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Abstract

Health literacy in Nigeria was investigated by examining the relationship between
healthcare users and providers, the healthcare system, and health information. Also, the
intersection between health literacy and COVID-19 knowledge was explored. A mixed-
methods approach was adopted, using a nine-dimensional health literacy questionnaire
among the general population and interviews with healthcare providers in Nigeria. A
self-created questionnaire was also used to investigate the association between health
literacy and COVID-19 knowledge.

Participants (ages 18-65) from three of Nigeria’s six geopolitical zones, along with
16 healthcare professionals, were recruited. The acquired data were evaluated using
multiple regression and thematic analysis and weighted equally in relationship tests.
The association between health literacy and COVID-19 knowledge was also analysed

using Spearman’s rank correlation.

Result: Age, needing help to fill out the survey’, and employment are all important
factors in the relationship between healthcare users and providers; the healthcare
system; and health information. Education improves health literacy, but does not
always determine it. A positive correlation between COVID-19 knowledge and health
literacy was observed, specifically for "actively engaging the Healthcare providers",
"navigating the healthcare system', "ability to find good health information" and

"understanding health information well enough to know what to do".

Conclusion: The factors contributing to health literacy in Nigeria require further
investigation. To reduce inequities, healthcare providers should be enlightened on
health literacy. Better health literacy, involving understanding of the healthcare system
and health information, and active engagement with healthcare providers, can prepare

the general public for future pandemics.
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Chapter 1

Introduction

1.1 Background to the Study

The World Health Organisation (2016) defines health as a state of complete physical,
mental, and social well-being, not merely the absence of disease or infirmity. Over the
years, healthcare has evolved beyond what patients could obtain in the traditional
hospital setting to a transformed way of life for optimal well-being, achieved through
care, cure, and health promotion (Northern NSW Local District, 2016). Health
promotion is a tool for empowering people, communities, and society to avoid factors
that predispose a person to ill health. This is achieved through informed decision-
making that is aligned with good health while adopting a healthy lifestyle (WHO,
2016). Health promotion is established to be cheaper, safer, and better than curing
diseases. It also shifts the total responsibility for good health and well-being from
healthcare providers, society, and the government to individuals, thereby promoting
their active participation (WHO, 2025; Menabde, 2017; Kumar and Preetha, 2012).
One of the key elements of health promotion is health literacy. Health literacy is a
concept that empowers individuals to be active partners in their health matters (WHO,
2016). It is also a key to achieving sustainable development goals (SDG) (Menabde,
2017).

Health literacy has been defined as an individual’s ability to effectively use health
resources to achieve an optimal state of health (WHO, 2016). It is “the knowledge,
motivation, and competence to access, understand, appraise and apply information to
make decisions about healthcare, disease prevention, and health promotion” (Quaglio et
al., 2017). This implies that for an individual to be considered health literate, he must

be able to access the necessary health information, process it, and effectively apply it
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to achieve an optimum state of health (US Department of Health and Human Services,
2025). Health literacy does not stop with individuals; it also touches the healthcare
providers (HCP). The HCPs are expected to supply information to healthcare users
(HCUs) in a way that they can understand (Schwendemann and Thieme, 2023; Finlay,
Meggetto, Robinson and Davies, 2019). Healthcare organisations must ensure that
their practices, vision, mission, and strategies consider their clients’ health literacy to
improve their outcomes (Lloyd, Thomas, Powell-Davies, Osten and Haris, 2018). The
government is to ensure policies, programs, and infrastructures to provide optimum
enhancement of people’s health literacy, considering its overall effect on the healthcare
system (Lloyd et al., 2018).

There are three sides to health literacy: the basics, which is about an individual’s
ability to read and write; the communicative, which is concerned with understanding
and interpreting the information received; and lastly, the critical health literacy, which
focuses on being able to make decisions based on the critical analysis of information
received (Sorensen et al., 2012; Nutbeam, 2000). Although the ability to read and write
enhances health literacy, it does not guarantee a high level of health literacy (Oyewole,
Dipeolu, Ajuwon and Odetola, 2019). This is especially when it involves medical
terminologies or when people are already overwhelmed with the stress associated with

being unwell (Centres for Disease Control, 2024).

There are several advantages to health literacy, which include but are not limited to a
reduction in the cost of care and burden on healthcare resources, an improvement in the
health of individuals, and a lesser need for emergency care and hospitalisation (Marquez
and Ladd, 2019; Rasu, Bawa, Suminski, Snella and Warady, 2015). Health literacy
also aims to bridge gaps caused by socioeconomic status and educational level, thereby
promoting equity (Jansen, Rademakers, Waverijn, Verheij, Osborne and Heijmans,
2018; WHO, 2016). Low health literacy is associated with unhealthy practices; more
hospitalisation; increased use of emergent care, which could be more expensive; less
use of preventive measures; non-compliance with medical instructions leading to poor
health outcomes; and, at the extreme, death (Shahid, Shoker, Chu, Frehlik, Ward and
Pahwa, 2022). Undue burdens are also placed on the healthcare system and providers
(Hickey, Masterson, Reading, Robert, Frulla and Casida, 2018).

Different developed and developing countries conduct studies on their citizens’ health

literacy, exploring its various aspects (Duong, Pharm, Do, et al., 2020; Quaglio et
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al., 2017; Sorenson et al., 2015). Recorded are varying degrees of health literacy
in these countries, which have led to various interventions (Sykes and Wills, 2018).
For example, the European Health Literacy Survey (EHLS), conducted in 2010 and
including eight European countries (Austria, Germany, Spain, Poland, the Netherlands,
Bulgaria, Ireland, and Greece), showed that 47% of respondents had limited health
literacy (Sorensen et al., 2015). This is with the questionnaire for the study translated
into six different languages in the countries, considering the effect of language on
health literacy, as Dowse (2016) noted in their research. A further assessment of health
literacy in Germany seven years later, using the same questionnaire, though a more
comprehensive version, showed that 54.3% of the respondents had limited health literacy
(Schaeffer, Berens and Vogt, 2017). In a study in Zambia, a developing country, six out
of ten participants were found to have low health literacy (Schrauben and Wiebe, 2017).

Even though a community’s health literacy is determined by its people, the HCP
play a significant role in shaping the health literacy of the people (Nesari, Olson,
Nasrabadi, and Noris, 2019; Coelho, 2018; McKinn, Lin, Foster, and McCaffery, 2017).
However, there have been concerns about the health literacy of the HCPs. For instance,
a community-based Centre in Canada found that 50% of the health professionals
participating in the study could not relate to the term ‘health literacy’, and 80%
would appreciate more training on the concept (Coelho 2018). Additionally, inadequate
knowledge and practices related to health literacy were observed in a quantitative
study conducted among 190 Iranian registered nurses (Nesari et al., 2019), while some
physicians were also found to sometimes overestimate their clients’ health literacy
(Cooper, Blucker, Thompson, et al., 2018). On the positive side, the low level of health
literacy among HCPs has led to the introduction of various interventions, such as
developing tools to assess health literacy. An example is the universal health literacy
kit (Brega, Freedman, Leblanc et al, 2015). Also, a health literacy curriculum and
different educational interventions were developed for the HCPs (Finlay et al., 2018;
Karuranga, Sorensen, Coleman, and Mahmud, 2017). Considering the role of the HCP
in the health literacy of the HCU, there may be a need for studies specifically focused
on the HCP in Nigeria.

Searches were carried out across different academic databases for studies on health
literacy in Nigeria. This was not limited to databases that are health-related alone
because health literacy is a concept that is being studied by researchers from various

educational backgrounds and disciplines like librarians, psychologists, and so on (Nwafor-
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Orizu, Emelumadu and Nwabueze, 2020; Aluh, Okonta and Odili, 2020). The findings
from these databases showed that different studies have been carried out on health
literacy in Nigeria. An opinion paper by Adekoya-Cole et al. (2015) expressed concern
for the need to explore factors, such as poverty, low educational literacy, and so on;
that may be affecting health literacy in Nigeria. A study by Shabi and Oyewusi (2018)
that focused on adolescents’ health literacy and the use of the internet for assessing
information revealed that only 37.7% of the respondents had adequate health literacy.
Mental health literacy has also been explored in different dimensions in Nigeria such
as mental health literacy among adolescents (Alu, Anyachebelu, Anosike, and Anisoba,
2018), the study of mental health literacy among undergraduates (Alu, Okonta and
Odili, 2019), among others. There are also, case-specific studies on health literacy, for
example, the study of Nwafor-Orizu, Umunnakwe, and Onwudinjo (2018) on cervical
health literacy among female librarians and the health information literacy study by
Ekoko (2020) among rural women in the southeastern part of Nigeria. However, there
is a study gap on health literacy among Nigeria’s general population. It is also worthy
of note that a systematic review of the literature on health literacy in Nigeria could

not be carried out due to the limited relevant literature applicable to PhD-level research.

The world is just recovering from the COVID-19 pandemic. Various strategies and
measures were employed during the pandemic to combat its spread, including face
masks, hand hygiene, and social distancing (Afolabi and Ilesanmi, 2022). All these
interventions are primarily dependent on individuals, as there is no medical intervention
for the disease (Cable, Heymann, Uzicanin et al., 2021). Additionally, there have been
concerns about the world’s preparedness against pandemics (Cable, Heymann, Uzicanin
et al., 2021) and health literacy can be one of the ways to solve this problem (Thomas
and David, 2021).

1.2 Purpose of the Study

Health literacy is one of the ways a society can improve its well-being. Considering
its advantages in healthcare and the disadvantages associated with its low level, it is
important to explore health literacy among the general population in Nigeria. This is

to identify areas to strengthen and where interventions may be needed.
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1.3 Research Questions

The research questions for this study are:

1. How is the relationship between the healthcare providers and the healthcare users

in Nigeria?
2. What are the interactions of healthcare users with health information in Nigeria?

3. How is the experience of the healthcare users with the healthcare system in

Nigeria?

4. What is the relationship between COVID-19 knowledge and Health Literacy
among Adults in Nigeria?

1.4 Scope of the Study

This study focuses on understanding health literacy in Nigeria from the adult population
and healthcare providers’ perspectives using mixed methods. The study is divided
into two phases; the first phase involves the survey among the adults, referred to
as the healthcare users (HCU), while for the second phase, the healthcare providers
(HCP) were interviewed. The survey was conducted first to contribute to and guide
the second phase. This was to triangulate the findings from both data, thus increasing
the study’s credibility. The study benefited from the views of the large number of
participants from the survey and the deep and rich individual opinions achieved from
one-on-one interviews of the HCP, giving a better context to the study (Office for
Health Improvement and Disparities, 2020). The quantitative aspect of the study
was carried out using a standardised tool - the Health Literacy Questionnaire (HLQ).
At the same time, a one-on-one interview was adopted for the qualitative aspect of
the study. In bringing both studies together, a convergent design was adopted right
from the data collection stage, with the questions from the questionnaire shaping the
questions for the interview. The findings from both studies were individually presented
and equally utilised in the discussion chapter of the study.

A self-developed questionnaire was also adopted as part of the survey to understand
the relationship between health literacy and COVID-19 knowledge in Nigeria. This is
to understand the strategies that may be needed to prepare the people against any
future pandemic. The world is a global village, and with the movement of people from

one country to the other comes the challenge of the spread of diseases.
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1.5 Research Settings

Nigeria, a country in the western part of Africa, comprises six geopolitical zones: South-
west, South-east, South-south, North-east, North-west, and North-central. Three
geopolitical zones, namely Southwest, Southeast, and North-central, were selected
for the survey. This is because of the limited resources and time available for this
study. There was also the COVID-19 pandemic, with attendant restrictions on human
interactions that also affected the decisions and processes for the study. All of these
are in addition to the problem of insecurity and violence, primarily due to terrorism
and religious war in the North-east and Northwest, making them unsafe (Ojo, Oyewole
and Aina, 2023; Ijadunola et al., 2020).

