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Abstract 

Although there are significant differences between countries, limited health lite-
racy remains a public health problem affecting both developed and developing 
countries. In the European Health Literacy Survey (HLS-EU, 2009-2012), the 
lowest level of limited HL (including inadequate and problematic HL) was in the 
Netherlands (28.7%) and the highest in Bulgaria (62.1%). In the European Health 
Literacy Survey 2019 (HLS19, 2019-2021), limited HL was highest in Germany 
(72%) and lowest in Slovenia (25%).   
According to national surveys by the Ministry of Health in Türkiye, from 2017 to 
2023, limited health literacy rates decreased from 30.9% to 21.0%, and problema-
tic health literacy rates decreased from 38.0% to 32.9%. Adequate health literacy 
rates increased from 23.4% to 34.4%, and excellent health literacy rates increased 
from 7.7% to 11.7%. Meanwhile, health inequalities related to health literacy persist 
across regions, age groups, genders, education levels, and income groups. Several 
local studies in Türkiye demonstrate that health literacy is associated with distinct 
health behaviors across groups. Groups at high risk for limited health literacy 
should be considered in health promotion programs. 
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1. Introduction 

An important issue regarding health literacy (HL) is its de-
finition and background. HL can be conceptualized in diffe-
rent ways. The HL matrix produced by Sorensen et al. 
includes four dimensions and three domains. These dimensi-
ons are accessing, understanding, appraising, and applying in-
formation regarding health. The health domains included in 
the Sørensen matrix are health care, disease prevention, and 
health promotion (Sørensen et al., 2012). According to Soren-
sen et all. definition of HL that is compatible with matrix of 
HL is that “Health literacy is linked to literacy and entails people’s 
knowledge, motivation and competences to access, understand, 
appraise, and apply health information in order to make judg-
ments and take decisions in everyday life concerning healthcare, 
disease prevention and health promotion to maintain or improve 
quality of life during the life course.” (Sørensen et al., 2012).  

HL has become a subject of increasing interest worldwide 
in recent decades. While there are various reasons for this, the 
most prominent include technical advances in medicine, ma-
king diagnosis and treatment processes increasingly complex; 
easier access to diverse information through mass and social 
media; and the increasing influence of healthy individuals 
and patients in medical decision-making. On the other hand, 
the infodemic, which has gained widespread recognition du-
ring the COVID-19 pandemic, has enabled HL to remain on 
the agenda on a larger scale. 

On the other hand, it has been emphasized that HL is also 
a human rights concern and one of the most important health 
determinants. Therefore, it is said that it is not only a public 
health concern but also a human rights duty to close the gaps 
in HL for vulnerable people (Sørensen, 2024).  
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As proposed in Sørensen's model, HL is influenced by so-
cietal and environmental factors; however, it also interacts 
with many other factors, such as health behaviors, health ser-
vice utilization, and health outcomes (Sørensen et al., 2012). 
Since the factors associated with HL are shaped by each co-
untry's specific conditions, the level of HL also varies accor-
dingly. Examining the main epidemiological characteristics 
of HL across regions and countries worldwide, including Tür-
kiye, will contribute to discussions on HL-related issues and 
to the development of intervention studies aimed at reducing 
its burden on society. This article presents the main epidemi-
ological characteristics of HL worldwide and in Türkiye. 

2. Health literacy in the world 
The National Assessment of Adult Literacy (NAAL), con-

ducted in the United States in 2003, was a comprehensive as-
sessment that directly measured HL and involved more than 
19,000 adults aged 16 and older. In the study, a total of 28 tasks, 
developed using prose, document, and quantitative scales, 
were classified into three main areas of HL (clinical, preven-
tive health, and navigation within the health system). The 
prose literacy scale measured the knowledge and skills needed 
to search, understand, and apply information from texts ar-
ranged in sentences or paragraphs; the document literacy 
scale measured the knowledge and skills needed to search, un-
derstand, and apply information from texts in various for-
mats; and the quantitative scale measured the knowledge and 
skills needed to identify numbers and perform calculations in 
printed materials. Participants were asked to perform tasks 
encountered in daily life, such as understanding prescription 
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drug instructions, interpreting vaccination schedules, and 
completing health insurance forms (Kutner et al., 2006). 

