailored for 197 

low literacy.  198 

Data were collected using audio-recorded semi-structured interviews and a semi-structured, 199 

evolutive interview guide providing the flexibility to explore issues raised by participants. The 200 

interview guide was developed based on the Integrated Model of Health Literacy [3] and on the 201 

findings of previous qualitative studies on HL. Starting from their current health concerns or 202 

health problems, the participants’ experiences of accessing, understanding, appraising, and 203 

applying health information were discussed. Health information needs, the difficulties or 204 

barriers experienced when dealing with health information, and strategies that were used to 205 

overcome these difficulties were also discussed. The interview guide is provided in Table 1. All 206 

interviews were conducted by the first author and principal investigator (CS) in a quiet, private 207 

room at the ‘Reading and Writing Association’ or in the participants’ home. Data collection 208 

stopped when data saturation was reached. 209 

 210 

 211 

 212 

 213 

 214 

 215 

 216 

 217 

 218 
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Table 1. Interview guide. 219 

Introductory question 

At the moment, what are your health concerns? 

Main Framing Questions 

What do you do when you have a health question and need health information? 

Framing questions by HL competences [3] 

ACCESS What are your reasons for seeking health information? At what time, in what situation? 

What information sources do you use? 

How easy would you say it is to find/access/collect health information? 

UNDERSTAND Do you experience any difficulty in understanding heath information? In which context(s)? 

Would you say that health information is easy or difficult to understand? 

What do you do when you do not understand health information? 

What might help you understand better? 

APPRAISE To what extent do you trust the information found/received? For what reasons? What criteria are 

you using? 

How do you assess the credibility of health information? 

Do you experience any difficulty in appraising heath information? 

How do you deal with conflicting information? 

APPLY What do you do with the information you have found/received? How did you use it?  

To what extent does the health information you have found or received helps you to make health 

decisions? 

Would you say that health information is easy or difficult to apply/use? 

What might help you? 

When you make a healthcare decision, do you feel confident about that decision? 

Closing Question 

Is there anything else you’ve thought of that you would like to mention? 

 220 

Before the start of each interview, participants self-administered a sociodemographic 221 

questionnaire including items on age, sex, marital status, nationality, educational attainment, 222 

occupation, income, social status, insurance status, and perceived health status. To describe the 223 

sample, each participant’s HL level was also assessed using the validated French version of the 224 

16-item, self-administered HLS-EU questionnaire [36], evaluating the experienced difficulties 225 

in accessing, understanding, appraising, and applying health information in the three domains 226 

of the health continuum by means of four-point Likert scales ranging from ‘very easy’ to ‘very 227 
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difficult’. Participants were assisted by the principal investigator if necessary. The scores per 228 

item were dichotomized by merging the ‘very easy’ and ‘easy’ scores into a score of 1, and the 229 

‘difficult’ and ‘very difficult’ into a 0, and then summed. This produced a general HL score 230 

ranging between 0 and 16, with scores between 0 and 8 indicating inadequate HL, between 9 231 

and 12, problematic HL, and between 13 and 16, sufficient HL [37]. Each participant was 232 

compensated with a CHF 15 (swiss francs) gift card for a local shop after completing the 233 

interview, to thank him/her for participating in the study. 234 

The audio-recorded interviews were transcribed verbatim to ensure an accurate recording of 235 

participants’ experiences. All the transcriptions were checked entirely for accuracy. 236 

Transcriptions were then entered into the data management software NVivo 11 (QSR 237 

International Pty Ltd, Doncaster, Victoria : 2016) for data storing, organizing, and coding. The 238 

data analysis process involved a hybrid method of inductive and deductive coding. Although 239 

the HLS-EU framework was first used to organize the data according to the four HL competence 240 

(Access, Understand, Appraise, Apply) [3] (deductive coding), the analysis and interpretation 241 

were conducted as inductively as possible and strongly connected to the data themselves 242 

(inductive coding). The thematic analysis was done according to the consecutive steps 243 

described by Clarke and Braun [31]: (1) data immersion: reading and re-reading the full 244 

transcripts to get an overview of the material to be analyzed and an overall understanding of 245 

the interviews; (2) generating initial codes: reading the transcripts in detail, line by line, to 246 

identify and extract the first relevant codes related to the research objectives. This was firstly 247 

done by hand, and then exported in the data management software; (3) searching for themes: 248 

grouping and organizing initial codes with common characteristics into thematic categories; (4) 249 

reviewing themes: refining the themes developed, examining their internal coherence, and 250 

generating a thematic map to explain the phenomena being studied; and (5) defining and naming 251 

themes: defining and describing the content of each theme in detail. 252 
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To address credibility [38], reflective journals, field notes and memos were continuously 253 

written down during the analysis, collecting impressions of each interview session, 254 

summarizing each interview and patterns appearing to emerge in the data collected. CS (a nurse 255 

researcher with expertise in the field of nursing science and public health) and AOB (a senior 256 

nurse researcher with expertise in the field of nursing and social sciences) worked together to 257 

analyze the data, and regular debriefing sessions were conducted to validate the themes, 258 

subthemes and categories identified as the process of analysis progressed. Any disagreements 259 

between the two researchers were resolved by discussion. To improve credibility of the 260 

analysis, the two researchers constantly reflected on the potential biases that they might carry 261 

due to their backgrounds, preconceptions, assumptions or previous beliefs. Authenticity of the 262 

results is supported by using the participants’ own voices in the final report. 263 

Ethical approval for this study was obtained from the Swiss Ethics Committees on Research 264 

involving Humans (Swissethics) (project-ID: 2017-00280). According to Swiss law, an ethical 265 

review was unnecessary for this qualitative research project not concerning human diseases or 266 

the structure and function of the human body, and collecting health-related personal data; this 267 

is explained in Articles 2 and 3 of the Federal Act on Research involving Human Beings [39]. 268 

The Ethics Committee did confirm, however, that the study was designed and planned 269 

following the general ethical principles applicable to any research involving individuals [40]. 270 

Before the study began, participants received all the necessary information, orally and in 271 

writing, and written informed consent was obtained from all participants.  272 

This study is reported following the Consolidated criteria for reporting qualitative research 273 

(COREQ) checklist [41]. 274 
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Results 275 

Twelve participants were recruited. Data were collected between April and June 2017, and 276 

interviews lasted from 30 to 150 minutes. Data saturation was reached after 10 participants. 277 

Two additional interviews were conducted to ensure data saturation. Participants’ demographic 278 

and socioeconomic characteristics are shown in Table 2. Most participants were women, had 279 

completed compulsory school without continuing their education, were unemployed and 280 

receiving social integration benefits, and were covered by Switzerland’s compulsory health 281 

insurance. Regarding their HL levels, four participants had inadequate HL, four had 282 

problematic HL, and four had sufficient HL. 283 

 284 

  285 
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Table 2. Demographic and socioeconomic characteristics of participants.  286 