1.6 Significance and Justification for the Study

Health literacy is a global concept regarded as one of the determinants of health.
The health literacy of a country fosters good health and the well-being of the people.
Different countries have researched their health literacy, and the findings have led to
diverse activities and interventions as required. Nigeria, as a nation boasting over
twenty-nine million people (UNFPA, 2024), cannot afford to be ignorant of her health
literacy, considering its positive and negative effects on health. That is why this study
explored health literacy in general as it relates to the adult population in Nigeria.
Additionally, the survey’s focus on adults in the country is significant because they are
the largest group in the population (UNFPA, 2024). Another point that stands the
study out is the methodology adopted, which is mixed- methods, unlike the available

studies on health literacy in Nigeria.

1.7 Researchers’ Role

Before starting this study in 2020, health literacy was a concept that the researcher
was unaware of, even as a registered nurse with over 10 years of practicing experience.
I stumbled upon the concept online and was captivated by its value in the healthcare
and well-being of people. After further research, I came across the study on health
literacy in eight European countries, carried out in 2011, which spurred my concern
for studies on health literacy in Nigeria. At the beginning of this study, there were
just a handful of resources on health literacy in Nigeria, with none giving an overview

of it in Nigeria as it is with some other countries. Given the effects of health literacy
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on human life and health, I decided to explore health literacy in Nigeria, a decision I

remain happy with and intend to pursue further.

1.8 Summary

The first chapter of the thesis introduced the study’s focus: health literacy in Nigeria.
The importance of the concept in the healthcare system was explained, while the
significance of the study was highlighted. Lastly, the researcher’s reflection on the

choice of topic was discussed.



Chapter 2

Literature review

2.1 Introduction

This chapter reviews the relevant literature on health literacy. It includes seven sections,
in which various aspects of health literacy were explored. These include definitions of
health literacy, general literacy, and education. Also considered were the different tools
for measuring health literacy among the general population and among health care
providers (HCP), as well as the determinants of health literacy. Furthermore, Health
literacy in the United Kingdom was compared with that in Nigeria, with an overview

of Nigeria as a country. The chapter concludes with an overview and a conclusion.

2.2 Definitions of Health Literacy

Health literacy has been defined differently over the years (Liu et al., 2020; Pleasant
et al., 2016; Sorensen et al., 2012; Ratzan and Parker, 2006; Nielsen-Bohlman et al.,

2004;), and some of these will be discussed in this section.

Simmonds (1974) first used health literacy to measure how health education was
taught in schools. Bee (1985) used the terms to refer to the knowledge of people in
Shawara, a village in Malaysia, about the causes, lines of treatment, and prevention
of diseases, including food taboos. This approach to health literacy was focused on
diseases and the people’s knowledge of them, laying the responsibility for health literacy
on them. Ratzan and Parker (2000) defined HL as a measure of an individual’s ability
to obtain health information, understand it, and make intelligent decisions based on

the information received. This definition, though, still puts the responsibility for health
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literacy on the health care users (HCU) recognises the fact that there is a need to
supply the correct information to the people. However, how well the information can
be applied depends on an individual’s ability to translate the information received into

what can inform their health decision.

The definition and explanation of what HL is, according to Nutbeam (2000), linked
HL to Literacy. According to his explanation, literacy can determine a person’s level
of health literacy. Nutbeam divided HL into three levels: Functional health literacy,
interactive health literacy, and critical health literacy. Functional health literacy focuses
on reading, writing, and relating to basic numeracy (Ekoko, 2020; Nutbeam, 2000).
Tejero et al. (2022) emphasised functional health literacy as a tool needed for an
individual to actively participate and enjoy basic health care and everything a society
offers. Functional health literacy is the ability to read the drug dosage (which most
often comes in numbers), the side effects, the drug’s safety, and follow the doctor’s
instructions (pleasant, 2014). All these fall under functional health literacy. The second
level of health literacy introduced by Nutbeam (2000) is interactive or communicative
health literacy. This goes further than functional health literacy in that the individual
can communicate and carry out daily life activities, including communicating their
needs and participating in decisions about their healthcare. (Task and Finish group of
health knowledge and library specialists, 2023; UCL Institute of Health Equity, 2015).
Ownby et al. (2014) also corroborated this view while emphasizing the importance of

the content of the information supplied.

The third level of HL (Nutbeam, 2000), critical health literacy, was described as
an individual’s ability to analyze information received and make informed decisions
based on it. For instance, being able to read and write may not lead to the person
engaging in healthy practices. Peng et al., (2018) cited the example of antibiotics,
which some educated people misuse. The ability to read, write, and make decisions
on health information may make an individual health literate, which shows that HL
is beyond education. Other factors that were recognized to influence HL include age,

socioeconomic status, language, cultural beliefs, and the environment (Davis et al.,
2020; UCL Institute of Health Equity, 2015).

Another dimension to explaining what health literacy means is seen in the definition
given by the WHO (2024). Although literacy is recognized as necessary, health literacy

is regarded as possessing the proper knowledge and skills and being confident enough
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to apply them. This can be done by adopting lifestyles and ways of living that
improve an individual’s and the community’s health. Health literacy enhances people’s
understanding of the importance of the determinants of health. This definition shifts
the focus of health literacy from individual well-being to society at large through
the combined activities of the people in the community Oyewole et al., 2019; Agency
for Healthcare Research and Quality, Accessed 21/02/25). Expanded by some other
authors (WHO, 2019; Finlay et al., 2018; Lloyds et al., 2018; Bonaccorsi et al., 2016),
this definition of health literacy did not just saddled individuals with responsibility
for it but involved the different health stakeholders such as government, media, the
health care professionals, and organizations. This implies that it is not just about
the HCUs being able to read and write or understand the doctors’ writings; a health-
literate healthcare provider will take into cognisance the level of health literacy of their
client to understand each client and relate with them based on their level of health
literacy (Health Literacy Toolkit 2nd Edition, 2023). Health literacy is the skills and
capacity needed to get the best out of health care or supply health information and
services to others (CDC, accessed 21/02/2025). This implies that healthcare providers
are expected to possess some skills required to deliver healthcare to clients (Coelho,
2018b). Healthcare providers are expected to supply health information and services
in ways people can understand (CDC, accessed 21/02/2025.). They are expected to
understand what people are saying, directly or indirectly, and they should know how
to relate to different situations. It is the sum of these skills and competence that
determines whether a health care provider is health literate or not, since health literacy
is regarded as what is done by the health care organization and professionals to make
health information and services understandable and actionable (Task and Finish group
of health knowledge and library specialists, 2023; UCL Institute of Health Equity,
2015). The collaborative effort of the HCU and the HCP to reflect health literacy is
expressed in the explanation given by Sorensen et al. (2013) as when “the expectations,
preferences, and skills of individuals seeking health information and services meet the

expectations, preferences, and skills of those providing information and services.”

Ownby et al. (2014) regarded health literacy as a composite of what was described as
ASK, that is, “ability, skills and knowledge". Harrington and Valerio (2014) streamlined
health literacy into communication. They emphasized the patients’ ability to express
themselves and listen effectively to interact with the healthcare providers, interpret
health information, and understand the healthcare system. This was termed “verbal

exchange health literacy.” (Harrington and Valerio, 2014). However, health literacy is
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argued to be beyond patients’ communication ability, rather it involves the collaborative
efforts of the HCP and the healthcare organisations (Grabeel, 2025; CDC, accessed
21/02/25; WHO, 2019)

2.2.1 Summary of section

Health literacy is an evolving concept (WHO, 2016). So far, there are no consensuses
regarding the definition of health literacy. However, all the authors who defined
health literacy agreed that it has a key role in determining the health of individuals or
society at large. Opinions about the effect of education were diverse. Some authors
emphasised education as necessary for health literacy, while some regarded HL as
beyond education. Overall, none of the authors disregarded the role of education in
health literacy. Some definitions also highlight the need to shift health literacy from
individuals to all healthcare stakeholders. Three levels of health literacy were identified:
organisational, professional and personal. Community involvement is also recognised
in health literacy. For this study, the definition by WHO (2016) would be adopted,
which is the ability to “gain access to, understand and use information in ways which

promote and maintain good health” for individuals, families, and the community.

2.3 Literacy, education, and Health literacy

2.3.1 Introduction

This section of the literature review will discuss the relationship between general
literacy and health literacy. This will serve as a prelude to the various definitions
of literacy and health literacy. The relationship between literacy and education will
be discussed, with implications for health literacy. The section will conclude with a

summary.

2.3.2 Literacy, education and health literacy

Literacy is generally understood as the ability to read and write. However, the
National Literacy Trust (2017) defined literacy as being beyond the ability to read and
write; it includes the capacity to speak and listen to allow effective communication
with the world around us. United Nations Educational, Scientific and Cultural
Organization (UNESCO) describes it as “the ability to identify, understand, interpret,

create and compute using printed and written materials associated with varying
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contexts.”(UNESCO, 2025). It is regarded as a tool necessary for effective participation
in society. Literacy involves translating the knowledge of reading and writing to other
aspects of life and not just being able to read and write (UNESCO,2025)

The word ‘literacy’ is used in different fields to describe knowledge and proficiency in
these fields (UNESCO, 2017). Examples of this are financial literacy, digital literacy,
legal literacy, and so on. Health literacy may be considered one such adjectivised

literacy.

Compared to educational literacy, health literacy is an individual’s ability and skills
to access, understand, and evaluate health information to guide their health decisions
(UCL Institute of Health Equities, 2015). WHO (2016) defined health literacy as
effectively using health information to pursue optimum health. It is the knowledge,
motivation, and competence to access, understand, appraise, and apply information to
make decisions for healthcare, disease prevention, and health promotion (Quaglio et
al., 2017). Additionally, it encompasses personal characteristics and social resources
needed for individuals and communities to access, understand, appraise, and use
information and services to make decisions about health (WHO, 2016). Although
health literacy involves the ability to read and write, it incorporates the ability to
access, engage, and effectively utilise health information and services. Health literacy
has three parts: functional health literacy, interactive Health literacy, and critical
health literacy (Nutbeam, 2000). Functional health literacy is the ability to read and
understand health information and instruction, which can be in numeracy and print.
Interactive health literacy is the ability to understand health information and apply
it in decision-making concerning health. Critical health literacy reflects healthcare
consumers’ power concerning their health as they can actively participate in decision-

making concerning their care.

General literacy can be related to functional health literacy, as both focus on the ability
to read and write. However, since functional health literacy is just an aspect of health
literacy, general literacy cannot be used to determine a person’s health literacy (UCL
Institute of Health Equities, 2015).

One of the denominators that have been linked to health literacy is literacy (Vamos

and Yeung, 2017). The word literacy is interchangeably used with education, although
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the two words differ. Education is of a broader scope compared to literacy. Education
is regarded as a discipline and activity related to teaching and learning, mainly in
a school or school-like environment (Hammann and Nehm, 2020). Different grades
and levels are applied to education, such as basics, college, degree, and so on, which
may not be obtainable with literacy generally. However, people with higher education
tend to have higher literacy levels (Vamos and Yeung, 2016). The level of education
can also be proportional to the level of health literacy (Chen et al., 2022), implying
that the higher the level of education, the higher the level of health literacy can be.
This is shown when comparing the different educational levels with health literacy.
However, a high level of education does not translate directly to being health literate, as
people with high educational levels can still have low health literacy. This shows that,
although there is a strong connection between education and health literacy, sometimes
they may not be directly proportional. This is because there is the possibility of other

factors influencing HCU’s responses, two of which will be considered:

1. Anxiety associated with being sick: people take up the sick role when they are
having challenges with their health (Patel et al., 2018; Ed Mitchell, 2013). This
makes them prefer to depend on the health care provider to get well quickly
(Chesire et al., 2021). The anxiety associated with their state of health, coupled
with fear of what the outcome could be, can affect the reasoning power of the
healthcare receiver. However, the effect of this on health literacy may differ from
that on education. While those with higher levels of education may not have
issues with functional health literacy, they may not be able to cope with the
interactive and critical level of health literacy. In contrast, those with low levels

of education may become confused even at the level of functional health literacy.