NAAL showed that 53% of adults had an intermediate level 
of HL, 12% had proficient, 22% had basic, and 14% had below 
basic HL. Subgroup analyses indicated that women had hig-
her HL than men; White and Asian individuals had higher le-
vels than individuals from other ethnic groups; and 
individuals with higher education levels had higher HL than 
those with lower education levels. In contrast, older adults, 
those living below the poverty line, individuals who did not 
speak English at an early age, and those insured under Medi-
caid/Medicare were among the groups with the lowest scores. 
In addition, adults with low levels of HL were more likely to 
access health information through television and radio, whe-
reas those with higher levels relied more on written sources 
and the internet (Kutner et al., 2006).  

The first comprehensive study to compare HL levels ac-
ross the general adult population in Europe was the European 
Health Literacy Survey (HLS-EU), conducted between 2009 
and 2012. In this study, the HLS-EU-Q47 questionnaire, 
comprising 47 items, was used to assess general health literacy 
among 8,000 adults across 8 countries (Sørensen et al., 2015). 
Between 2019 and 2021, under the coordination of the WHO 
M-POHL network, the European Health Literacy Survey 2019 
(HLS19) was conducted, involving 42,445 adults from 17 co-
untries. In HLS19, the HLS19-Q12 (12 items), a shortened ver-
sion of the original HLS-EU-Q47 instrument, was used to 
measure General Health Literacy (The HLS19 Consortium of 
the WHO Action Network, 2021). It measured participants' 
perceptions of specific tasks as “very easy,” “easy,” “difficult,” or 
“very difficult.” For the General HL index of the HLS-EU-Q47 
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questionnaire, the mean of items on an ordinal 4-point Likert 
scale was used (Sørensen et al., 2015). In the HLS19-Q12, a sco-
ring system based on dichotomized items was used by com-
bining the categories “very easy” and “easy” and separating 
them from the categories “very difficult” and “difficult.” Sco-
res were standardized on a scale from 0 to 100, with higher 
scores indicating a higher HL level (The HLS19 Consortium 
of the WHO Action Network, 2021). This scoring method dif-
fers from the mean score methodology used in the HLS-EU. 
In both studies, HL was divided into four categories: Inadequ-
ate, Problematic, Sufficient, and Excellent. The cutoff points 
for the categorical levels were also readjusted for HLS19. 

In HLS19, although multistage random sampling similar 
to that of the HLS-EU was recommended, countries applied 
their own methods. The study population was defined as all 
permanent residents aged 18 and older living in private hou-
seholds, which represents a broader scope compared to the 
HLS-EU’s definition of “EU citizens only.” (Sørensen et al., 
2015; The HLS19 Consortium of the WHO Action Network, 
2021).  

In conclusion, HLS19 was built on the foundation of HLS-
EU but included significant methodological developments, 
including changes in the number of participating countries, 
the HL measurement tools used, and data collection methods. 
These changes make direct comparability between the two 
studies difficult. Even within HLS19, cross-country compari-
sons should be interpreted with caution due to differences in 
data collection methods and timing (e.g., the impact of 
COVID-19). Moreover, differential item functioning (DIF) in 
some HLS19-Q12 items across countries may limit the validity 
of cross-country comparisons. 
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Table 1 presents a comparison of the general HL levels of 
the countries included in HLS-EU and HLS19 (Sørensen et al., 
2015; The HLS19 Consortium of the WHO Action Network, 
2021). 

Table 1:  
General health literacy levels of the countries included in HLS-EU and HLS19 
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Germany 11.0 35.3 34.1 19.6 24 48 23 5 