Participant Gender Nationality Age Education 

Gross 

monthly 

income 

in CHFa 

Employment 

status 

Social 

Integration 

Income 

Compulsory 

health 

insurance 

Complementary 

health 

insurance 

Self-

perceived 

health 

status 

HL score 

and HL level 

Health topic 

addressed during the 

interview 

1 M CH 44 
Vocational 

Education 
3000  Unemployed Yes Yes Yes Good 

15 

Sufficient 

Small day-to-day health 

issues 

2 W CH 50 
Compulsory 

School Completed 
2000  Unemployed Yes Yes No Good 

13 

Sufficient 
Breast cancer 

3 M CH 52 
Vocational 

Education 
1800  Unemployed Yes Yes No Bad 

7 

Inadequate 

Chronic diseases - 

polyarthritis 

4 W NG 44 
Compulsory 

School Completed 
3000  

Self-

employed 
No Yes Yes Good 

11 

Problematic 
Chest pain 

5 W BR 48 
Compulsory 

School Completed 
1580  

Part-time 

(40%) 
No Yes No Good 

11 

Problematic 

Small day-to-day health 

issues 

6 W CD 48 

Compulsory 

School Not 

Completed 

1400  
Part-time 

(50%) 
No Yes No Bad 

7 

Inadequate 

Fatigue – muscle pain – 

treatment management 

7 W CH - BR 45 
Compulsory 

School Completed 
3000  

Part-time 

(90%) 
No Yes Yes Very good 

15 

Sufficient 

Hypertension – 

prevention of 

complications 

8 W CH - CV 57 

Compulsory 

School Not 

Completed 

3300  
Part-time 

(70%) 
No Yes Yes Good 

8 

Inadequate 

Urinary tract problems 

– treatment 

management 

9 W SO 45 

Compulsory 

School Not 

Completed 

400 Unemployed Yes Yes No Good 
6 

Inadequate 

Small day-to-day health 

issues 

10 W CH 56 
Compulsory 

School Completed 
2000  Unemployed Yes Yes No Good 

15 

Sufficient 

Menopause – adopting 

healthier behaviors 

11 W DO 47 

Compulsory 

School Not 

Completed 

3000  Unemployed Yes Yes No Bad 
12 

Problematic 

Adopting healthier 

behaviors – healthy 

eating 

12 W CH - IR 60 
Vocational 

Education 
2000  Unemployed Yes Yes Yes Good 

11 

Problematic 

Small day-to-day health 

issues 

BR = Brazil; CD = Democratic Republic of Congo; CH = Switzerland; CHF = Swiss francs; CV = Cap Vert; DO = the Dominican Republic; IR = Iran; M = man; NG = 287 
Nigeria; SO = Somalia; W = woman. a At the time of data collection: 1 CHF = 0.87 € (Euro)/ 1 $ (Dollar) 288 



15 
 

The twelve interviews yielded rich data related to the strategies used by the participants when 289 

trying to access, understand, appraise, and apply health information across the three domains 290 

of the health continuum. Their description of how they proceeded when they needed health 291 

information, the barriers they encountered, and their strategies to overcome them, allowed to 292 

identify four main themes, and three main pathways regarding health information: (1) Financial 293 

insecurity triggers the need for health information; (2) Pathway 1: Physicians as ideal (but 294 

expensive) interlocutors; (3) Pathway 2: The internet as a suboptimal alternative; and (4) 295 

Pathway 3: Relatives as a default resource. In the next sections, the findings are presented in 296 

terms of these four themes and the subthemes that emerged from the interviews to emphasize 297 

their different facets (coding tree provided in Table 3). Our results show that the progression 298 

within the four HL skills is a complex process, with many steps backwards. Therefore, the three 299 

pathways are presented in a linear fashion for greater clarity, although they overlap. Additional 300 

participant quotations are also provided in S1 Table.   301 

Table 3. Themes together with subthemes, HL competence and categories 302 

Themes Subthemes 
HL 

competence 
[3] 

Categories 

Financial 

insecurity triggers 

the need for 

health information 

Recognizing the need for information to 

prevent unnecessary illness and save 

money 

- Being confronted with a health 

promotion message 

To preserve the current health status  

Finding the best way to treat the 

disease while maintaining financial 

stability 

- Having the financial means to cure the 

health problem 

Being responsible for one’s own health 

Pathway 1: 

Physicians as 

ideal (but 

expensive) 

interlocutors 

Physicians as the main reference points 

for getting health information 

 

ACCESS 

 

The GP as the preferred source of 

health information 

The GP is the only identified source of 

health information 

Difficulty of obtaining health information 

due to limited access to a physician 

 

ACCESS 

 

The financial cost of a medical 

consultation cannot be afforded 

Long delays in getting an appointment 

Identifying alternative sources of 

information 

Insufficient information due to being 

disregarded or overly brief consultations 

 

ACCESS Not enough time during medical 

consultations 

Feeling disregarded 
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Turning to other sources of health 

information 

Medical jargon makes information hard 

to understand 

 

UNDERSTAND Being confronted with unfamiliar 

medical jargon 

GPs’ facilitative attitudes 

Asking for clarifications 

Not daring to ask more questions 

Health information recall difficulties 

Seeking additional information on the 

Internet 

Health information provided by GPs is 

not questioned 

 

APPRAISE Health information provided by 

physicians is trustworthy 

Conflicting information from different 

health professionals 

Striving to apply the medical treatment 

 

APPLY Too expensive medicines 

Discussing the treatment with the 

doctor 

Pathway 2: The 

internet as a 

suboptimal 

alternative 

The internet as a tool to overcome 

barriers related to medical consultations 

 

ACCESS The internet as an alternative or 

compensatory strategy 

Internet’s advantages 

Disincentives to using the internet 

The internet as a resource for day-to-

day health issues 

 

ACCESS Seeking information for everyday 

health problems 

Seeking home remedies at no cost 

Hard-to-understand online information 

related to medical terminology and 

inadequately written information formats 

 

UNDERSTAND Difficult and unfamiliar words 

Difficulties in identifying key health 

messages 

Using a dictionary 

Turning to visual or auditory 

information 

Asking for help from family and friends 

Online health information is analyzed 

critically and viewed with suspicion 

 

APPRAISE Not all information is trustworthy on 

the internet 

Paying attention to the source of 

information 

Credibility assessment based on 

comments of other internet users 

Contradictory information 

Alarming information 

Online health information is selected on 

the basis of subjective and objective 

criteria 

 

APPRAISE Selecting understandable and brief 

information  

Relying on feelings and intuitions 

Selecting information based on beliefs 

and values 

Information selection based on 

financial and material means 

Using simple, easy-to-implement online 

health information 

 

APPLY Implementation of small tricks at no 

cost 

Lack of financial means 

Importance of motivation to adopt new 

health behaviors 
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Evaluating the effectiveness of home 

remedies 

Spreading effective, small everyday 

health suggestions and tricks to family 

and friends 

 

APPLY Sharing experiences with others 

Using online health information to 

discuss and negotiate with the doctor 

 