2. Choice of words by healthcare providers: It has been shown in previous writings
that health literacy goes beyond healthcare consumers. It involves healthcare
providers, organisations, government, and other healthcare stakeholders. The
choice of words by the health care providers can go a long way in determining
how well the health care consumers can relate to the health care system (Health
Literacy Toolkit 2nd Edition, 2023; Dodson and Osborne, 2014). Someone with
a high level of education in a particular field, for example, engineering, will have
sets of words that they use in their field. Such a person, though well-educated,
may not be able to understand some medical terminologies (Tavakoly et al., 2020).
For example, an individual who is to have a blood test and has been asked to go

to the phlebotomy department may be wondering what this means, even though



14 Literature review

he is educated. An individual with just a basic level of education may interpret

a high blood sugar level to mean something good!

2.3.3 Conclusion

Literacy and education may be used interchangeably in some contexts but not when
it concerns health literacy. Also, being educated does not automatically translate to

being health literate, although education positively influences health literacy.

2.4 Health Literacy Tools

2.4.1 Introduction

This literature review section explores some tools for assessing health literacy among
the general population. It will then evaluate some of these tools, including the other
interventions that different countries are implementing to address the issue of health
literacy among their citizens. The tools for assessing health literacy among healthcare
providers and organisations will also be considered. Finally, the section will wrap up

with a summary of what could be deduced from these assessments.

2.4.2 Criteria for selection of tools for review and the review
of the selected tool

Health literacy measurement has been identified as of great importance in improving the
health outcomes of the general population (WHO, 2016). Through this, baseline data
for people’s health literacy can be developed with any interventions needed (Sorensen
et al., 2015; UCL Institute of Health Equities, 2015). It is important to note that
two words were used interchangeably in the literature in describing health literacy
assessment among the general population, even though the words should have different
meanings. These words are screening and measurement. Screening tools tend only to
group people based on their likelihood of having a health condition without considering
other factors like the causes of the highlighted issues and the probable solutions to
the identified problem (New York State Department of Health Accessed 21/02/25 ).
Measurement concerns individuals’ capacity, with no reference to their interaction with
health information or the healthcare system (Shum et al., 2016). Some selected tools
will be considered in this review. The tools’ selection was based on how long the tool

has been introduced and the recorded usage or popularity. This is to understand the
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progress in developing health literacy tools over the years and to assess the relationship

between them, if any.

Samora introduced the first peer-reviewed measuring tool for health literacy (Samora,
Saunders and Larson, 1961). This was before the word health literacy was first used by
Simmond (1974). The tool, “Comprehension of 50 medical terms,” focused on medical
vocabulary knowledge among the general population. Even though the term health
literacy was not attached to this tool, the tool was meant to test the ability of the
participants to understand simple sentences formed from these medical words. Rapid
Estimate of Adult Literacy in Medicine (REALM) was introduced in 1991 (Davis et
al., 1993). The tool assessed the participants’ reading levels by evaluating the patients’
pronunciation of 125 medical words. This resulted in the grouping of the participants
into four reading levels. REALM has been refined over the years, with the number of
items reduced (David et al., 1993), and it can be regarded as one of the most widely
used tools in health literacy, with some other tools developed based on its principles.
Test of functional health literacy for adults (TOFHLA) was introduced four years
after the introduction of REALM (Parker et al., 1995). As the name implies, the tool
concerns functional health literacy (Nutbeam, 2000), like REALM. However, TOHFLA
covered a broader area in its assessment, including numeric calculation, comprehension
reading, and the patient’s ability to seek information, an advantage above REALM. It
comprised 64 items, estimated to take 22 minutes to complete. Assessing the content
of this tool about the definition of health literacy shows a deficiency as it is not
comprehensive enough, and having 64 items may not be an easy task for an average

member of society.

The medical achievement Test (MART) was introduced in 1997 (Hanson-Divers, 1997).
It focused on testing how well the patients could recognize some medical words like
a prescription. It comprised 42 items, which were to be completed in 5 minutes
by the participants. The less time needed to complete this tool can be regarded
as an advantage over the previously described tools, although the domain explored
is still limited. The shortened form of TOFHLA was introduced in 1999 (Baker et
al., 1999). STOFHLA comprised 40 items compared to the 64 in TOFHLA, taking
ten minutes less to complete. However, the domain assessed is still the same as
the TOFHLA, which is still not comprehensive about the definition of health literacy.
However, the advantage of using less time to complete the assessment cannot be ignored.
The introduction of the short form of Rapid Estimate of Adult Literacy in Medicine
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(REALM-R) (Bass, Wilson and Griffith, 2003) moved the health literacy assessment
forward as it comprised only eight items that took only 2 minutes to complete. However,
the REALM-R was still based on the pronunciation of medical terms, which can be
argued to be incomprehensive because health literacy is beyond the pronunciation of
words. The brief Health Literacy screener (Chew et al., 2008) was even shorter than
REALM_ R as it comprised three items, taking one and a half minutes to complete. It

focuses on the patients’ information-seeking ability, a domain not considered in REALM.

Another dimension to the method of application of the tools was shown in the 191
items comprehensive computer-based survey, which was done in addition to the face-to-
face method of administration, in the tool “Health Activities Literacy Scale of NALS
—(HALS) (Rudd and Yamamoto, 2004). This can be regarded as an improvement
and means of overcoming the limitation associated with the face-to-face medium of
administration of the assessment test. Also, a survey allows for the recruitment of
more participants, which can be an advantage. However, the number of items may not
be a plus for the tool, considering that the previous tools produced the shorter version,
reducing the number of items. Medical data interpretation test MDIT (Schwartz,
Woloshin and Welch, 2005) focused on how well the patients could make sense of
medical risks, a domain the previous tools did not consider. The newest vital signs were
set in English and then Spanish. The tools comprised three items to be done face-to-face
in 3 minutes. It sought to test health literacy using numeracy and comprehension
using ice cream labels, which could be regarded as one of the day-to-day items people

relate to in their food choices for healthy living.

The attention to tools for assessing health literacy has gained more popularity after
2004. This is because more tools have been released every year since 2005. The Short
Assessment of HL for Spanish-speaking adults (SAHLSA-50) was developed in 2006
(LEE et al., 2006). SAHLSA-50 was focused on the pronunciation of medical words in
Spanish. It comprises 50 items, which were expected to be completed in four and a half
minutes. Language is regarded as a factor in determining health literacy, so having
a language-oriented tool can be considered an advantage over those not (Pleasant,
2014). Single item screener had just one item, which was to be completed in one
minute (Bonaccorsi et al., 2017). The subjective numeracy scale (Zikmund-Fisher et
al., 2007) was one of the tools published in 2009, which is based on self-assessment and
numbers. BRIEF HL screening tool (Wallston et al., 2013) had its domain on number,

comprehension, and the ability of the patient to seek information (Ishikawa et al.,
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2008). Evolving are the Shortened and language-oriented forms of the published tools,
such as the short assessment of HL for Dutch patients (Maat, Essink-Bot, Leenaars
and Fransen, 2014), the short test of functional HL in Mandarintools (Mantwill and
Schulz, 2016), and different shortened forms of the European HL survey.

The health literacy questionnaire was introduced in 2013 (Osborne et al., 2013).
The tool has the advantage of considering nine domains of health literacy, each of which
tests for health literacy exclusively. As reviewed on the Health Literacy Tool Shed
platform (New York State Department of Health, accessed 02/20/2022), this tool can
be used in diverse settings, including national and general surveys and clinical settings.
It is a valuable tool among researchers, healthcare practitioners, and governments. It
has been validated in at least nine countries and translated into different languages,
and the review continues. So far, it has been used in over 55 countries, including

Nigeria, to assess health literacy, and this number is still increasing.

2.4.3 Observations from the assessed tools
Health literacy definitions and tools

Health literacy definitions and tools Health literacy is gaining ground in different
countries across the globe (Pleasant, 2013). For effective determination of the context
of a term, most significantly, for it to attract policy intervention, there is a need for
proper measurement of the term; as the saying goes, “If it can be measured, it can
be managed". Over the years, different tools have been developed to measure health
literacy. Over 200 peer-reviewed tools have been introduced to assess health literacy
among the general population and still counting (New York State Department of
Health, accessed 02/20/2022). However, there is yet to be a consensus on the content of
a standard tool for measuring health literacy. This is attributed to the fact that there
is yet to be a generally acceptable definition for Health literacy (Pleasant et al., 2016;
Malloy-weir, Charles, Gafni and Entwistle, 2016). A standard definition of Health
literacy is supposed to aid the development of a unifying assessment tool that can be
generalised and help the establishment of policies on health literacy (Malloy-weir, 2016;
Pleasant, 2014; Sorenson et al., 2013). Using health literacy tools in the clinical setting
could lead to better awareness and better outcomes for the patient (Dijkman, Brake,
Drossaert and Doggen, 2023). This is because it may not be easy to know patients with
low health literacy as they may find it difficult to admit it due to shame. Also, the

need to change healthcare professionals at different appointments and the workload on
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the healthcare providers can make it a challenging task to take time with each patient
to understand their health literacy (Dijkman et al, 2023). Relying on gut feelings may
also not be effective, as overestimation of HCU’s health literacy has been documented
(Johnson, 2015). All of these make having tools to assess health literacy desirable.
Altin et al. (2014) also wrote that assessing health literacy in the general population

can be regarded as a multi-directional approach to evaluating health literacy.

The use of health literacy tools in the Clinical settings

It is important to note that the health literacy tool is not meant to be used in the
routine clinical care of patients as it is yet to be proven to influence the patient’s
experience and outcome. Instead, it can lead to labelling individuals, harming their
experience with the healthcare system (Pleasant, 2014). The tools instead are to be
used for research to develop strategies and policies for health illiteracy (Weiss, 2017).
Another recommendation for ensuring a better experience for the HCUs, no matter
their health literacy level, is using the Health Literacy Universal Precaution Toolkit
(Brega et al., 2015). This is because it advocates clarity and simplicity of health
information and interactions between the HCP and the HCU.

All the tools considered in this review comprised questions of varying numbers, the
least being one question (Bonaccorsi et al.,2017), with the approximated time frame
for attempting the questions being between 1 minute and one hour (Ownby, 2014).
According to Whiting et al. (2017), before developing a new tool, it is essential to note
the reason for the development, which may be to build on the previous ones. However,
this does not seem to be so in the early development of the tools for health literacy.
This is because there is no consistent pattern in the number of items in the tools over
the years. However, this challenge is being resolved by developing shortened forms of

different tools.

Mode of administration of health literacy tools

Different modes of administration were observed in the tools over the years. This varies
from face-to-face (Connor, Mantwill, and Schulz, 2013) to paper and pencil (Paival et
al., 2020), computer-based (Slesinger et al., 2020), survey mail (Schwartz, Woloshin
and Welch, 1999) and via telephone (Sakib et al., 2019). However, the most used mode
of administration observed in the tools is face-to-face. Different settings will need
different approaches to administering health literacy tools, each with its advantages

and disadvantages. More importantly, things are changing generally, and this includes
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research studies. The use of the Internet is increasing and gaining popularity in all
fields. The possibility of using various internet-based platforms, such as Webex, Teams,
and so on, can also be explored when administering research measurements. However,

the setting and the target population for a study will be significant determinants.