Austria 18.2 38.2 33.7 9.9 4 28 45 23 

Belgium     27 35 26 12 

Bulgaria 26.9 35.2 26.6 11.3 16 41 34 9 

Czechia     13 34 43 10 

Denmark     11 36 37 16 

France     14 30 40 16 

Netherlands 1.8 26.9 46.3 25.1     

Ireland 10.3 29.7 38.7 21.3 6 37 28 29 

Spain 7.5 50.8 32.6 9.1     

Israel     18 34 33 15 

Switzerland     11 38 39 12 

Italy     23 35 34 9 

Hungary     11 30 50 9 

Norway     8 38 35 20 

Poland 10.2 34.4 35.9 19.5     

Portugal     8 22 65 5 

Russia     13 26 53 8 

Slovakia     23 36 31 10 

Slovenia     7 18 53 23 

Greece 13.9 30.9 39.6 15.6     
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In HLS-EU, the limited HL level, which includes inadequ-
ate and problematic HL, ranged from 28.7% in the Nether-
lands (lowest) to 62.1% in Bulgaria (highest). In the HLS 19, 
limited health literacy ranged from 25% (Slovenia) to 72% (Ger-
many). This result shows significant differences in the preva-
lence of limited HL across countries. Some of these large 
differences may stem from cultural diversity between count-
ries, while socioeconomic differences may also have contribu-
ted to limited HL appearing as a phenomenon of health 
inequality. On the other hand, while there has been a change 
in the number of countries covered, a comparison of both sur-
veys shows that the difference between the countries with the 
highest and lowest levels of limited HL has increased from 
33.4% to 47%, suggesting that health inequalities related to HL 
may be on the rise. Even in the country with the lowest preva-
lence according to HLS 19 results, the fact that approximately 
one in four people have limited HL indicates how widespread 
the problem is. Regarding the frequency of limited HL, anot-
her point that stands out when both survey results are evalua-
ted together is the presence of different change processes 
across countries, including increases, decreases, and no 
change. In Austria, an increase in sufficient and excellent HL 
levels was observed, while decreases were noted in Bulgaria 
and Germany, and stability was observed in Ireland. The dif-
ferences in the patterns of change over time between count-
ries indirectly demonstrate that the effects of HL 
determinants are country-specific.  

The differences that reappear across countries' varying 
perspectives suggest that intervention initiatives for limited 
HL should also be country-specific. In the HLS-EU study, gro-
ups with demographic characteristics such as financial 
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deprivation, low social status, low education, and older age 
were found to have higher levels of limited HL. Similarly, in 
HLS19, financial deprivation and perceived level of social sta-
tus were the strongest predictors of General Health Literacy 
(Sørensen et al., 2015; The HLS19 Consortium of the WHO 
Action Network, 2021). The inequalities that exist both 
between countries and within countries across different social 
groups, in terms of limited HL, reveal that HL is a significant 
driver of health inequalities. The bidirectional relationship 
between HL and health behaviors, health level, and health ser-
vice utilization characteristics positions it as a unique factor 
among other factors contributing to health inequalities. Clo-
sing HL gaps for disadvantaged people is not just a public he-
alth priority but also a human rights imperative, according to 
the paper titled "Health Literacy is a Human Rights Concern." 
Equity and social justice can be advanced to ensure that ever-
yone can exercise their right to health by removing institutio-
nal, cultural, and educational barriers that keep these groups 
from accessing and understanding health information and 
services. In addition to being a public health necessity, addres-
sing this issue is morally required to protect the human rights 
of the most vulnerable members of society (Sørensen, 2024). 

The assessments based on the two surveys mentioned 
above provide insight into the geography covered by these 
surveys. However, studies conducted in other countries in the 
region and elsewhere in the world also indicate that limited 
HL is a global public health problem. In a study using the 
HLS-EU-Q47 questionnaire, the levels of limited HL in Latvia 
(79%) and Lithuania (73%) were well above even the highest le-
vels observed among HLS-EU countries; in particular, the ina-
dequate HL level in Latvia (34%) was higher than that of 
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Bulgaria (26.9%), which had the highest value in Europe 
(Gatulytė et al., 2022). In Japan, in a study conducted with the 
Japanese version of the HLS-EU-Q47, participants’ HL levels 
were found to be significantly lower than in Europe; while the 
level of limited HL was 47.9% in Europe, it was 85.4% in Japan 
(Nakayama et al., 2015).  

3. Health literacy in Türkiye 

3.1. National Surveys 
The European Health Literacy Survey Questionnaire 

(HLS-EU-Q) was developed on a conceptual basis informed 
by HL's Sorensen matrix. The 47-item European Health Lite-
racy Scale was developed on a conceptual basis informed by 
HL's Sorensen matrix. This scale consists of 47 questions. Du-
ring the development of the scale, it was anticipated that dif-
ferent questions would correspond to different cells in 
Sorensen's HL matrix. This aimed to measure different com-
ponents of HL. This allows the scale to provide not only an 
overall HL score but also HL scores for different domains and 
dimensions within the HL matrix (Sørensen et al., 2013). The 
validity and reliability of the European Health Literacy Survey 
Scale in Turkish have been examined (Abacigil et al., 2019). 
This scale contains 47 questions and is called “Turkish Adap-
tation of the European Health Literacy Scale” (ASOY-TR) 
(Abacıgil, 2016). 