APPLY Negotiating therapeutic alternatives 

with the doctor 

Discussing online health information 

with the doctor 

Feeling better prepared for care 

Pathway 3: 

Relatives as a 

default resource 

Trusted relatives are asked for health 

information 

 

ACCESS Asking health advice to trusted family 

members or friends 

Social network members familiar with 

the health topic 

Individuals with expertise in the field of 

health 

Confidentiality 

Trusted relatives have no answer 

 

ACCESS Relatives have the same difficulties 

with health information 

Relaying effective advice from relatives APPLY Becoming health information relayers 

 303 

Financial insecurity triggers the need for health information  304 

Recognizing the need for information to prevent unnecessary illness and save 305 

money 306 

Some participants indicated that they actively sought out information when confronted with a 307 

health promotion message that was out of step with their own lifestyle. The intention behind 308 

learning more about these messages was to adopt healthier, proactive behaviors and thereby 309 

improve their health. Other participants also mentioned the importance of learning about health 310 

to maintain or preserve their current health status. One reason was that they perceived health as 311 

something valuable or as a resource that needed to be preserved. Some participants who were 312 

facing great financial difficulties feared that becoming ill would result in unaffordable expenses 313 

(financial costs of treatment of the health problem coupled with a lack of income if unable to 314 

work). Such situations would not only affect themselves but also their dependents, such as 315 
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children. Learning how to prevent illness by adopting healthier behaviors was seen as a means 316 

of not worsening an already precarious financial situation. 317 

“If you get sick, you have to go to hospital, but it’s expensive. Sometimes you have to pay a 318 

certain amount of money before they start the treatment. And then there’s my whole family, 319 

counting on me. What am I going to do if I get sick? So, I take it easy. So, I said, ‘Let’s not 320 

be ignorant. Let’s make an effort not to get too sick […], avoid unnecessary illness. […] 321 

Because I’m not rich: I’m always paying out. So, if I have my health, everything is fine.” 322 

(Participant 4) 323 

Finding the best way to treat the disease while maintaining financial stability 324 

Health information needs also emerged when people were faced with an illness they did not 325 

know and about which many questions arose. Participants mentioned the importance of getting 326 

answers that would help them understand what their problem was and that would remove 327 

uncertainty. Actively seeking health information was motivated by issues such as having the 328 

financial means to cure the health problem or wanting to avoid potential complications. 329 

Participants sought information so that they could take action and be responsible for their own 330 

health, make health decisions and achieve well-being.  331 

“At first, honestly, I felt powerless. […] You get angry because you don’t understand why; 332 

you don’t know what’s happening to you. It would be good for doctors to realize that we are 333 

sick, that we are not just numbers and a wallet! So, now […] I have to know how I can treat 334 

my disease!” (Participant 3)  335 

Pathway 1: Physicians as ideal (but expensive) interlocutors 336 

Physicians as the main reference points for getting health information 337 
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All the participants identified their physician, usually their general practitioner (GP), as their 338 

preferred source of health information. GPs were identified as the most competent professional 339 

to ask about health issues, a reference figure, and as ‘the one who knows’.   340 

“But the doctor is always my first help. That’s where I start.” (Participant 9) 341 

For some participants, their physician was their only identified source of health information, 342 

and some said they would not know where else to turn to.  343 

“I don’t know anything about asthma. And that annoys me! And I don’t know where to go to 344 

get any information about it [besides the doctor] ...” (Participant 4) 345 

Difficulty of obtaining health information due to limited access to a physician 346 

Although all the participants primarily cited their physicians as their main health information 347 

source, the financial cost of a medical consultation was, for some, a real barrier to using this 348 

source.  349 

“And sometimes I really don’t feel like going to the doctor all the time either. That’s because 350 

when the bill comes, we don’t exactly throw a party at our place! We have to pay afterwards, 351 

that’s what worries me.” (Participant 8) 352 

Faced with a precarious financial situation, some participants expressed they only go to the 353 

doctor if the health problem is deemed to be serious or too disabling. 354 

“When I had this mobbing problem, I didn't think about how much it would cost [to go to 355 

the doctor]. When you get to a point like that in relation to your own health, the barriers 356 

come down.” (Participant 1) 357 

Participants also stated the importance of obtaining quick answers to their health questions. 358 

However, some participants identified the very long delays in getting an appointment or the 359 

long gaps between medical consultations as barriers to getting information from their doctor.  360 
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“The problem is that he [the doctor] doesn’t give you an appointment within the week. He 361 

gives you one in two weeks or three weeks... But you need help now, so you find it at home 362 

[using the internet].” (Participant 9) 363 

All these situations made participants feel quite helpless, leading them to identify other potential 364 

health information sources, such as the internet, or friends and family. Used as a compensatory 365 

strategy, consulting these alternative sources of information enabled participants to obtain 366 

health information without increasing their financial difficulties. 367 

“Nowadays, if something happens to you [a health problem], you’ll call your friends and all 368 

that. That costs nothing. You don’t have to pay for that…” (Participant 9) 369 

“I found the intervals between treatments long—there was lots of waiting. […] With this 370 

disease, you’re always... at the slightest problem, you ask yourself questions. […] So, it’s 371 

true that I used to go on the internet a lot.” (Participant 2) 372 

Some participants also mentioned turning to their pharmacist, for multiple reasons: pharmacists 373 

are recognized health professionals with a university degree; they are immediately accessible, 374 

with no need for an appointment; they can be consulted free of charge; and they are 375 

geographically accessible, as there is always a pharmacy near one’s home. 376 

“Sometimes, it’s true; you don’t have to go to the doctor. You can go to the pharmacy, and 377 

they’ll explain it to you. It can still help sometimes. Yes, because you can't go to the doctor 378 

all the time when you have a question.” (Participant 12) 379 

Insufficient information due to being disregarded or overly brief 380 

consultations 381 

Among the participants who had access to their physician, some reported that they did not 382 

always get the information that they wanted when consulting their doctor. Many remarked that 383 
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they did not receive enough information or explanations about their health issues. They 384 

perceived the information as too superficial and felt that they were often unable to ask all the 385 

questions they wanted to ask. This could be for different reasons. Participants were aware that 386 

physicians see many patients and that the time available for asking questions and getting 387 

detailed information is limited or insufficient. Participants also thought that doctors sometimes 388 

fail to listen to them, that they are disregarded, and act as if they are not open to discussion and 389 

communication. In some cases, physicians voluntarily transmitted only superficial information 390 

to avoid worrying their patients unnecessarily. 391 

“Well, I missed out on it a little bit, yes, because I had so many questions to ask him [the 392 

doctor]. […] I don’t have all the answers to all the questions I’ve got. […] They [physicians] 393 

don’t have the time anymore, they’ve got to be productive; and then it’s financial, it’s only 394 

financial.” (Participant 3) 395 

To overcome these obstacles, participants turned to other sources (usually the internet) to 396 

compensate for the lack of information received from their doctor. 397 

“It annoys me that the family doctor says, ‘Aha! You have a blood pressure problem’. […] 398 