Acceptance of Health Literacy in Different Countries

Most of the tools for assessing health literacy, especially in the early years of the
concept, seem to have been developed in the USA (Pleasant, 2013; Samora et al., 1961.
It also seems that the concept has gained more popularity in the US. However, this
is changing as different countries are recognising the importance of the concept and
actively working with it. Between 2009 and 2012, a health literacy survey was carried
out in 8 European member countries (Sorensen et al., 2015). The health literacy test
for limited literacy was validated in South Africa in 2019 (Marimwe and Dowse, 2019).
These are just some of the many countries that are developing tools for exploring
health literacy. However, even though health literacy is not a new concept in Nigeria,
as evidenced by the different studies on it (Adedimeji et al., 2017; Ayamolowo and
Akinrinde, 2020; Ekoko, 2020), to the best of my knowledge, there is yet to be a
validated tool on health literacy developed in Nigeria.

Languages Use in Developing Health Literacy Tools

The tools introduced in the early days of the development of health literacy tools were
done in the English language (Schwartz, Woloshin, Black and Welch, 1999), and those
that were done in other languages were mainly translated from the English versions
(Bonaccorsi et al., 2017; Schwartz et al., 2005). This could be thought-provoking as
health literacy can be linked to culture and language, and health literacy should not be
judged from the Western point of view since each locality has its culture and language
(Devray and Guchup, 2012). However, translated tools are as effective as the original
versions once the necessary procedure for translation is followed (Rademakers et al.,
2020). In translating a tool to another language, the focus is not just on the literal
translations of the words used but also on the context and cultural application of such
words that are to be applied. Six steps are identified in translating health literacy
instruments (Rademaker et al., 2020). This includes forward translation by a bilingual
expert in the field. The translated version is assessed and corrected by bilingual experts
who understand English and the target language. The backward translation stage is
done by an independent expert who is also bilingual, has English as the mother tongue,

and does not know the original version of the questionnaire. This expert translates the
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new language back into English. From these back-and-forth translations, a consensus is
reached on the translation. A pre-test of the questionnaire on a representative sample
of the targeted population follows this. The necessary corrections and adoptions are

then made, and the tool is documented appropriately.

Health Literacy domains

Most of the assessed tools tested those health literacy domains that revolved around
the patient’s ability to read and write, pronounce some medical terminologies and relate
with some numeracy. All these fall under functional health literacy. On a brighter note,
the health literacy questionnaire considered nine domains, exploring the various aspects
of Health literacy, which is an advantage over others. This study will explore health
literacy in Nigeria, using the Health Literacy Questionnaire (HLQ) as the measuring

tool.

Summary

Assessment tools for health literacy are still emerging. More instruments are needed to
measure the level of literacy among the general population and evaluate the effect of
any intervention based on the assessment. There is an argument about the effect of
using health literacy assessment tools in day-to-day activities related to the HCU. This
is because it can be time-consuming and lead to labelling patients. Rather, it may be

better to relate with all patients using a universal health literacy kit.

Health literacy assessment is to be done at the research level, and the findings can
inform the necessary measures to be put in place. Another benefit of the assessment is
that it can help to inform the policies to be put in place to ensure that every member
of the society gets the best out of the healthcare system, regardless of their level of
education, social status, race, creek, or location. The assessment can also inform other

areas for research.

There is a need to explore the other domains of health literacy, not just the functional
aspect, which is common to the available tools. The use of internet-based media for
the administration of tools can also be explored, keeping in mind the settings for the
study and the target population. Translating a tool from one language to another may

not constitute a disadvantage.
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2.4.4 Conclusion

This section has explored some of the tools available for assessing health literacy among
the general population, pointing out the areas where further work may be needed. A

summary table of the review can be found in Appendix (i).

2.5 Health Literacy among the healthcare providers.

Health literacy is beyond the healthcare users (Rajah et al., 2017). Healthcare
professionals and organisations have their roles to play in people’s health literacy
(Bonaccorsi and Lorini, 2024; Dinh, Nguyen and Bonner, 2022). There are no
consensuses as to the beliefs of the health care providers about their patient’s level of
health literacy and their actual level of health literacy (Voigt-barbarous and Brutt,
2020; Storms et al.,2019; Atcherson et al., 2013). This implies that the health literacy
of healthcare users can be overrated or otherwise. Some of the factors that could be

responsible for this are:

1. The Allocated time for consultation: The time allotted for the health care provider
to interact with the patient can affect their judgment of their health literacy.
(Rajah et al., 2017). Healthcare providers may have to be time conscious, so they
cannot take time out to interact with healthcare users well enough to understand

their health literacy level.

2. Decision-making in the healthcare system: The belief or understanding of the
healthcare provider on the level of participation that should be expected or
allowed from the HCU has a role in their health literacy and outcome (Drossman
and Ruddy, 2020). They are supposed to enable healthcare users to make decisions
about their health. The traditional way of health care services puts the providers
as the ‘boss’ which empowers them to make decisions for the patients without
much consideration given to their understanding, opinion, or decision on the
prescribed modality of care (Murgic et al., 2015; Lambert et al., 2014). Shared
decisions allow healthcare providers to have a better understanding of the patient.
Also, the patient, through effective communication, could understand their health
problem and the available options of care (Montori et al., 2022). There should be
room for patients to understand what is wrong with them, the available options
in terms of care, and the proposed care modality. This emphasises the ethical
law of autonomy and the focus of health care on health promotion (WHO, 2016).

Shared decisions allow the patient to be at the centre of their care because their
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preferences are considered in deciding their care (Grover et al., 2022). It can be
argued that permitting patients to make decisions about their health can burden
patients already suffering from poor health (Cheshire et al., 2021). However, to
promote patient-centred care, their direct involvement cannot be overemphasised
(WHO, 2016).

3. The frequency a healthcare provider has in caring for a patient can help develop
a better understanding of who the patient is beyond the sickness (Lambert et al.,
2014). However, it is not always possible for a patient to meet with the same care
provider whenever they need to visit the hospital. Documentation is supposed to
aid in the continuity of care among HCPs. However, without a definite yardstick

for assessment, a subjective view of health literacy may not always be accurate.

At this juncture, it is important to note that the aforementioned factors on the practices
of HCPs with the HCU are based on the assumption that HCPs are health literate and
that the HCUs are not. This is probably why many tools and instruments have been
developed to determine healthcare users’ health literacy level, as shown in the previous
section. With the many studies on the health literacy of the general population,
it is difficult to find instruments explicitly developed to assess the level of health
literacy of healthcare providers. The question to ask at this juncture is, can it be
assumed that all healthcare providers are health literate? Is it possible for a healthcare
provider to be health illiterate? Can we assume that all healthcare providers know
how to assess their patient’s health literacy? Do they know the strategies to put in
place to help those patients who seem to have low levels of health literacy? If health
care providers are assumed to be health literate, is it that they learn it in school
or that it just becomes part of them as they relate with patients? These questions

are essential considering the effect of health illiteracy on the health outcomes of patients.

A study by Cafiero (2013) showed that the nurse practitioners in the survey, though
demonstrated a vague idea of what health literacy is, have their knowledge of the
concept to be low. A mixed-method web-based study among healthcare professionals
in the oncology department of a community-based cancer centre in Canada showed
that only 50% of the participants could relate to health literacy. 84% would want to
be trained in it (Coelho, 2018). The respondents in this study expressed their lack
of knowledge of assessing their clients’ health literacy level and did not understand
the need to consider their health literacy level. Budhathoki et al. (2019) explored
how true the assumption that healthcare providers are health literate was by studying

how well a group of undergraduates studying medicine could relate to the healthcare
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professional and healthcare system. It would have been expected that the students,
being in the medical field, should be able to interact effectively with the healthcare
facility and practitioners. However, this was found not to be so. All these studies show
the presumption of the assumption of HCU’s health literacy. This is an area of study

to be considered in the future.

2.6 Strategies for enhancing health literacy and
dealing with low health literacy.

2.6.1 Introduction

As Pleasant et al.(2014) pointed out, using different measuring tools is not recommended
to address the issue of health illiteracy in individuals. Rather, it is to serve as a measure
to determine a community’s health literacy level and develop intervention strategies
(Weiss,2017). Different strategies have been identified to influence health literacy
among healthcare providers and users (Oo et al., 2015). Some of these will be discussed

in this section.

2.6.2 Approaches to enhancing health literacy

In dealing with health literacy, considering a multilevel approach may be more beneficial
(McCormack et al., 2017). This is because health literacy involves multiple stakeholders
and factors (Health Literacy: Past, Present, and Future: Workshop Summary, 2015;
Hernandez et al., 2017), and so to have an effective outcome, it may be necessary to
combine different strategies. Five multilevel strategies were proposed by McCormack et
al. (2017), which are accumulation, amplification, facilitation, cascade, and convergence.
These strategies can be used singularly, and they can be combined at different levels,

and they are:

o Accumulation strategy: This strategy suggests that the desired outcome is
determined by combining different interventions, even though each intervention

is independent.

o Amplification strategy: this is when an intervention serves as a boost for another,

increasing its effectiveness and thereby enhancing the shared outcome.

o Facilitation strategy: This creates the atmosphere for an intervention to be

effected. It works to remove obstacles and enhance an intervention to be effective.
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o (ascade strategy occurs when an intervention affects other strategies at different

levels.

» Convergence strategy occurs when different interventions are set to strengthen
each other, thereby increasing their effectiveness individually and enhancing the

outcome.

2.6.3 Methods and interventions for enhancing health literacy
How of communication.

Health information must be accessible to all and can only be measured from the
recipients’ perspectives (Task and Finish group of health knowledge and library
specialists, 2023). The effective flow of communication between the HCUs and the
health care provider depends on the information supplied and how it is passed. (Health
Education, England, 2021). Plain language should be used for written and spoken
health information rather than complex and complicated medical terminology (Brega et
al., 2015). There are different techniques for ensuring effective communication between
the HCP and the HCU (Eakin Healthcare, 2024). These include:

o “Keep it simple”: This is achieved by using plain language and simple words that
even young children can understand. It also involves consistency in the use of

terms and short sentences.

o “Chunk and check”: This deals with avoiding overloading the HCU with a large
quantity of information simultaneously. Instead, the information could be put in
sections and bits

o “Teach back”: This is by assessing the understanding of the information supplied.
This can be achieved by asking the HCU to explain what they were told. This

allows any missed information and misconceptions to be corrected.

o Offering to help: People who cannot read may find it difficult to admit it. This
is because of feelings of shame and embarrassment. To address this, the HCP
should assume that all their clients/patients cannot read and should read to all.
As a result, those who cannot read will not face the challenge of admitting they

cannot read and asking for help.
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Having standards and laws to ensure health literacy

This may concern healthcare organisations more than individuals. A health-literate
organisation implements measures that encourage health literacy. This can start with
having a standard that everyone in the organisation is to work with (Llyod et al.,
2018). An example of such a standard is the National Culturally and Linguistically
Appropriate Services (CLAS) standard in the USA, referenced in Ohta (2015). This
standard aimed to reduce disparity and inequalities in healthcare settings, giving

everyone equal rights and access to care.

Development of content with the audience in mind.

Considering the audience for a piece of information can go a long way in ensuring
effectiveness in communication. This can include the language, migration status and
cultural background of the recipient of the information. For instance, a cross-sectional
survey by Beauchamp et al. (2015) showed that immigrants who do not speak English
at home tend to have low health literacy. Every country member should have access to

health information in a way they can understand.

The use of pictures and symbols

Appropriate pictures and symbols can help simplify health information (UCL Institute
of Health Equity, 2015). This can help with functional health literacy, especially for
those who find it difficult to read and write. Pictures and symbols make information
simple for the audience to understand easily. The images can also be used in addition
to prints to drive home the point being discussed (Task and Finish group of health
knowledge and library specialists, 2023). However, the audience must be considered

when developing a picture to avoid confusion (UCL Institute of Health Equity, 2015).

Training of the health care providers.