Meanwhile, in scale development studies conducted by 
the Ministry of Health of Türkiye, a new health literacy scale 
was developed based on a revised version of Sorensen's HL 
matrix, accounting for country-specific conditions. In this re-
vision, the disease prevention and health promotion domains 
in the Sorensen matrix were combined into a single domain 
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called "disease prevention and health promotion." The health 
care domain from the original matrix was retained. Further-
more, the dimensions defined in the original matrix were eva-
luated in their current form. Thus, the revised matrix, 
comprising two domains and four dimensions, served as the 
basis for scale development. Four questions were developed 
for each scale dimension, yielding a 32-question scale. The de-
veloped scale was named “Türkiye Health Literacy Scale-32” 
(TSOY-32) (Abacıgil, 2016).  

The scale's reliability in Turkish was examined using in-
ternal consistency (Cronbach's alpha). The overall internal 
consistency coefficient for the scale was 0.927. As in the HLS-
EU study, the resulting index was classified into four catego-
ries (Abacıgil, 2016): 0-25 points: inadequate HL; 26-33 points: 
problematic HL; 34-42 points: adequate HL; 43-50 points: 
excellent HL. 

In national surveys conducted by the Ministry of Health, 
the sample size is determined by the Turkish Statistical Insti-
tute (TÜİK) using the Address-Based Population Registration 
System (ABPRS), using the stratification criterion of NUTS-1 
regions (Sağlık Bakanlığı Sağlığın Geliştirilmesi Genel 
Müdürlüğü, 2018, 2024). 

Table 2 shows the change in health literacy levels accor-
ding to Türkiye's health literacy surveys of 2017 (THLS 2017) 
and 2023 (THLS 2023). In general, across the scale's overall 
HL level and the health care, disease prevention, and health 
promotion components, the frequencies of inadequate and 
problematic have decreased, while those of adequate and 
excellent have increased. This finding also holds for the results 
obtained across all dimensions of the scale (Sağlık Bakanlığı 
Sağlığın Geliştirilmesi Genel Müdürlüğü, 2024). The survey 
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did not include any data on factors that might be related to 
changes in rates over time. Possible factors contributing to the 
increase over time include the upward trend in educational 
levels in the country and increased public awareness of he-
alth-related information due to the COVID-19 pandemic that 
occurred between the two surveys. The development of he-
alth information resources during this period may also have 
influenced this result. On the other hand, the observation of 
different patterns of increase and decrease over time across 
the European countries included in the survey implies that a 
linear increase may not be possible for Türkiye in the future. 
On the other hand, the decrease in the limited HL for all com-
ponents of the scale indicates that the improvement is prog-
ressing in a multidimensional way. However, a closer look at 
the quantitative change over time across different dimensions 
shows that the improvement in the "applying health-related 
information" dimension is somewhat lower than in other di-
mensions. Guiding the application of health-related behavi-
ors with health information is perhaps the most challenging 
aspect of HL skills; however, progress in this dimension will 
also be necessary to improve HL.  

Table 2: 
Change in health literacy levels according to Türkiye's health literacy surveys of 
2017 and 2023 

Health Literacy Categories  2017 % 2023 % 

Health literacy level    

 Inadequate 30.9 21.0 

 Problematic 38.0 32.9 

 Adequate 23.4 34.4 

 Excellent 7.7 11.7 
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Health literacy level for the field 
of health care 