And I’ve never had much explanation about it. He’s never explained to me where it comes 399 

from. And that really bothers me, […] that’s why I tried to do it the other way [via the 400 

internet].” (Participant 7) 401 

Medical jargon makes information hard to understand  402 

Participants mentioned difficulties in understanding the information they received during 403 

medical consultations. The main obstacle declared was being confronted with unfamiliar 404 

medical jargon, which led to misinterpretations of messages. Faced with difficulties in 405 

comprehension, participants pointed out how they felt lost during interactions with their doctor 406 

and consequently ended up with even more questions.  407 



22 
 

“But just like with the doctor, there are many languages, many parameters, … things that I 408 

don’t understand at all.” (Participant 8) 409 

When facing barriers to understanding information from doctors, participants could adopt 410 

various strategies to overcome them. Some asked for clarification or for misunderstood 411 

information to be rephrased.  412 

However, others admitted to feeling embarrassed to express their misunderstanding. Some 413 

feared that they were taking up too much of their physician’s time, or perceived their doctor as 414 

an authority figure in terms of health knowledge Not daring to ask more questions was also 415 

linked to feelings of shame related to a lower educational level. These participants felt 416 

‘incompetent’ in front of their doctor and reported difficulties in clearly expressing their 417 

concerns and finding the appropriate words to express that they did not understand. 418 

“I don’t really understand the doctor. And sometimes I feel embarrassed [to tell him]. […] 419 

I never try to ask more questions... I didn’t know. I feel embarrassed... I don’t have the 420 

knowledge! I don’t know... And I can’t find the words to explain it.” (Participant 8) 421 

Moreover, the use of complicated words or overly ‘medical’ jargon prevented some participants 422 

from being able to recall the information they were given.  423 

“I don’t feel at ease at the doctor’s... […] Because I’ve got to memorize all this, and I just 424 

can’t get it into my head. So, it’s twice as complicated because there are things I don’t 425 

understand, and because there are things I have more trouble remembering.” (Participant 426 

8) 427 

Taking notes was one strategy suggested for remembering the doctors’ explanations, as was 428 

searching for additional information on the internet. 429 
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“I don’t have a good memory. […] At first, I didn’t really know what kind of cancer it was, 430 

so... BRC 2 RC... what’s that? Wait, I’m writing this down. […] It’s true that afterwards I 431 

went on the internet and I typed in the name of my cancer. So that’s how I knew why I was 432 

given [this medical treatment].” (Participant 2) 433 

If problems of incomprehension persisted after a medical consultation, many participants turned 434 

to other sources of information, primarily the internet, to seek additional information and to try 435 

to better understand the points raised in their discussion with the physician. 436 

Health information provided by GPs is not questioned 437 

In general, health information provided by physicians was considered trustworthy. Doctors are 438 

recognized as health experts and a trusting relationship had often been established for years. 439 

“I trust [the doctor] because it’s his field, he knows what he’s saying, he’s not going to 440 

bullshit me.” (Participant 4) 441 

However, difficulties assessing the credibility of health information arose when participants 442 

were asked to consult multiple physicians or other health professionals. Several explained that 443 

they had met with conflicting information from the different professionals they had consulted. 444 

Some participants found this very problematic, creating confusion and doubts about the 445 

information received and the behaviors to adopt. Faced with this, participants prioritized 446 

information given by their consulting physician (mainly their GP) because of the more well-447 

established, trusting relationship. 448 

“[Conflicting information from doctors] makes me ask questions... […] I’ll always choose 449 

my general practitioner, the family doctor, that’s it. I've been with her for more than 14 450 

years. I trust her most because she knows everything, she has my entire record.” (Participant 451 

8) 452 
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Striving to apply the medical treatment 453 

As the main reason for consulting a doctor was to solve a health problem, applying the health 454 

information that was provided during the consultation was essentially limited to correctly taking 455 

the treatment that was prescribed.  456 

Some participants expressed difficulties in correctly taking the treatment prescribed by the 457 

doctor due to the high cost of the medicines. As a result, they explained trying to get their 458 

medicines abroad because they are less expensive. 459 

“There are different medications I need to take. I went to buy them in France because they 460 

are much cheaper! […] So yeah, I don't agree with this system.  It's so expensive to be 461 

treated!” (Participant 10) 462 

Some participants mentioned critically evaluating the effectiveness of their treatment; if it was 463 

ineffective, it was discussed and negotiated with the doctor to find an alternative. However, 464 

some participants encountered unresponsive physicians. In that case, they turned to the internet 465 

for other means and solutions for self-treating their health problem. 466 

“I turn to the doctor; I look at what he prescribes me. If the medication works, that’s it. If it 467 

doesn’t work, that’s when I look on the Internet!” (Participant 9) 468 

Pathway 2: The internet as a suboptimal alternative 469 

The internet as a tool to overcome barriers related to medical consultations 470 

Participants consistently and widely used the internet, either as an alternative or compensatory 471 

strategy when they were unable to consult their doctor (due to financial and time constraints), 472 

or as a complementary strategy to medical consultations when those did not provide sufficient 473 

answers to their questions. The internet’s main advantage is that it is a ‘free’ source of 474 
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information requiring no additional financial expenses, immediately and permanently 475 

accessible, as opposed to the waiting times for a doctor’s appointment which can be very long.  476 

“So, on the internet, I don’t have to pay, and in one way, it’s faster. Yes, money’s a problem. 477 

It’s always about money... It’s cheaper too.” (Participant 9) 478 

Despite its accessibility, some participants mentioned that internet is not really free: financial 479 

costs (an internet subscription and the cost of a computer) are barriers to using the internet as a 480 

source of health information.  481 

“No, on the internet? I can’t because I don’t have internet on my phone. I don’t have it 482 

because it costs too much. And I’m trying to keep costs down a bit.” (Participant 4) 483 

Some participants expressed difficulties using computer tools correctly, explaining that their 484 

use required skills that needed to be learned.  485 

Several participants also mentioned that actively searching for health information on the 486 

internet is a process requiring a significant investment of time, which is a resource that is not 487 

always available in a precarious socioeconomic situation or under difficult living conditions 488 

(e.g., working two jobs to survive, seeking employment, exhaustion). 489 

“I never go on the internet for health reasons. I’d need time for that.” (Participant 5) 490 

The internet as a resource for day-to-day health issues 491 

Most participants used the internet to solve small, everyday health problems, seeking tips, home 492 

remedies, or traditional remedies. The reasons for seeking this type of information were mainly 493 

financial. With limited financial resources, they sought solutions that are easy to apply or 494 

implement with everyday products (found at home) and that help avoid having to spend money 495 

for treatment. 496 
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“It’s true that the internet is a great place to form your opinion. Just to find tips and tricks 497 

to take care of yourself. […] I try to see if I can find a solution on my own.” (Participant 10) 498 