Healthcare providers are to be made aware of the importance of health literacy in
patients’ outcomes. This is because healthcare providers can be health illiterate
(Budhathoki et al. (2019). The study by Rajah et al. (2017) showed that healthcare
providers were eager to improve their health literacy knowledge, leading to higher
productivity and effectiveness in dealing with HCU (Coelho, 2018). Integrating health
literacy into the medical school curriculum and ensuring continuous development

programmes can go a long way in equipping healthcare providers.
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Ensuring Basic Education for all

Education positively affects health literacy, and ensuring basic education for all will
help their health literacy (Sorensen et al., 2015). Also, people’s level of education is
linked to their opportunity for a better career, which can affect their income. The
economic status of people can influence their health literacy due to the opportunities
and information that they can access (WHO,2016; UCL Institute of Health Equity,
2015).

2.7 Comparing Health Literacy in the United Kingdom

and Nigeria

2.7.1 Introduction

This section gives an overview of health literacy in the United Kingdom and Nigeria.
Although the two countries are far apart in terms of development (Nigeria is regarded
as a developing country), it is essential to compare the available resources on health
literacy in both countries. This is because Nigeria, a country that gained independence
from Great Britain, has its practices in education, governance, healthcare, and so
on modelled after the British way (Nwashinku, Onu and Okonkwo, 2023; Fwatshak,
2022; Schram, 1971) and later reformed to reflect some American styles (Hauwa, 2023).
This prompted the need to assess health literacy in the country regarded as Nigeria’s
foundational role model and, from there, to gain an understanding of health literacy in
both countries. Additionally, although the focus of this study is Nigeria, it is being
conducted from the United Kingdom. Therefore, it is expedient for the researcher, who
is also a licensed nurse in the United Kingdom, to understand health literacy in the
United Kingdom.

2.7.2 Health Literacy in the United Kingdom

One of the UK government’s policies on Health focuses on making health services
available and suited to all (Task and Finish group of health knowledge and library
specialists, 2023; Turner and Clegg, 2014). The government is striving to eradicate
inequality, one of the sources of which is low health literacy (UCL Institute of Health
Equity, 2015). Low health literacy has been identified as one of the significant barriers
to the use of the healthcare system and information in the United Kingdom (Task

and Finish group of health knowledge and library specialists, 2023; UCL Institute of
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Health Equity, 2015). Although there is yet to be a United Kingdom or England-wide
survey on health literacy assessment, diverse studies have been done on health literacy
in the United Kingdom. The European Health Literacy survey showed that 1 in 2 of
the members of the European countries have limited health literacy (Sorensen et al.,
2015. The study by Rowlands et al. (2015) found that the health information materials
produced in English were too complex for the native adult working population. Six out
of ten adults struggle with understanding health information that includes figures and
arithmetic. Also, education among adults in the United Kingdom is relatively lower
than needed for adequate health literacy (Rowlands et al., 2015).

The first health literacy assessment survey in the United Kingdom was in Stroke-
on-the-Tent among the general adult population. The study was prompted by a lack
of data on health literacy in the city (Protheroe et al., 2017). The study revealed
that more than half of the subjects (52% ) had limited health literacy. This is similar
to the findings from EHLS of some European countries, such as Bulgaria and Spain.
Although there is no nationwide assessment of health literacy in the United Kingdom,
an assessment of the printed materials used in passing across health information showed
that the language used in the print was far too complex for the level of skills possessed
by an average adult in England. The figure increases when the print involves some
numeracy (from 43% to 63%), cutting more than 15 million of the working-class
population from the needed health information (Public Health England, 2017). This
aligns with the longitudinal cohort study by Kobayashi et al. (2014), where adults with
less functional health literacy have a higher mortality rate. This emphasises the need

to have health information presented in ways that could be more accessible to the HCU.

Different work and interventions involving various stakeholders in the healthcare
system have been put in place to improve health literacy in the United Kingdom.
The United Kingdom government has set up a collaboration for health literacy, which
involves Health Education England, the NHS, and Public Health England (Public
Health England, 2017). These three bodies have developed strategies for adequate
health literacy at individual and corporate levels. One of these strategies is training
healthcare providers and consumers on health literacy, which creates a sense of awareness
about health literacy. There was also special training for the healthcare providers.
For example, general practitioners were trained by the Royal College of General
Practitioners to increase their awareness of health literacy. Different designs and

principles must be applied to writing and designing health information materials (NHS,
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2023). Medical writings are expected to follow the principles of accuracy, conciseness,
and clarity. Health information is also supposed to be accessible to all, which is not just
about the production of the information but also the media for communicating such
information. According to this principle, since 2016, every organisation offering NHS
care or that is government-funded must follow the accessible information standard.
Some of the nine principles for designing health materials for whatever purpose, be it

strategies, materials, plans, etcetera, are highlighted below:

e Designing with the audience in mind, taking into cognisance their total being -

physical, mental, social, and so on

o Having the expected outcome for whatever is being designed in mind from the

beginning

o Equity. This implies that everyone who is supposed to benefit from whatever
is planned must be considered. Individuals are more than the disease condition
that they are dealing with. In developing any strategies, individuals are to be

considered in their entity.

There are organisation and group-specific interventions, too. Different programs are
put together annually to increase people’s awareness and strategies to improve health
literacy, an example of which is the Information Week celebrated annually by the Health
Education England library department, Health Literacy Month, which is in October
of every year. Another strategy is the involvement of the general population through
local groups in developing health information materials (The Patient Information
Forum (PIF, accessed 05/03/2025). There are also health literacy groups for healthcare
providers, such as the “Health Literacy group, UK” (Health Literacy UK, accessed
22/02/2025), where information, ideas, and strategies are shared. Health literacy
toolkits are also developed to equip healthcare practitioners with acceptable practice
guidelines. Summary: These are some of the activities related to health literacy in the

United Kingdom. The next section will consider an overview of Nigeria as a country.

2.7.3 Nigeria
Overview of Nigeria as a Country

Nigeria is the most populated country in West Africa, boasting over 200 million people.
(Worldometer, accessed 21/02/2025.), with males being 50.5% of the population
(National Bureau of Statistics, accessed 21/02/2025) (Fig. 2.1). There are more
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than three hundred ethnic groups and languages in Nigeria, with the whole country
comprising thirty-six autonomous states and the Federal capital territory. Regarding
geographical zones, Nigeria comprises six zones: the Southwest, Southeast, North-
central, South-south, and North-east. The three major ethnic groups in Nigeria are
the Yoruba, Hausa, and Igbo. Nigeria was colonised by the British, from whom she
gained independence in 1960. This influenced the official language adopted in Nigeria,
which is English.
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Fig. 2.1 Graphical representation of gender in Nigeria population

Demographically, the age group with the highest population is 15-64 years, while
the sixty-five and above have the least number. (Central Intelligence Agency, 2019).
Even though there has been a decrease in the infant mortality rate, Nigeria still has

one of the highest infant mortality rates globally.

Nigeria runs three tiers of government- the federal, the state, and the local government,
with each tier saddled with pre-stated responsibilities. For example, the Tertiary level
deals with the tertiary level of health, the state with the secondary, while the local

government runs the primary health care.
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The Healthcare system in Nigeria

The healthcare system in Nigeria is divided into three tiers, which are managed by
distinct levels of government. These are the tertiary level under the federal government’s
management, the secondary level by the state and the primary level by the local
government (Onimisi, 2022). The tertiary level manages the complex health issues that
need experts, while the secondary level deals with less complex care involving surgical
interventions. Primary healthcare is supposed to be the closest to the people where

preventive care can be accessed. They also treat minor ailments (Okoli et al., 2017).

Various challenges have been plaguing the healthcare system in Nigeria. One of
them is poor demarcation and the inability of people to understand the levels of care,
causing ineffectiveness in the healthcare structure (Okoli et al., 2017). Health issues
that should be managed at the primary healthcare level are sometimes taken to the
tertiary level (Koce et al., 2019). The reason for this is not a total lack of understanding
of the structure by the healthcare users but the fear of not having the best care at
the primary care level. For example, primary healthcare has mostly been deprived of
the needed amenities, including work-power (Okoli et al, 2017). The poor funding of
primary healthcare has made people lose trust in the quality of care offered at this level,
with the ripple effect of overburdened secondary and tertiary levels of care leading to

long queues and waiting times (Salami, Dada and Adelakun, 2016).

The funding of healthcare in Nigeria also contributes to the challenges around it.
The government and individuals fund healthcare, contributing to inequality in care
accessibility (Enabulele, 2020). There are government-funded healthcare and services,
which are supposed to be free to all, while privately established healthcare services are
paid for by individuals. In privately owned healthcare settings, care is mainly paid for
out-of-pocket, while some private health insurance is available to the elites, mostly due
to the cost. The government-owned healthcare system is ‘politically’ free but mostly
ends up as out-of-pocket funded care by individuals. This is because most of the care
people need must be paid for at the end of the day. The national insurance scheme
was introduced around 2005 to ensure the accessibility of healthcare to all. Still, its
coverage has been limited to mostly government employees, while care coverage is also
extremely limited (Enabulele, 2020). However, people still patronise privately owned
hospitals even though they are expensive because of the state of the government-funded
hospitals, which can be frustrating. There is poor budget allocation to health and

politicking of healthcare, one of the effects of which is the lack of an adequate workforce
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(Oburota and Olaniyan, 2020). The HCP are poorly remunerated, leading to the quest
for greener pastures. This has led to a highly disproportionate ratio of the HCP to
the HCU, with the attending frustration both on the side of the HCP and the HCU
(Enabuele, 2020).

The increasing population in Nigeria is also not helping matters. Nigeria is projected to
have the 3rd largest population in the world by 2050 because of the increasing population
burdening the available healthcare resources. Another challenge is unrealistic health
policies that usually recognise the problems but are unrealistic in their execution
plans (Olatunji et al, 2024; Auwal et al., 2023). This is compounded by the issue of
corruption, where resources are mismanaged at different levels of government (National
Bureau of Statistics, 2024). Focusing on curative care more than preventive care is
also challenging. This can be seen in the poor state of care in the primary healthcare
setting, leading to distrust of the services at this level (Auwal et al., 2023). The ripple
effect is that health issues that should be dealt with at the primary healthcare level
are taken to the secondary and tertiary levels of care, leading to overcrowding of these
services (Enabulele,2020).

There is a disproportionate distribution of healthcare resources between urban and
rural areas. Rural areas lack basic infrastructure, which causes healthcare providers to
avoid working there (Mshelia, Analo, and Booth, 2020).

There have been actions to tackle most of the challenges facing the healthcare system
in Nigeria. However, more work remains to be done, especially in ensuring realistic
policies (Auwal et al., 2023).

Health Literacy in Nigeria

This section gives an overview of health literacy in the United Kingdom and Nigeria.
Although the two countries are far apart in terms of development (Nigeria is regarded
as a developing country), it is essential to compare the available resources on health
literacy in both countries. This is because Nigeria, a country that gained independence
from Great Britain, has its practices in education, governance, healthcare, and so
on modelled after the British way (Nwashinku, Onu and Okonkwo, 2023; Fwatshak,
2022; Schram, 1971) and later reformed to reflect some American styles (Hauwa, 2023).
This prompted the need to assess health literacy in the country regarded as Nigeria’s

foundational role model and, from there, to gain an understanding of health literacy in
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both countries. Additionally, although the focus of this study is Nigeria, it is being
conducted from the United Kingdom. Therefore, it is expedient for the researcher,
who is also a licensed nurse in the United Kingdom, to understand health literacy in
the United Kingdom. Health literacy is not a new subject in Nigeria. Scholars from
Nigeria have worked on various aspects of health, including assessing specific sections
of the population and subject areas (Afolabi and Ilesanmi, 2022; Ekoko, 2020; Aluh
et al., 2018; Adekoya et al., 2015). Also, there has been an increase in the number of
studies on health literacy in Nigeria, showing that the subject is gaining more attention

among Nigerian scholars (Kuyinu et al.,;2020).