Inadequate 27.1 20.1 

 Problematic 31.3 29.2 

 Adequate 30.0 36.7 

 Excellent 11.6 14.1 

Health literacy level for the field 
of disease prevention and health 
promotion 

Inadequate 37.4 25.8 

 Problematic 34.2 28.5 

 Adequate 21.8 34.0 

 Excellent 6.6 11.7 

Level of accessing health-related 
information 

Inadequate 35.3 23.8 

 Problematic 22.4 19.5 

 Adequate 33.8 42.1 

 Excellent 8.5 14.6 

Level of understanding health-
related information 

Inadequate 30.2 22.3 

 Problematic 28.4 24.5 

 Adequate 32.9 38.2 

 Excellent 8.5 15.0 

Level of appraising health-
related information 

Inadequate 42.3 28.1 

 Problematic 27.2 25.1 

 Adequate 24.3 34.3 

 Excellent 6.2 12.5 

Level of applying health-related 
information 

Inadequate 26.9 24.5 

 Problematic 27.7 27.8 

 Adequate 35.4 35.2 

 Excellent 10.0 12.5 
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In the 2023 survey, when comparing HL levels across cer-
tain descriptive variables, differences were observed. Within 
NUTS regions, the highest prevalence of inadequate HL was 
observed in the Mediterranean Region (35.7%) and the Nort-
heastern Anatolia Region (33.9%). The frequency of inadequ-
ate HL was higher among men (24.2%) than women (17.7%). 
There were differences in HL between age groups. For 
example, the prevalence of adequate HL was 42.7% in the 18–
24 age group, but decreased with advancing age, to 16.7% in the 
65+ age group. Differences in HL were also observed between 
education groups. For example, 41.6% of those who had comp-
leted primary school or had a lower level of education had ina-
dequate HL, whereas the prevalence of inadequate HL was 
6.9% among those who had completed higher education or at-
tained a more advanced level of education. Differences in HL 
were also evident across household income groups. The 
frequency of inadequate HL was 19.9% in the group whose ho-
usehold income was considered very adequate to meet needs, 
compared with 37.6% in the group whose income was consi-
dered very inadequate. Differences in HL were also found ac-
ross perceived health status groups. The frequency of 
inadequate HL was 5.9% among those who perceived their he-
alth as very good, whereas it was 48.3% among those who per-
ceived their health as very poor (Sağlık Bakanlığı Sağlığın 
Geliştirilmesi Genel Müdürlüğü, 2024). 

National surveys also report certain findings regarding HL 
and health care utilization characteristics. According to the 
2023 survey results, a low-level negative correlation was found 
between the HL score and the number of visits in the last six 
months to emergency health services (r = -0.026; p = 0.01) and 
non-emergency health services (r = -0.044; p < 0.01) (Sağlık 



 

79 

Bakanlığı Sağlığın Geliştirilmesi Genel Müdürlüğü, 2024). In 
the 2017 survey, the relationship between HL and health care 
utilization characteristics was also evaluated. In the last 6 
months, excluding emergency health services, the proportion 
of individuals with 1–3 health care visits was 39.9% in the ina-
dequate HL group, compared with 46.3% in the excellent HL 
group. The frequency of those who had 4–6 visits was 14.8% in 
the inadequate HL group and 6.0% in the excellent HL group. 
The frequency of those who had 7 or more visits was 6.4% in 
the inadequate HL group and 2.0% in the excellent HL group 
(Sağlık Bakanlığı Sağlığın Geliştirilmesi Genel Müdürlüğü, 
2018). In both surveys, the influence of HL on health care uti-
lization was demonstrated in different ways. 

A multivariate model was developed to identify factors as-
sociated with HL level in the 2023 survey. In the logistic reg-
ression model, in which HL was dichotomized as inadequate 
(0) and adequate (1), age was negatively associated with adequ-
ate HL (OR = 0.978, 95% CI: 0.974–0.981). Higher education le-
vels were positively associated with adequate HL, with the 
odds increasing for secondary/high school (OR = 1.655, 95% CI: 
1.438–1.904) and higher education and above (OR = 2.295, 95% 
CI: 1.924–2.736) compared to primary school or below. Being 
employed (OR = 1.132, 95% CI: 1.012–1.267), having sometimes 
adequate (OR = 1.939, 95% CI: 1.712–2.197) or adequate income 
(OR = 1.906, 95% CI: 1.673–2.170) compared to inadequate in-
come, engaging in at least one activity to be healthier in the 
last year (OR = 1.569, 95% CI: 1.411–1.774), receiving health in-
formation only from healthcare professionals (OR = 1.802, 
95% CI: 1.598–2.033), having a higher health problem behavior 
score (OR = 1.190, 95% CI: 1.165–1.215), receiving preventive 
services at the last health visit (OR = 1.301, 95% CI: 1.158–1.462), 
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and a greater number of non-emergency health service visits 
in the last six months (OR = 1.062, 95% CI: 1.033–1.093) were 
all positively associated with adequate HL. Conversely, having 
a chronic disease (OR = 0.729, 95% CI: 0.639–0.832) and a hig-
her number of emergency service visits in the last six months 
(OR = 0.947, 95% CI: 0.928–0.999) were associated with lower 
odds of adequate HL (Sağlık Bakanlığı Sağlığın Geliştirilmesi 
Genel Müdürlüğü, 2024). 