Hard-to-understand online information related to medical terminology and 499 

inadequately written information formats 500 

Participants identified several factors that created barriers to their understanding of online 501 

health information. Many reported difficulties in making sense of the health information they 502 

found when viewing webpages of written information, particularly regarding the terminology 503 

used and the many new and unfamiliar words that hindered their overall understanding of the 504 

text.  505 

“And even if you speak French well, the explanations use words that you don’t hear very 506 

often, and that’s what blocks me.” (Participant 9) 507 

Participants also reported that lengthy texts made it difficult to identify the key health messages. 508 

Many said they preferred short, clearly written information with the essential information 509 

immediately identifiable. 510 

“Sometimes there are long explanations, and then sometimes there are [only] two sentences, 511 

three sentences, and you understand better.” (Participant 9) 512 

These two barriers led some participants to stop using the internet to actively search for health 513 

information. The difficulties in understanding written information were sometimes so great that 514 

they no longer wanted to use the internet to find health information.  515 

“But I must admit that the way I do things on the internet, if I don’t understand it, if I get fed 516 

up, I stop.” (Participant 10) 517 

However, some participants developed strategies to overcome these difficulties. Barriers related 518 

to medical jargon, or complicated words were overcome by using a dictionary.  519 
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“It could be I find words whose meaning I don’t know. So, I’ll note it down and look in the 520 

dictionary because I’ve a dictionary at home that helps me.” (Participant 11) 521 

As extensive written information often provided problems, many participants preferred 522 

illustrated information or more visual and auditory information, such as YouTube videos.  523 

“Well, going on Google, there are a lot of videos. So I watched those videos a lot. When it 524 

says there are six pages to read... Then, I’ll switch to a video... For me, the tablet, Google, 525 

it was great. That’s where I understand... because there are lots of drawings, lots of things, 526 

videos, reports from other doctors on YouTube...” (Participant 2) 527 

Another strategy for overcoming barriers was using trusted people in one’s close social network 528 

to ask the meaning of words and to increase their understanding of the information they had 529 

found. Several participants in this study were recruited through an adult literacy center, and 530 

some sought help from their teacher when they found information on the internet difficult to 531 

understand.  532 

Online health information is analyzed critically and viewed with suspicion 533 

All the participants expressed doubts about the reliability of the online health information they 534 

found. They were aware that not all information is trustworthy and, therefore, adopted a 535 

cautious attitude, although they expressed their difficulties to distinguish ‘real’ information 536 

from ‘fake’.  537 

“On the internet, the problem’s also that you can’t be 100% certain of the information.” 538 

(Participant 1) 539 

Faced with this difficulty, some participants reported feeling lost and confused. When in doubt 540 

about the quality of health information, some consulted several different web pages on the same 541 

health topic and triangulated their information to confirm or refute it. 542 
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“And then if there are things that I trust, I’ll take some keywords and look further, to confirm 543 

or reject what was written.” (Participant 10) 544 

To assess the quality of online health information, a few participants reported paying attention 545 

to the source and used several criteria to attest to the credibility of the information, such as 546 

whether the website was reputable, professional, of a recognized health institution (such as a 547 

hospital), the author’s notoriety or professional status (e.g., being a physician), or the popularity 548 

of the website accessed.  549 

“Because I only see that doctor on YouTube. He’s very well known, he’s done lots of books, 550 

lots of publications. He gives courses for doctors, and he gives courses at the University. He 551 

has done a lot of training. He works a lot with television stations in Brazil. He does loads of 552 

things, so... Very famous!” (Participant 7) 553 

Some participants also tried to determine the reliability of their information by looking at the 554 

opinions, comments, and criticisms of other internet users. For YouTube videos especially, the 555 

number of views was also an element contributing to the credibility assessment. 556 

“And I also look at the rankings of the videos [the number of views]. How many people have 557 

watched. I go on that a little bit, too. And that’s why I trust it a little bit...” (Participant 7) 558 

With regard to the content of the online information, two main difficulties were mentioned. 559 

Participants explained that they frequently found contradictory information on different 560 

websites or information described in different words, which led to confusion and feelings of 561 

being lost.  562 

“That’s why I don’t trust it, and I don’t go on the internet, because sometimes you see a 563 

piece of information here, and then you see the same information using other words. 564 

Sometimes it confuses your mind... It confuses my mind a lot...” (Participant 5) 565 
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Participants also explained that an internet search for a trivial symptom or health concern could 566 

lead to finding alarming information, causing feelings of worry, scare, or anxiety about the 567 

severity of their health problem.  568 

“I went on the internet about a stomach nodule. Again, it’s cancer, it’s immediately cancer, 569 

it’s immediately unbelievable garbage. I said, ‘No, stop!’ I stopped searching.” (Participant 570 

3) 571 

Faced with these problems, different attitudes were adopted. Some participants chose to ignore 572 

internet pages with conflicting information, others stopped searching for health information on 573 

the internet, and some would never use the internet as a source of health information again. 574 

Others continued to use the internet but turned to other sources such as trusted individuals with 575 

experience on the topic to clarify the information they found online and help them select reliable 576 

information. 577 

“And then when there are articles that say the opposite, […] I read them too. It’s a bit like 578 

the elections: you don’t know what to think (…) Afterwards, I’ll go and get information from 579 

professionals whom I know, or people who know a little bit about the subject.” (Participant 580 

10) 581 

Online health information is selected on the basis of subjective and objective 582 

criteria 583 

Given the difficulties to assess the credibility and reliability of online health information, 584 

participants described several criteria they used to select reliable information. Some explained 585 

that health information had to be presented clearly, understandably, and briefly.  586 

“If it grabs my attention, then it’s because it’s concise, it’s clear...” (Participant 10) 587 
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Health information was selected when it was easy to remember, with some participants 588 

mentioning that it had to “look serious”, i.e., contain scientific vocabulary, which may seem 589 

inconsistent with the difficulties associated with understanding medical jargon.  590 

“To trust it, ... well, it’s about how the article’s written. There have to be some slightly 591 

scientific words; it has to look a bit serious.” (Participant 10) 592 

Other subjective mechanisms for selecting health information used by many participants was 593 

to rely on their feelings or intuitions about the content.  594 

“How do I select information? Well... I always trust my intuition. Because I find that my 595 

intuition doesn’t let me down, it’s great.” (Participant 3) 596 

Information also tended to be more easily selected if it was consistent with participants’ beliefs, 597 

convictions, preferences, and values.  598 

“I select the information according to my convictions too, because for me, anything chemical 599 

is not great, it’s really not good.” (Participant 10) 600 

However, an important selection criterion was having the financial and material resources to 601 

follow health recommendations. Many participants explained that the health recommendations 602 

they selected were those that did not involve significant financial costs (e.g., using a home 603 

remedy made from common household products) and which they thought would be easy to 604 

implement. 605 

“So, when a list comes up [when I search on the internet], I look for what I can find in my 606 

house, that I don’t need to go and buy. I really avoid buying stuff.” (Participant 12) 607 