There have been diverse views on the level of health literacy in Nigeria. Joseph
(2014) conducted an assessment of literacy and health literacy among prison inmates in
southwest Nigeria, with a primary focus on functional health literacy. The descriptive
study showed that the Inmates lack basic education and have low health literacy, as
revealed in their communication skills. In their analysis of the level of health literacy
among patients with glaucoma, Ajiboye et al. (2016) observed low medication health
literacy among participants, with only 38% demonstrating adequate health literacy.
This was found to improve after educating the patient on health literacy. Ekoko (2020)
surveyed to assess the level of health literacy among rural women in a suburb of a city
in Nigeria. The study evaluated the three levels of health literacy among women in
the local community. It showed that rural women had low health literacy, which is
most significant with functional health literacy. Shabi and Oyewusi (2018) studied
adolescents’ health literacy and the use of the Internet in Nigeria and found that
even though there is low health literacy among adolescents, their Internet use was

proportional to their level of health literacy.

The findings by Kuyinu et al. (2020) contradict the trends of many earlier studies.
The study, which was carried out in one of the major cities in Nigeria, showed that the
majority (74%) of the respondents have adequate health literacy. The study was carried
out using the Brief Health Literacy Screening tool, a standardized tool with 3 items.
One of the factors that can be responsible for this shift in the trend of findings is that
the study was recently carried out, and there may have been a level of improvement in
health literacy in Nigeria. However, it is worth noting that the study was carried out in
one of the major cities in Nigeria with a high level of development, which can give them
better opportunities for health literacy compared to rural dwellers. Another factor is

that the city’s high level of health literacy was connected to the internet and broadcast
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media, which smaller towns and villages may not have access to. However, in line with
the findings by Kunitz et al. (2020), Ayamolowo et al. (2020) found a high level of
health literacy among undergraduate students. This was revealed from the testing of
the knowledge of female undergraduates on cervical cancer using the Health Literacy
Questionnaire. The reason for this may not be far-fetched, as education has been
shown to affect health literacy positively. However, health literacy is beyond education,
so there may also be some underlying factors that are responsible for the findings. For
example, educated parents are found to have their children be health literate compared
to their counterparts from uneducated parents. Oyewole et al. (2015), on the low
literacy level in Nigeria, suggested the need for the population to be more educated to
improve health literacy in Nigeria. This view was supported by Nwafor-Orizu (2015),
who proposed the need for improvement in health literacy in Nigeria to effect a more
rapid development in the health system. This he explained from the assumption that
low literacy will translate to low health literacy. If this should be the case, then the
findings from the literacy censure, where almost 50% of adults have low literacy, should
raise a concern (Bridging the Literacy Gap in Nigeria, accessed 21/02/2025). There
are also subject-specific studies on health literacy in Nigeria, such as maternal and
child and mental health (Nwafor-Orizu, 2020; Aluh et al., 2019; Aluh et al., 2018;
Nwafor-Orizu et al, 2018).

Educating the people has been a strategy that has been suggested to improve health
literacy in Nigeria. A study by Bella-awusah et al. (2019), though done among
adolescents and on mental health, showed an improvement in the participants’ health
literacy level after the intervention. This is in line with the study by Hanas-Hancock
(2015) who recommended teaching as one of the ways to improve health literacy among
Adolescents. This method was also found to be effective among adults with glaucoma
who had poor medication adherence (Ajiboye et al., 2016). The study showed that
the participants had low health literacy pre-intervention, with a significant increase in
knowledge and medication adherence post-intervention. A study by Abubakar (2019)
showed that participatory methods can also improve health literacy. The study was
done among mothers in the northern part of Nigeria. The women were trained to
become peer educators, which was found to be effective in passing information to other

WwoIern.

Health literacy among healthcare providers in Nigeria has remained unexplored, as

a study focused on this group is yet to be found. Organisational and governmental
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policies on health literacy are also yet to be found. However, with the increase in the
interest of researchers from the different fields in health literacy, this should hopefully

change with time.

Conclusion

Comparing Nigeria and the United Kingdom showed that both countries have been
working on health literacy. However, the United Kingdom has had more intervention

than Nigeria.

2.8 Health literacy and COVID-19 pandemic

The global pandemic of coronavirus disease 2019 (COVID-19), a contagious disease
caused by the severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), was an
outbreak that started in China in 2019. The disease was later declared a pandemic by
WHO in March 2020 because of its rapid spread to different continents and countries
and the resulting death tolls. Between 2020 and 2023, over 6 million people died
globally from this disease, making it one of the deadliest pandemics that has happened
in humanity. Different measures, including local and international lockdowns, were
introduced in the heat of the pandemic to curtail its spread globally (WHO, 2023).
Another key intervention was the increased awareness and sensitisation to healthy
living activities for individuals and the community. People were taught about using
face masks to curb the spread of the disease from one person to the other. Hand
hygiene was taken from being a routine for the HCP in the hospital to activities that
must be learnt and practised judiciously by all. Different media were used to educate
people about the disease, the mode of spread and how it can be managed at home. At
the peak of the pandemic, the hospital could not handle the burden of people who
were presenting to be treated, and that is why different measures were put in place to

educate people on how to treat themselves at home (Lazzerini et al., 2020).

People’s reactions to the COVID-19 pandemic vary globally, with various misinformation
and conspiracy theories propounded around it (stein et al., 2021). While some see it
as an act of the sovereign to punish the world for their sins, some see it as a political
gimmick by some powerful countries to trouble the world (Miller, 2019). Some even
regard it as a strategy by some powerful pharmaceutical companies for financial gain
(stein et al., 2020). To date, there is still argument and doubt about the usefulness and

the safety of the vaccines that were introduced against the virus (Olesky et al., 2022).
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The issue of misinformation was so strong that the director general for WHO declared
that it was not just a pandemic that the world was facing but also infodemics (Joint
statement by WHO, UN, UNICEF, UNDP, UNESCO, UNAIDS, ITU, UN Global
Pulse, and TFRC, 2020).

One important question raised during the pandemic was the world’s preparedness
against pandemics. The panics and uncertainty that surrounded the COVID-19
pandemic were regarded by some as a lack of adequate preparation from the governments
(Cable et al., 2021). The 2019 Global Health Security Index showed that no country is
fully prepared for a pandemic (Global Health Security Index, accessed 24/02/2025).
The flu pandemic that happened a century ago claimed almost 100 million lives, the
same as Ebola and other pandemics. The truth is that pandemics may not be ruled
out; however, strategic planning and measures can help curb their effects (Sand et al.,
2016).

An aspect of this study was dedicated to considering health literacy as related to
the COVID-19 pandemic. This is because the early stage of this study was during the
pandemic, which influenced the study process. Also, health literacy is about sourcing
and utilising health information, as established earlier. One of the recommendations of
the Commission on a Global Health Risk Framework for the Future (Sand et al., 2016)
is to strengthen public health and people involvement, which is what health literacy is
about. So, people’s health literacy will be tested against their knowledge of COVID-19,

which can prepare them against any future pandemic.



Chapter 3

Methodology

3.1 Chapter overview

This chapter outlines the aim and objectives of this study and revisits the research
questions. Then it describes the research approach employed and the data collection
method. The data collection instrument is also described, and the chapter concludes
with a summary. It is worthy of note that this study is not informed by public

involvement.

3.2 Aim and objectives of the study

The importance of health literacy in healthcare systems has been established in the
previous chapters. An individual’s health literacy level plays a key role in their
interaction with the health care system. The literature indicates that patients with low
health literacy tend to use hospital resources more, require emergency treatment, and
exhibit higher non-compliance with healthcare prescriptions. Health literacy ensures
that healthcare users (HCU) understand the modality of care available to them, and,

having been correctly informed, can make informed decisions about their health.

Health literacy is not just about the healthcare users but also concerns the healthcare
providers. The HCP is expected to communicate with the HCU in such a way that
they can understand, ensuring their active participation in the decisions about their
health. A low level of health literacy leads to inequality in the distribution of care,

with the healthcare system having to spend more on preventable diseases.
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This study focuses on exploring health literacy among the general population in
Nigeria. There have been studies on different aspects of health literacy in Nigeria.
Some studies assessed health literacy among various groups and on different issues
such as mental health and adolescence. However, considering the HCP’s perspective,
the researcher is yet to come across a study that explores health literacy among the

general population in Nigeria.

This study is divided into two parts: Part A explores health literacy among the
HCUs and Part B focuses on the HCP’s perspective of health literacy in Nigeria. The
findings from both parts are then integrated to provide a picture of health literacy in

Nigeria.

The research questions for this study are:

o How is the relationship between the healthcare providers and the healthcare users

in Nigeria?
o What are the interactions of healthcare users with health information in Nigeria?
o What is the experience of healthcare users with the healthcare system in Nigeria?

« What is the relationship between COVID-19 knowledge and Health Literacy
among Adults in Nigeria?

3.3 Research Approach

For this study, mixed methodology (MM) is applied. MM is a type of research in which
qualitative and quantitative approaches are incorporated to gain a broader and deeper
understanding of a phenomenon (Schoonenboom and Johnson, 2017). According to
these authors, choosing MM for a study should be guided by a purpose, theory, the
point and timing of integrating both study types, among other considerations. These

points shall be considered as they concern this study.

3.3.1 The Purpose

The purpose of integrating both qualitative and quantitative approaches in a study
is to increase the study’s validity, which is not automatically guaranteed, but rather

achieved through thoroughness in the approach to every step involved in both study
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designs. (Schooneboom and Johnson (2017) also opined that using mixed methodology
for a study will allow for an in-depth and complete approach to the study.

The purpose of selecting MM design for this study is to enable a comprehensive
assessment of health literacy in Nigeria from the perspectives of both the HCU and the
HCP. The HCP are in the first line of interaction between the HCU and the healthcare
system. They are to develop and maintain an interpersonal relationship with the HCU,
which is a bedrock to the supply of quality healthcare (Jenstad et al, 2024). Part of
what they do is to assess their patients holistically, ensuring they have the capacity to
access the best available healthcare resources and receive proper care. This implies
that they are in the best position to provide their views on the health literacy of
the people they interact with, which can go a long way toward understanding health
literacy among the general population in Nigeria. Interviewing them provides a deeper

expression of their views, allowing for clarification and better understanding.

The quantitative aspect of the study aimed to understand health literacy among
the general population through their experiences and interactions with the healthcare
system, including personnel, structure, and activities. Engaging the community not
only raises awareness of the subject but also enables understanding of health literacy
directly from their perspectives, an approach recommended in today’s healthcare
interventions (NIHR, 2025; WHO, 2023). A survey targeted to the general population
allows the collection of information directly from a large number of participants, thereby

enhancing the study’s generalizability.

Combining these two methods in this study would not only provide a broader, deeper
view of health literacy in Nigeria but also enable a better understanding of this concept

among the general population.

3.3.2 The Theoretical Drive

The theoretical rationale for a mixed study focuses on the extent to which each study
type that forms the mixed method will be employed (Schoonenboom and Johnson,
2017). Five patterns are highlighted, with the core study typewritten in capital letters.
They are:

e QUAL—quant

e QUANT—qual
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« QUAL—QUANT

For this study, both designs will be given equal status. This is possible because,
according to Guetterman and Manojlovich (2024), Integrating the two designs can
occur at any point in the study, allowing for thoroughness with the two study types.
Exploring the level of health literacy in Nigeria needed to be done rigorously at every

stage to get a complete picture of the present state.

3.3.3 Timing of integration

The third component that will be considered is the timing for integrating the two study
types. According to Fetters, Curry and Creswell (2013), there are three classifications

of mixed-method designs which are:

Explanatory sequential method: This method collects and analyses the data for
the quantitative aspect of the study first. The result is then explained using the
qualitative design aspect of the study.

The exploratory sequential classification is the opposite of the explanatory sequential
method. With this design, the qualitative aspect of the study is developed first, and
the data analysis serves as the basis for developing the instrument used to collect

quantitative data.