The THLS 2023 survey also examined the distribution of 
communication channels used as sources of information on 
health-related topics (Sağlık Bakanlığı Sağlığın Geliştirilmesi 
Genel Müdürlüğü, 2024). Internet search engines ranked first 
as a source of information (62.5%), followed by television 
(43.0%), social media (28.9%), and smartphone apps (22.1%). 
These were followed by newspapers (5.2%), books (3.7%), ma-
gazines (2.6%), and radio (2.6%). THLS 2023 also examined 
changes in HL levels based on the tools used as sources of in-
formation on health-related topics (Sağlık Bakanlığı Sağlığın 
Geliştirilmesi Genel Müdürlüğü, 2024). There are also notable 
differences in HL levels across various communication chan-
nels. Specifically, the prevalence rates of insufficient HL and 
problematic HL are 9.8% and 24.7% for smartphone apps; 
10.0% and 34.6% for internet search engines; 31.8% and 34.4% 
for radio; and 24.0% and 35.4% for television. These results 
highlight that the target audience’s HL level must be conside-
red a fundamental parameter when designing mass commu-
nication campaigns, particularly in the health sector.  
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3.2. Examples of Local Studies 

Studies on HL in Türkiye have increased in recent years. 
Studies examining different health behaviors or outcomes ac-
ross populations in Türkiye, using various HL scales, have 
contributed to the development of the literature over time. 
Furthermore, the existence of different scales developed to 
measure HL can cause standardization problems in Türkiye, 
as is the case globally, when evaluating results from different 
scales together. Table 3 presents examples of studies that used 
the TSOY-32 scale, the Ministry of Health's scale used in nati-
onal surveys. Although these studies used the same HL scale, 
their small sample sizes, cross-sectional nature, and focus on 
different health behaviors or conditions limit the possibility 
of making a holistic assessment. However, studies show us le-
vel of HL may be related to different health topics or issues 
such as cancer information, perceptions in the pandemic si-
tuation, healthy lifestyle behaviors, cancer screening, self effi-
cacy regarding hypertension (Çelik & Akın, 2025; Değer, 2021; 
Karataş et al., 2024; Mert & Keklik, 2023; Soykan & Şengül, 
2021) (Table 3). On the other hand, some studies have found a 
weak association between HL and the health phenomenon 
under investigation. This result may stem from technical is-
sues in the research design, such as insufficient sample sizes, 
or it may indicate that health outcomes and health behaviors 
are shaped by a combination of factors outside HL, given their 
complex nature. 
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Table 3: 
Some examples of studies conducted in Türkiye using the TSOY-32 scale 

Title Population Method Main Findings 

Relation 
Between Health 
Literacy and 
Cancer 
Information 
Overload in 
People Applying 
to Primary 
Healthcare 

Adults applying 
to primary 
healthcare 
services in 
Türkiye 

Cross-sectional 
study using the 
Türkiye Health 
Literacy Scale 
(TSOY-32) and 
Cancer 
Information 
Overload Scale 

A negative 
relationship was 
found between HL 
and cancer 
information 
overload; 
individuals with 
lower HL 
experienced higher 
cancer information 
overload (Değer, 
2021). 

Examination of 
the Relationship 
Between the 
Health Literacy 
Level and 
Health Anxiety 
of Individuals 
During the 
COVID-19 
Pandemic 

Individuals over 
18 living in 
Isparta 
province, 
Türkiye (n = 
401) 

Cross-sectional 
study using the 
Türkiye Health 
Literacy Scale 
(TSOY-32) and 
Health Anxiety 
Inventory (Short 
Version) 

Mean HL index 
score was 32.13, 
indicating a 
problematic/limited 
level; health anxiety 
level was mild. No 
significant 
relationship was 
found between HL 
and health anxiety 
(Mert & Keklik, 
2023). 