Using simple, easy-to-implement online health information  608 

After having sought and select health information on the internet, participants applied those 609 

messages that did not require significant amounts of time and money. The information that was 610 
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mostly implemented consisted essentially of one-off things or small, everyday health 611 

suggestions and tricks that they could apply on their own. 612 

“If it’s easy to do, then I’ll do it if they’re small things. Things I can do by myself, alone; 613 

things I can do right away, if it’s not complicated.” (Participant 12) 614 

Information on healthy lifestyles, particularly involving prevention and health promotion 615 

requiring longer-term behavioral changes or financial means, was more difficult to implement 616 

and sustain.  617 

“I wanted to change the way I eat, to be healthier... But before, there were two of us at home, 618 

we were paying both for the groceries. And now I'm all alone, I can't afford it by myself. So 619 

I can't do it anymore... [eating healthy]." (Participant 4) 620 

Some participants mentioned the importance of motivation and the willingness to adopt new, 621 

more positive health behaviors over time, explaining that motivation can be negatively affected 622 

by a socioeconomically disadvantaged situation because of the anxiety and uncertainty this 623 

creates. Some participants mentioned the importance of having the self-confidence to be able 624 

to correctly apply online health information. 625 

“It’s hard to implement... because […] I don’t have much willpower. But I kept my energy 626 

levels up, and I lost 8 kilos. But I’ve started to drop off again... [laughs]. But when you’re 627 

not in your right mind, when you don’t feel stable and you want to find a job, you’re not 628 

right...” (Participant 11) 629 

Participants explained that they evaluated the effects on their health of implementing home 630 

remedies. Because the implementation of such remedies was conditioned by the availability of 631 

financial resources, the expected results were not always achieved. If they proved ineffective, 632 

and participants were thus unable to manage their health problem alone, some resigned 633 

themselves to consulting a healthcare professional despite their financial difficulties. One 634 
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participant, however, had developed a specific strategy to avoid unnecessary expenses by 635 

turning to the pharmacist for advice on whether to consult her doctor to solve her health 636 

problem.  637 

“So if the home remedy doesn’t work, then I go to the pharmacy first. […] I ask for my 638 

pharmacist’s opinion.” (Participant 12) 639 

Spreading effective, small everyday health suggestions and tricks to family 640 

and friends 641 

If participants deemed the solution implemented effective, they shared their experience with 642 

family and others by becoming ‘messengers’ or vectors of health information themselves. 643 

“You try it; when you see that it works, then you go and give advice to others. But I don’t 644 

give advice if I haven’t tried it first. […] You should never give advice if you haven’t tried 645 

it. Maybe the person will get sick, and then it’s your fault.” (Participant 9)  646 

Using online health information to discuss and negotiate with the doctor 647 

Participants who faced a major health problem often used the health information they found 648 

online to complement their medical consultation, as something to be discussed during the next 649 

meeting with their doctor. Therapeutic alternatives identified on the internet could then be 650 

negotiated.  651 

“So they were talking about polyarthritis on the internet. […] You can have an injection 652 

once a year, and then you’re okay all the time. Why wasn’t I offered these treatments? Why, 653 

well... I’m going to ask my doctor again...” (Participant 3)  654 

Discussing online health information with the doctor was also a means of validating its quality 655 

and thereby enabled participants to increase their confidence in their own ability to act.  656 
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“For health...well, you can use the internet now. But you can’t really trust it 100%. You 657 

should still ask your family doctor questions. You can’t do anything risky...” (Participant 7) 658 

Online health information was considered a means to play a more active part in health decision-659 

making as a patient, of being well informed, and of being able to truly interact with health 660 

professionals. It also helped participants to feel more comfortable, reassured, and calm about 661 

committing to a care pathway and to deconstruct some of the erroneous beliefs related to their 662 

illness. 663 

“So, when I went on the internet to look up chemotherapy, […] I knew more or less what to 664 

expect... it prepared me to be less afraid... because I didn’t really know where I was going 665 

with these chemotherapies.” (Participant 2) 666 

Pathway 3: Relatives as a default resource  667 

Like the internet, using one’s social contacts was seen as a compensatory or alternative strategy. 668 

When financial barriers made it impossible to consult a doctor and participants had significant 669 

difficulties using the internet, turning to friends and family was a way to obtain health 670 

information and advice for free.  671 

Trusted relatives are asked for health information 672 

The members of participant’s social networks involved in HL processes were most often 673 

nuclear or close family members and friends. Work colleagues or clients were also identified 674 

as health information sources, with health advice and information sought mainly in trusted 675 

relationships, from individuals with expertise in the field of health or familiar with the health 676 

topic in question, or from whose who had undergone the same experience.  677 

“I’d call my father, in Canada; his wife is a nurse. And then, as they’re quite... I’d say… in 678 

that field, it’s true that I asked my step-mother a lot of questions.” (Participant 2) 679 



34 
 

Confidentiality was seen as an important factor, with some participants rejecting the idea of 680 

discussing health issues or concerns with people around them whom they did not fully trust, for 681 

fear that their health concerns would leak.  682 

“I don’t ask my friends for health advice! I don’t trust that; I don’t like it. If I tell you 683 

something, it can’t go any further. I don’t like something private going any further. If we 684 

talk, it has to stay between us! I don’t like that. I don’t want that.” (Participant 8) 685 

When participants did get information and advice from family and friends, its quality was not 686 

questioned and the advice given was implemented almost immediately. 687 

“Now, when I have a health problem, my girlfriends are there. So, I called a friend; I said 688 

‘I’ve got this pain. What’s happening to me? I’d like to know.’ Then she said, ‘Take this.’ I 689 

said yes.” (Participant 9) 690 

Trusted relatives have no answer 691 

Although family and friends were often sources of support and advice, some participants found 692 

it difficult to obtain health information from those around them. Several participants noted that 693 

members of their network often faced the same difficulties with health information as they did, 694 

did not have the answers to their questions, and advised them to see a doctor to get answers. 695 

“My family is my brother, and the families I’ve started. So, they say, ‘Go see the doctor,’ 696 

and that’s it. They’re no more experienced than I am. It’s hard, because even they don’t 697 

know.” (Participant 9)   698 

Relaying effective advice from relatives 699 

Participants stated that they evaluate the effectiveness of the advice that they received from 700 

others in the same way they did with online health information. When found to be effective and 701 

relevant, they became health information relayers themselves. 702 
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“So, I was able to pass the information on to others who’d gone through it, because there 703 

were some who didn’t know how.” (Participant 2) 704 

Discussion 705 

The present study aimed to explore the experiences of socioeconomically disadvantaged people 706 

in accessing, understanding, appraising, and applying health information. The qualitative 707 

analysis confirmed that HL is a process which socioeconomically disadvantaged people 708 

perceive to be an ‘obstacle course’, because they encounter many difficulties.  709 