Convergent parallel mixed method: According to Fetters, Curry and Creswell (2013),
the convergent parallel mixed method is the third classification. With this design, the
data for the study’s quantitative and qualitative aspects are collected simultaneously. In
between, each study can inform the other part of the study, for example, the questions.

The two studies are then brought together at the discussion of findings stage.

For this study, the convergent parallel method is adopted. This is coordinated using
the health literacy questionnaire as the basis for both the quantitative and qualitative

parts of the study, facilitating the easy integration of findings from the two data sets.

3.4 Methods of data collection

For the quantitative aspect of this study, an online and face-to-face survey was

conducted. This is because a survey allows the recruitment of large numbers of
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participants and offers the advantage of time; however, it is prone to error due to bias

(Lewis and Sauro, 2021). Some of these errors are highlighted below:

Coverage errors

Sampling error

e Measurement error and

NOIll"eSpOIlSG error

Coverage error

This can occur when some individuals who are supposed to be part of the population
are left out. This study combined online and face-to-face surveys, allowing those who
may have challenges with the online platform, either due to network issues or a lack of

facilities, to access the printed survey.

Sampling error

The sampling error occurs when the individuals selected for a study do not represent
the research population. This was prevented in this study by defining the study
population and participation criteria from the outset, which were strictly adhered to

during participant recruitment.

Measurement error

This concerns the instrument for data collection, which should be fit for the study.
HLQ), a standardised tool, was used for this study. There is the record of the validation
of this tool to show its reliability (Sorensen et al, 2013).

Non-response errors

This can occur when a study does not have participants’ attention. The tool for this
study is user-friendly, so this error was prevented, as shown by the large turnout of

participants.

For the qualitative part of the study, one-on-one interviews were conducted. These were
carried out online via the Team online platform. The recordings from the interview

were then transcribed and analysed.
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3.5 Instrument for data collection.

Various instruments have been used to collect data on health literacy across different
times and settings (Tufts Medicine, accessed 02/02/2021). The commonly used of these
instruments are TOFHLA, REALM, and Newest Vital Sign (NVS). TOFHLA focuses
on functional health literacy, especially how well people can read, comprehend, and
understand numeracy, such as drug prescription. The limitation of this instrument is
that functional health literacy is mainly concerned with education and people’s literacy
levels. Functional health literacy is not an accurate measure of health literacy (Tejero
et al., 2022; Elder et al., 2012). REALM includes 66 medical words, which use the
pronunciation of some medical terms to measure health literacy. Health literacy is
beyond the ability to pronounce a few words. The Ability to pronounce some words
also does not translate to understanding the meaning of such words (Elder et al., 2012).
The Newest Vital Sign is based on the ability of the care recipients to read some
medical materials (prescription label), testing the understanding of the content settings
(Tufts Medicine, accessed 29/09/2020). Although it has fewer items than TOEFL,

understanding the prescription label does not encompass all that health literacy entails.

For this study, a standardised health literacy questionnaire is utilised. This is a
questionnaire on health literacy having nine domains. The questionnaire can be
applied to people who directly interact with the health care system and to the general
population, whether sick or well (Osborne et al., 2013). The instrument was developed
from the WHO (2016) definition of health literacy, incorporating all three aspects
highlighted by Nutbeam et al. (2012). It explores comprehension, numeracy, and
the application of conceptual knowledge. The instrument has been widely used in
different countries and settings for assessing health literacy, with each of the nine
scales highly reliable (Osborne, 2013). It was developed for national and general
surveys and can be adapted to clinical settings. It has been used for population surveys
(Beauchamp et al., 2015) and has the advantage of using it with individuals who
cannot read or write. The tool was developed in such a way as to allow the data
gathered from it to be useful for the different stakeholders in health care: researchers
(for academic purposes), healthcare practitioners, governments (for policy making),
and so on (Osborne et al., 2013). The data generated through the tool can also be used
in the planning, execution, and evaluation of health literacy interventions (Osborne et
al., 2013). Different approaches to administration were used to confirm the instrument.
These include face-to-face, phone-based, pencil and paper, computer-based, and mailed

surveys. The average response time to this questionnaire is 7.5 minutes, making it a
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highly participant-friendly tool.

The questions in the health literacy questionnaire were grouped under nine domains.
Each domain can be used exclusively to explore health literacy within a population,

allowing a choice of focus on the aspect of health literacy. The nine domains are:
1. Feeling understood and supported by healthcare providers.
2. Having sufficient information to manage my health.
3. Actively managing my health
4. Social support for health
5. Appraisal of health information
6. Ability to actively engage with healthcare providers.
7. Navigating the healthcare system
8. Ability to find good health information.
9. Understanding health information well enough to know what to do.

The researcher’s choice of the standardised instrument for this study was informed by
their naivety regarding health literacy at the project’s onset. It felt safer and better to

utilise what the experts in the field validated, with proven records of effectiveness.

3.6 Summary of the chapter

This chapter presents the research approach and data collection method for this
study. Convergent parallel mixed research was adopted, with both qualitative and
quantitative data given equal status when combined. The instrument for data collection
was a Health literacy questionnaire, which was advantageous to the study due to its
extensiveness and user-friendliness. The next chapter considered the research method

for the quantitative data collection.



Chapter 4

Research Method(Quantitative
Data)

4.1 Introduction

This chapter describes the research method used to collect health literacy data among
the Nigerian general population. This is part of a mixed-methods study that combines a
qualitative exploration of health literacy among the general population in Nigeria from
the perspective of healthcare providers with a survey among the general population.
As part of this chapter, the procedures for selecting the target population, the sample,
the sample size, and the data collection instrument were discussed. Also, the ethical
considerations, data management techniques, and limitations were described. The

chapter concludes with a summary and conclusion.

4.2 Research population

The target population for this study is the general population in Nigeria aged 18 to 65.
This age bracket is considered because a child is deemed to have entered adulthood
and can make legally binding decisions at 18, while the retirement age for workers in
Nigeria is 65. All other things being equal, these are the people in the active stage
of their lives and, most importantly, form the higher percentage of the population.
Therefore, it is crucial to assess their health literacy to ensure they are getting the

most from the healthcare system.
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4.3 Research locations and settings

For this study, 3 out of the six geopolitical zones in Nigeria were covered. These are
the South-West, North-West, and the South-Eastern regions. These three regions are
a semblance of the Nigerian population. Exploring health literacy among the general
population of these three regions maximises available resources and time while also
creating room to examine the diversity of the Nigerian population in terms of language,

culture, exposure, and the resources available to each region.

4.4 Recruiting Fellows

Recruiting Fellows were utilised to collect face-to-face data. Twenty-four recruiting
fellows (eight per zone) were assigned to distribute questionnaires for face-to-face
data collection. This is necessary, considering the scope and research setting of this
study. There is a reality of emotional and physical risk for the researcher, which
could be managed by utilising every ethically acceptable means (Robert, Gordon,
and Tomlinson, 2019). It is not feasible for the researcher to cover all 49 states
across the three geopolitical zones solely for data collection in this study. This is in
addition to other risk factors associated with travelling, unfamiliarity with the research
communities, the expenses, security concerns, the study’s time limit, and the physical
stress on the researcher. All these were considered ethically at the planning stage of this
study; hence, the decision to employ recruiting fellows. Furthermore, the COVID-19
pandemic was still on the rampage at the time of data collection, making it a better
option to utilise residents in the zones. This was to control the spread of the infection
as the WHO recommended.

The recruiting fellows, who were students of statistics and psychology, were recruited
from local universities in the three geopolitical zones. The focus on their course of
study was to ensure that they had a basic understanding of the data collection process
in general and the importance of maintaining its integrity. They were interviewed
to ensure that they had the needed skills for the role, even though training was still
provided. Additionally, they were recruited from their localities. This aligns with the
community-engaged research approach, which involves community members in the
research process. Community involvement in research can occur at all stages, including
data collection (Palinkas et al., 2025). Inviting the recruiting fellows to distribute

the survey could be advantageous to the study, as community members may be more
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open and approachable to those who can speak their language and, most especially,
understand their culture (Tran et al., 2025; Serekoane, Sharp, Skinner, and Marais,
2014).

The recruiting fellows were trained for this role. This is crucial to prevent discrepancies
and maintain the integrity of the data collection process (Serekoane, Sharp, Skinner,
and Marais, 2014). The recruitment fellows were informed about the aim and objectives
of the research, including the process to be followed in accordance with the ethical
approval for the study. Key concepts such as integrity, confidentiality, consent, and
withdrawal from a study were discussed with them. They were also trained to assist
any participants who may need help filling out the questionnaire without influencing

their responses.

The recruiting fellows were equipped with travel allowances and stipends for their
services, which were pre-determined from the planning stage of the study. A daily
reporting system was implemented to monitor their activities, while they also had the
opportunity to call the researcher in case of unforeseen challenges. Weekly general
meetings with the recruiting fellows were established to discuss progress and any
challenges, allowing them to learn from one another. The only challenge the fellows
faced throughout the data collection process was social distancing, which slowed their
activities because participants found it inconvenient to interact while wearing face
masks. No intervention could be offered in this situation, which ultimately added 3

months to the planned data collection duration.

4.5 Recruitment strategy

Advert posters (Appendix 3) were shared on various social media platforms, especially
in groups mainly for Nigerians. They were also posted on notice boards and in strategic
locations across selected hospitals. Additionally, flyers advertising the survey were
distributed in strategic locations, including churches, mosques, and marketplaces in
these regions. This is one of the strategies employed to ensure that hard-to-reach
people can be reached through the activities they engage with from time to time.
Another strategy was collecting the data both face-to-face and online. Considering the
extent and locations covered in this study, online surveys alone would have been easier
and faster to manage. However, recruiting participants using only one of these two

approaches may not be optimal, as some people lack internet access, and others may
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prefer the hardcopy questionnaire.

The use of recruitment fellows was effective in recruiting individuals who would
otherwise have been excluded due to cultural barriers or their inability to read. The
recruitment fellows were equipped not only to distribute the questionnaires but also to
support those who may need help filling out the survey. Needing help filling out the
survey can be for any reason, from not being able to read or write to having a disability,
among others. Importantly, for this group of people, the recruitment fellows explain
the purpose of the research and how they can participate, if they wish. After they
have agreed orally, the recruitment fellow takes them through their rights regarding
participation in the study, including the freedom not to answer any questions they are
uncomfortable answering and the right to withdraw from the study at any time. They
also go through the consent form with them, after which they read the questions to

them one by one, helping them to tick their answers on the questionnaire.

For those who did not need help filling out the survey, after the study introduction,
they were given “the brief” document about the study, followed by the consent form.
The questionnaire was administered only after the consent form had been completed
and submitted.

4.6 Ethical considerations

The ethical committee of the University of Northampton, United Kingdom, approved
this study. The risk assessment as regards the participants and the researcher was

carried out, with no or low risk envisaged.

Every participant interested in participating in the research was given an information
sheet (brief) (Appendix 4) about the study. The brief explained the purpose of the
research and highlighted the participants’ rights at every stage of the study. Participants
were given a consent form to fill out (Appendix 5). Ounly after this was filled out could
they access the questionnaires. The same principle was applied to both the online and

face-to-face participants.

Anonymity and confidentiality were maintained at every stage of data collection,
after which the hard-copy questionnaires were transferred to the computer system

and added to those collected online for analysis. Participants’ IDs were utilised to
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identify each participant, while maintaining anonymity. This was achieved by having
the participants create their ID from the first letters of their first and last names, with
the figure for their birth month in two digits. For example, someone bearing Xylo
Pepper and born in September would have their participant ID be XP09. This way,
duplicate questionnaires could be identified and removed during data cleaning. This
action can also be beneficial for tracing individual questionnaires if any participants
choose to withdraw from the survey. To ensure confidentiality, the consent form is kept

separate from the questionnaire.

4.7 Instrument for data collection

This study used a standardised health literacy questionnaire (HLQ). As described
earlier, the tool was found to be reliable for assessing health literacy among the general

population in both developed and developing countries.