The 
Relationship of 
Health Literacy 
with Healthy 
Lifestyle 
Behaviors 

Higher 
education 
students at 
Altınbaş 
University 
Health 
Vocational 
School (n = 293) 

Cross-sectional 
study using the 
Türkiye Health 
Literacy Scale 
(TSOY-32) and 
Healthy 
Lifestyle 
Behaviors Scale 
II 

Mean HL score was 
36.20±7.66 (9.6% 
inadequate, 28.3% 
problematic-
limited, 37.5% 
adequate, 24.6% 
excellent). A 
statistically 
significant positive 
relationship was 
found between HL 
and healthy lifestyle 
behaviors (Soykan 
& Şengül, 2021). 
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The 
Relationship 
Between the 
Health Literacy 
Levels of 
Women of 
Reproductive 
Age and Their 
Level of 
Knowledge 
About Cancer 
Screenings 

Women aged 
18–49 living in 
the Central 
Anatolia region 
of Türkiye 
(mean age 30.31 
± 9.49) 

Descriptive and 
relational study 
using a 
descriptive 
information 
form, Türkiye 
Health Literacy 
Scale (TSOY-
32), and Cancer 
Screening 
Knowledge 
Scale 

Mean HL score was 
34.45 ± 7.97 
(adequate level); 
mean cancer 
screening 
knowledge score 
was 13.76 ± 4.67. A 
small but significant 
positive association 
was found between 
HL and knowledge 
of cancer screenings 
(p < 0.01) (Çelik & 
Akın, 2025). 

Evaluation of 
Self-Efficacy 
and Health 
Literacy in 
Patients with 
Hypertension: A 
Case of 
Southeastern 
Anatolia 

Patients 
diagnosed with 
hypertension 
who were 
followed and 
treated in 
Internal 
Medicine and 
Cardiology 
outpatient 
clinics of a State 
Hospital in 
Southeastern 
Anatolia within 
one year 

Descriptive, 
quantitative, 
cross-sectional 
study using the 
Patient 
Descriptive 
Characteristics 
Form, 
Hypertension 
Self-Efficacy 
Scale, and 
Turkish Health 
Literacy Scale-
32 

The mean 
Hypertension Self-
Efficacy score was 
57.85 (SD=4.14) and 
the mean TSOY-32 
score was 30.20 
(SD=6.16). Higher 
HL was observed in 
patients with 
university 
education, living in 
the province, 
diagnosed for 1–5 
years, and taking 1–
2 daily medications. 
Higher self-efficacy 
was observed in 
those with 
university 
education and those 
taking 6 or more 
daily medications. 
There was a 
significant, positive, 
weak correlation 
between self-
efficacy and HL 
(r=0.244, p<0.05) 
(Karataş et al., 2024). 
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4. Conclusion 

The main epidemiological characteristics of HL indicate 
that it is an important public health issue in Türkiye and 
worldwide. There is a significant improvement in HL levels, 
as indicated by national surveys conducted by the Ministry of 
Health in Türkiye from 2017 to 2023. However, the fact that 
approximately one in two people in Türkiye has limited HL 
levels demonstrates the severity of the problem. Local studies 
conducted in Türkiye using the HL scale employed in the na-
tional survey have also revealed relationships between HL and 
various health conditions and behaviors. 

On the other hand, there are still health inequalities 
between different subgroups such as region, gender, age 
group, educational level, and income level. HL levels and their 
changes over time vary across countries worldwide. There-
fore, it is necessary to continue monitoring HL levels and the 
factors related to them in Türkiye, both through national sur-
veys and local studies. The relationships between different di-
mensions of HL, such as accessing, understanding, appraising, 
and applying, and various health behaviors and health condi-
tions form a complex structure. Therefore, studies examining 
the relationship between HL and health should consider the 
different dimensions of HL and identify this relationship ac-
ross various health conditions. 

Because of limited HL, it is an important public health is-
sue; health policies should consider it when planning health 
promotion programs. Especially when planning studies in he-
alth communication, taking the target audience's HL level into 
account will contribute to the planning's success. 
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