Our results revealed three main barriers regarding health information: financial deprivation, 710 

barriers to obtaining and understanding health information during the medical consultation, and 711 

the lack of digital skills when using the internet for health information.  712 

Financial deprivation, a recurring aspect in the interviews, seems to be the most important 713 

barrier to HL in Switzerland. Several studies have shown that financial deprivation is one of 714 

the major factors leading to low HL levels [7, 8, 42]. In our study, this link between financial 715 

deprivation and low HL could be further specified by showing that a lack of financial resources 716 

limits the access to the healthcare system (the high financial cost of medical consultations) [43] 717 

and, to a lesser extent, to online health information. The way Switzerland’s healthcare system 718 

is organized and financed represents a barrier to the use of its resources and to the access to 719 

healthcare professionals as sources of health information, and therefore contributes to limiting 720 

the development of HL skills among the socioeconomically disadvantaged, who need it most. 721 

Our findings showed that socioeconomically disadvantaged people turn to the internet as a 722 

compensatory strategy, mainly to find self-treatment solutions or inexpensive home remedies. 723 

As such, it reflects the poor access to healthcare of people with a precarious or disadvantaged 724 

socioeconomic status in the Swiss context, due to the financial difficulties and a poorly 725 

developed primary healthcare system in Switzerland [44, 45].  726 
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During their medical consultations, many participants in our study mentioned various barriers 727 

to obtaining health information (e.g. having insufficient time to ask questions) and 728 

understanding health information (e.g. being unfamiliar with medical jargon or difficulties in 729 

remembering their doctor’s instructions). Studies among disadvantaged populations have 730 

shown that only half of the information conveyed during a medical consultation is understood 731 

and recalled [46, 47], and that 40% to 80% of the information is forgotten immediately [48]. 732 

As such, physicians’ attitudes and skills seem to be a key to helping socioeconomically 733 

disadvantaged people overcome the challenges of low HL during medical consultations [49]. 734 

Good communication skills of physicians are associated with better health outcomes among 735 

patients [50]. Conversely, poor patient–physician communication contributes to poor health 736 

outcomes [50] and is considered a factor that contributes to health disparities [51]. The quality 737 

of doctor–patient communication follows a social gradient, in the way that patients from lower 738 

socioeconomic backgrounds receive less health information, fewer explanations, less listening 739 

time, less advice, and shorter consultations than patients from higher social classes [49]. Several 740 

tools or techniques, known as universal precautions, can be used to ensure patient 741 

comprehension, encourage them to ask questions, and improve health-information recall [52]. 742 

These include for example avoiding medical jargon, repeating and summarizing instructions, 743 

giving a limited number of instructions at a time, using pictograms or illustrations to 744 

complement oral information, and using the teach-back approach [50, 52, 53]. The latter is a 745 

known and promising technique for promoting understanding and recall [50]. However, only 746 

39.5% of healthcare professionals used this approach regularly [54]. To enhance the use of these 747 

strategies, interventions are necessary that aim to improve health professionals’ communication 748 

skills, encourage a more patient-oriented approach [51], and create a more supportive 749 

organizational environment. Curricula for the training of healthcare professionals should 750 

incorporate these communication techniques as a universal means to optimize patients’ 751 
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understanding of the health information they receive [53]. According to the universalist 752 

approach, all patients will benefit from this type of strategy, regardless of whether they have 753 

high or low HL and a high or low socioeconomic status [51].  754 

Using the internet was the most common compensatory strategy mentioned by the participants 755 

in our study to overcome barriers related to medical consultations. Our participants described 756 

various difficulties in understanding online health information, such as medical jargon, key 757 

messages that are not immediately identifiable, and overly long texts. The complexity of online 758 

information is well documented: whereas the US Department of Health and Human Services 759 

suggests that health information should be written at or below the level for 11- to 12-year-old 760 

children (after six years of education) [55], numerous studies have shown that online health 761 

information is written at a level two to six years of schooling above this recommendation [56-762 

60]. So, although the internet provides access to vast amounts of health information, it is not 763 

always helpful to the socioeconomically disadvantaged. In fact, the complexity of online health 764 

information may even contribute to health inequalities [58]. To be a useful health information 765 

source for the socioeconomically disadvantaged, online health information should be presented 766 

at an appropriate reading level [58]. This would require, first of all, the use of plain language, 767 

i.e., a communication style which  ‘use language, structure, and design so clearly and 768 

effectively that the audience has the best possible chance of readily finding what they need, 769 

understanding it, and using it’ [61]. Secondly, combining plain language with illustrations can 770 

be a strategy to improve the comprehension of online health information. Developing easy-to-771 

read, easy-to-understand, and easy-to-navigate online health information should thus be a 772 

priority [62, 63]. This will not only benefit people with low HL levels but also those with 773 

adequate HL skills.  774 

Appraising online health information appeared to be the most problematic HL skill for our 775 

participants. Many of our participants discovered conflicting or alarming online health 776 
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information, that, as pointed out by Synnot et al. [64], can create skepticism regarding the 777 

information that is found, and an inability to determine whether it is reliable. Conflicting 778 

information creates confusion, uncertainty, fear, and anxiety [65], decreases self-efficacy [66], 779 

and negatively impacts health decisions, health behaviors, and health-related outcomes [67-69]. 780 

Consequently, participants who experience difficulties in sorting and selecting online health 781 

information resort to the source and information which they feel matches their values and 782 

preconceptions best [65, 70]. All our participants were aware of the risk of online health 783 

information and did not trust it, yet some chose to use online information despite this lack of 784 

trust. This is troubling because selecting ‘bad’ health information, particularly if coupled with 785 

problems of comprehension, can lead to misinterpretation, negatively affect decision-making 786 

processes, and result in negative health consequences. So, because accessing health information 787 

is easy, information technology has the ability to empower healthcare consumers and to make 788 

people better informed about health topics, enabling them to make better health decisions, 789 

participate more actively, and achieve better health outcomes [71]. However, at the same time, 790 

our findings indicate that the internet may also deepen existing health disparities or create new 791 

ones [56, 72, 73]. This is because socioeconomically disadvantaged people, who are more likely 792 

to have poorer HL, may experience disproportionately greater difficulties in understanding and 793 

appraising online health information than more advantaged individuals [71, 74, 75]. It would 794 

therefore be important to understand the online appraisal skills of socioeconomically 795 

disadvantaged people in more detail, as a basis for developing new skills-based interventions 796 

that enable them to effectively use the internet and critically evaluate online health information 797 

[76]. However, there are not many well-documented evidence-based strategies to help people 798 

appraise online health information [65]. Although there is an abundance of institutional 799 

websites directing healthcare consumers to guidelines or tools for critically evaluating the 800 

quality of written health information, and effect studies have shown that some of these tools 801 
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could improve participants’ critical skills regarding health information [77, 78], these studies 802 

were conducted in a predominantly well-educated population. Little is known about their 803 

effectiveness in improving the critical skills of socioeconomically disadvantaged people. 804 

Although health professionals could refer their patients to such tools [79] or recommend 805 

accurate websites [80], this strategy is constrained by the need for contact with a healthcare 806 

professional, while disadvantaged people are often face financial barriers to consult them. 807 

Furthermore, this strategy is not useful for people who consult the internet to self-diagnose and 808 

treat health problems alone, without consulting a healthcare professional [67]. Other 809 

possibilities would be for community-based organizations to transmit these tools to their 810 

members [73, 81], or to teach critical HL, as well as digital skills at school [82, 83]. Such 811 

interventions would not only benefit the socioeconomically disadvantaged but also all future 812 

generations.  813 

Overall, our participants applied very little of the online health information they accessed, 814 

probably because they did not have sufficient prerequisites (understanding and appraisal skills) 815 

to apply that information adequately. However, the health information they had accessed online 816 

did help persons with chronic conditions who had regular contacts with their physician to better 817 

discuss their disease and negotiate treatment aspects during their medical consultations. This 818 

concurs with findings from other studies [67, 84-86] asserting that online health information 819 

empowers people ‘to do something rather than just being told what to do’ [85]. It allows them 820 

to take up a more active role in the decisions concerning their health. Curiously, one thing 821 

participants did with online health information was share it within one’s social networks. We 822 

hypothesize that the dissemination of health information is motivated by a desire to assist others 823 

experiencing the same financial barriers to accessing healthcare or information, as well as the 824 

same difficulties in understanding, and appraising health information.  825 
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Our results also suggested that the members of social networks can be important HL resources. 826 

According to the notion of ‘distributed HL’, social network members act as HL mediators, 827 

providing support regarding health information, and compensating for ‘personal deficit in HL 828 

skills’ [87]. However, seeking advice or support from fellow social network members also 829 

revealed certain barriers in our study. Indeed, family members or friends had difficulties 830 

providing the information our participants wanted. As shown in a previous study [88], we 831 

hypothesize that people from the same social environment share the same socioeconomic 832 

characteristics, the same HL levels, and consequently, the same difficulties regarding health 833 

information. 834 

Limitations and strengths  835 

This study is not without limitations. Firstly, the sample size is relatively small. This can be 836 

explained by the fact that, as shown by some previous research, it is difficult to access and 837 

engage socioeconomically disadvantaged groups in research projects. Socioeconomically 838 

disadvantaged people are therefore considered a ‘hard-to-reach’ population [89, 90]. 839 

Consequently, the results could not be contrasted according to the participants’ level of HL. 840 

Other experiences or additional difficulties with health information could have been highlighted 841 

if more participants with a problematic or insufficient HL level had been included. Secondly, 842 

most of our participants were of immigrant origin and not very fluent in French (the language 843 

in which the interviews took place). This language barrier may have exacerbated the difficulties 844 

they encountered with health information and limited the richness of the data collected. For this 845 

reason, our sample may not be fully representative of Switzerland’s socioeconomically 846 

disadvantaged population. Thirdly, most of our participants were recruited from adult education 847 

programs. It is possible that they had already received some training on how to overcome some 848 

of the barriers relating to information in general and that some of the compensatory strategies 849 

we have mentioned were taught to them during literacy classes. Fourthly, most of our 850 
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participants were women. Several studies have shown that women have slightly higher HL 851 

levels than men [91, 92]. This may be because women report health issues more frequently than 852 

men [91]. Women are also the most involved in the health of their families, especially their 853 

children. As a result, women use the healthcare system more frequently and are thus more 854 

familiar in navigating the healthcare environment [91]. In addition, women are more likely to 855 

use the internet for searching health information than men [93], and have thus a better 856 

knowledge of online health resources. Fifthly, the age range of the sample is rather narrow (age 857 

range 44-60). This can be explained by the recruitment sites chosen, which are specifically 858 

aimed at the working population. This may have limited the richness of the data regarding 859 

digital HL skills and the use of information technologies (e.g., the internet). Indeed, the 860 

difficulties and barriers related to digital skills might have been greater if more older people 861 

had been included in the sample. And finally, the data was collected in 2017. Since then, the 862 

COVID-19 pandemic has significantly changed the way people access health information. 863 

People with a low level of education, low income or belonging to an ethnic minority were 864 

disproportionately affected by COVID-19 [94, 95], probably because the COVID-19 pandemic 865 

was itself accompanied by a phenomenon called ‘infodemic’, defined as an overabundance of 866 

health information of varying quality, including the dissemination of fake, inaccurate, 867 

incomplete, unverified, contradictory, or misleading information [95, 96]. This has led to 868 

confusion and exacerbated difficulties in understanding, appraising, and applying health 869 

information, especially among people with low levels of HL [96]. Consequently, the barriers 870 

and strategies described by our participants may only reflect some of the real difficulties 871 

encountered by socioeconomically disadvantaged people with health information.  872 

Despite these limitations, we believe that this study has a number of important strengths. One 873 

of its main strengths is its qualitative approach, which enabled an in-depth exploration of HL 874 

skills from the perspective of socioeconomically disadvantaged people themselves. The 875 
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participants in this study had different HL levels, cultural backgrounds, health concerns, and 876 

health information needs, which allowed to highlight the range of difficulties and barriers that 877 

socioeconomically disadvantaged people encounter with respect to health information, across 878 

the entire health continuum (healthcare, disease prevention, and health promotion). Another 879 

strength is that we explored the concept of HL as an asset, rather than as a deficit [4, 12]. Finally, 880 

the data collection and analysis were guided by the Integrated Health Literacy framework [3], 881 

which has been little used in qualitative research to date. Using this framework helped us 882 

contribute new perspectives to the fields of HL and health disparities.  883 

Conclusion 884 

Socioeconomically disadvantaged people have a strong desire to manage their own health and 885 

engage in behaviors that will satisfy their health information needs. Their progression in the 886 

HL process is like an ‘obstacle course’, with numerous difficulties that must be overcome to 887 

access, understand, appraise and apply health information. To that effect, these people often 888 

resort to compensatory strategies. If these strategies are ineffective, the barriers leave 889 

individuals with unanswered health questions. Financial deprivation is the most important 890 

barrier to HL in Switzerland, preventing people from accessing both healthcare and online 891 

health information, and influencing their selection and application of health information, 892 

recommendations, and guidelines. Appraising health information is the HL skill with which 893 

socioeconomically disadvantaged people struggle the most. A range of physician-based, 894 

individual skills-based, organizational, and policy-based interventions are needed to help 895 

socioeconomically disadvantaged people overcome their HL challenges. 896 
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Dear editor,  
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Given that this is now April 2023, this needs acknowledged as a limitation of this study. 

We thank the reviewer for pointing out this limitation. This observation has been added to the 

limitations of our study on page 41. 

Reviewer # 4: 

1. It may also be useful to add the age range of participants to the Abstract. 
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2. The authors could do more to address Reviewer 2 (Comment 4), particularly by shortening 

the discussion such that the main findings are summarised rather than being described 

again. 

We acknowledge that the manuscript was still very long. To take this comment into account, we have 
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should be “All the transcriptions were checked entirely for accuracy”. 
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