4.8 Data collection process

The data collection exercise was launched in January 2022 with the JISC survey platform
for online data collection. The survey attracted 566 participants. However, 24 were

found not to have met the selection criteria and were excluded, leaving 544 participants.

The face-to-face data collection could not commence until March 2022. There was a
need to put the necessary measures in place, which included training recruiting fellows,
mapping out data collection areas, creating awareness of the survey through fliers and
posters, printing questionnaires, and so on. The survey lasted till December 2022.
Notably, the COVID-19 pandemic affected the data collection because people were still
self-conscious about the fear of contracting the infection. In all, 3522 questionnaires
were retrieved from the face-to-face survey, bringing the total number of questionnaires

retrieved from online and face-to-face surveys to 3600.

4.9 Data preparation

4.9.1 Data entering, screening, and cleaning

The data collected from the JISC online platform were transferred to SPSS for analysis.

The data collected face-to-face was also entered into the application individually. Some
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of the questionnaires came out blank or did not have any demographic information
filled. In all, any questionnaire that had more than 10 percent missing questions was
removed. During data cleaning, participants who did not meet the inclusion criteria,
such as those under 18 years old, were removed. Removed were also duplicate entries.
The labeling of the variables was also checked and corrected as needed. For part 2
of the HLQ), reverse coding was required, so it was done. The values assigned to the

different variables were also assessed to ensure the validity of the data

4.9.2 Dealing with missing data

Newman (2014) described measures to minimise cases of missing data. This includes
giving advance notice to the participants, allowing them ample time to fill out the
questionnaire, and helping those who are unable to fill out the questionnaire

Newman (2014) described missing data, putting them in 3 categories:

e Person-level missingness: This occurs when a participant does not respond
to the questions. The individual may fill in their demographic data without
answering any questions. This makes the questionnaire problematic and of no

value regarding the research question being processed by the study.

o Item level missingness: This occurs when a participant does not respond to some
questions on a particular scale or group of questions that address a specific aspect
of the study.

e construct level missingness: this is when an individual leaves out an entire

questionnaire scale.

While person-level missingness can be spotted outrightly, the other two groups can be

interwoven in a questionnaire and must be dealt with appropriately.

Newman (2014), working on categorising survey respondents based on how they
completed a survey, put them into three groups. Those who responded to all the survey
questions are referred to as full respondents, while those who responded to some, but
not all the questions are grouped as partial respondents. Those participants who did
not respond to the questions and probably just filled out the demographic data are

referred to as the non-respondents.

For this study, 544 participants participated online and 3142 participated face-to-
face, for a total of 3,522 participants. Of these data, 164 could be classified as
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Demo- HLQ1 HLQ2 Covid- Missingness Responses
graphic 19 category categorisation
questions
Respondent 1 v X X X Person level Non-
missingness respondent
Respondent 2 v v X v Construct Partial
level respondent
missingness
Respondent 3 v v v Item level Partial
missingness respondent
Respondent 4 v v v X Full
respondent

Table 4.1 Categorisation of missingness in a survey

non-respondents, mainly from the face-to-face data. It is worth noting that the online
questionnaires were completed, except for a question or two missed here and there.
The majority of missing data comes from face-to-face data, which is understandable as
most participants fall into this category. There were also cases of partial responses in

the face-to-face data.

Based on the level of missingness, 164 respondents were categorised as person-level
missingness because they completed only their demographics and did not respond to
the survey questions. Most respondents could be categorised as item-level missingness,

with a few as construct-level missingness.

According to Newman (2014), missing data could be ignored depending on the data
size. However, ignoring them could lead to inaccurate research outcomes. There are

different approaches to managing missing data, some of which are described below:

1. Deleting the case with missing data (listwise deletion): This approach deals
with the missing data case by case. Instead of deleting all participants with
missing data, participants are retained based on each missing variable. As
such, participants’ contributions to the survey are not excluded, as each variable
is considered and removed as needed. The concern with this method is the

possibility of bias in parameter estimation.
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4.

5.

Pairwise deletion works by excluding sets with missing data, per the assumptions
to be checked at each time point. The problem with this method is that it
can introduce errors and complexity into the study’s results, thereby preventing
further activities with the findings.

Regression imputation: This imputes missing values using estimated values
derived from available information. The advantage of this is that it preserves
more of the missing data. However, considering the diversity of the data collected
for this study and the large number of participants with missing values, this

method does not appeal to the researcher.
Replacing the missing data with the median

Replacing the missing data with the mean, especially if they are random.

For this study, the missing data were replaced with the mean. This is because of the

simplicity of this method. There is also no need for additional data, as the required

data was readily generated from the existing data. The concern that this method

would not work with categorical data was not a problem, as all data were presented in

numerical format.

4.10 Assumption checks

To ensure that the results of a study can be trusted and to avoid under- or overestimating

its significance, it is important that the variables meet the assumptions of the statistical

test used. According to Schmidt and Finan (2018), this will not only help determine

the appropriate test to use but also ensure the validity of the results. For this study,

multiple regression is being used, with the assumptions checked, some of which are:

Normality of the variable distributions
The independent and dependent variables to be linearly related.
Reliability of the variables

Homoscedasticity

The nine domains of health literacy, as highlighted in the Health Literacy Questionnaire,

are:

1. Feeling understood and supported by healthcare providers.
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2. Having sufficient information to manage my health.
3. Actively managing my health

4. Social support for health

5. Appraisal of health information

6. Ability to actively engage with healthcare providers.
7. Navigating the healthcare system

8. Ability to find good health information.

9. Understanding health information well enough to know what to do.

4.11 Chapter Summary

This chapter describes the research method for collecting data on health literacy among
the general population using online and face-to-face surveys. It discusses the process for
recruiting research fellows and ethical considerations, as well as the research location
and population for the study. The data cleaning process and assumption checks were
also described. In the next chapter, the research method for the qualitative aspect of

the study is discussed.
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Research Method (Qualitative
Data)

5.1 Introduction

This chapter deals with the methods used for the qualitative aspect of the study. The
focus is to explore health literacy in Nigeria from the perspective of the HCP. The
chapter starts with a justification for choosing the target population and the research
design. Ethical approval and the research population were described, followed by the
recruitment procedure. The use of a reflective journal for this study was expounded,
while the steps taken for data analysis are also presented. The chapter concluded with
a description of the study participants, data management procedures, and a summary

of the chapter.

5.2 Health literacy and healthcare providers

Health literacy has been considered one of the bedrocks for effective healthcare delivery
and services (Task and Finish group of health knowledge and library specialists, 2023).
It is a determining factor in the healthcare users’ experience of the healthcare system.
Nutbeam (2000) described health literacy from three dimensions: functional, interactive,
and critical health literacy. Functional health literacy focuses on the ability to read
and write and perform basic numeracy in everyday life (Ekoko, 2020; Nutbeam, 2000),
while interactive health literacy focuses on the healthcare user’s ability to extract
information they deem helpful and apply it to their health decision-making. In critical

health literacy, the healthcare user possesses the skills to critically analyse available
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information before making decisions and drawing conclusions from it.

Health literacy is expanded further, with the focus going beyond the healthcare
users, as emphasised in the Nutbeam categorisation, to include the healthcare providers
(Dinh et al., 2022). Health literacy-oriented HCPs are expected to operate with an
understanding of the HCU to help them utilise the healthcare resources available
effectively (Task and Finish group of health knowledge and library specialists, 2023).
With this thought, this study seeks to explore health literacy among the general
population in Nigeria from the perspective of healthcare providers. Exploring health
literacy among healthcare providers in Nigeria provides a more comprehensive and
profound view of health literacy among the general population, as healthcare providers

are expected to understand their patients/clients.

5.3 Rationale for research type and design.

A generic, exploratory, qualitative approach is used to examine health literacy in
Nigeria from the perspectives of healthcare providers. Researchers can utilise two broad
research methods to analyse a situation or individuals. A quantitative method deals
with things, situations, people, or whatever is the subject of interest to the researcher,
treating them as measurable and assigning numbers and figures to them. In cases where
things are not measurable, figures are assigned to describe them. The collected data is
then statistically analysed and conclusions drawn (Taherdoost, 2022). Pre-determined
instruments considered fit for the data to be collected are sourced or developed.
Different strategies for data collection, such as experiments, surveys, and interviews,
can be employed depending on the research questions to be answered (Taherdoost,
2022). Finally, the collected data is processed through statistical analysis, from which
conclusions are reached (Walker, 2005). Quantitative studies require a relatively large
study population, which is why the results can be generalised. It is also easy to
replicate the research because it follows a standardised process (Taherdoost, 2022).
However, the downside to this study approach is its limited ability to explore human
feelings. It also does not give room for detailed explanations and contextualisation. So,
the findings and conclusions may lack the emotional aspect that characterises human

beings, especially in situations.

On the other hand, the qualitative method seeks to understand and interpret situations

from individualised perspectives that figures cannot quantify or represent (Charmaz,
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2017). It allows for a comprehensive exploration of human feelings and reasoning,
giving room for details and explanations. Additionally, data are collected first-hand
and interpreted in the context of the moment and events, which is why it may be
difficult to generalise findings from a study to other times and settings (Taherdoost,
2022). An exploratory qualitative research design is adopted for this study, focusing on
understanding the perception of the HCP regarding the health literacy of the general
population in Nigeria. The study is not looking to test or establish any theory; instead,
it seeks to provide a deeper understanding of health literacy in Nigeria. The study
is part of a mixed-methods study in which a survey has been conducted to explore
health literacy among the adult population in Nigeria. Mixed-methods design combines
the strengths of qualitative and quantitative research, creating a holistic framework
for understanding the subject. The findings from the interviews will complement the

survey data, providing a rich and in-depth understanding of health literacy in Nigeria.

5.4 Ethical approval

The University of Northampton, United Kingdom’s ethics committee, approved this
study and concluded that it poses no or minimal risk to the participants or the

researcher.

5.5 Research Population.

For this study, the targeted population comprises healthcare providers in Nigeria. This
was restricted to the Nurses, doctors, and pharmacists. These three professions are
pivotal in the provision of healthcare. This is not to undervalue other professions,
as all roles are essential in delivering quality healthcare to the public. It is, rather,
a pragmatic decision to facilitate this research. The challenges around recruiting
healthcare professionals are also noteworthy, including shift work, availability, and the
resources to capture the data within the limited time frame. The restrictions from
the COVID-19 global pandemic also affected the choice and selection of the research
participants. With the restriction comes the need to make the research population as
compact as possible to ensure better depth of information rather than having a wide
range of healthcare professionals that may make it difficult to relate their ideas to each
other.
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inclusion criteria

healthcare professional in Nigeria licensed to practice

Nurse, Doctor or Pharmacist

|4l

Post licence practice of at least one year Clinical practice

Access to internet

|4l

Willingness to give at leaat 30 minutes for

. . Acess to internet compliant devices
the interview

Fig. 5.1 Inclusion criteria for the selection of participants

5.6 Sampling design

Participants were purposively and conveniently selected to align with the study
objectives, which were to interact with selected groups of healthcare professionals
regarding their views on health literacy among the general population in Nigeria.
Purposive-convenience sampling allows for restricting participants who do not meet
the study criteria while accommodating those who do, without much ado (Jager,
Putnick and Bornstein, 2017). The inclusion criteria (Fig. 5.1) are: being a licensed
and clinically practising nurse, doctor, or pharmacist with at least one year of
post-registration experience. The participant also needs access to the internet and
the necessary device for the interview. Purposive-convenience sampling allows the
participants to be recruited in a way that maximises time and resources (Jager, Putnick
and Bornstein, 2017). As explained in the next section, the recruitment method helped

guide against biases.

5.7 Recruitment procedures.

After ethical approval, the study was advertised on various social media platforms
for healthcare providers in Nigeria. The researcher, as a nurse in Nigeria, made the

recruitment process more manageable by leveraging the understanding of the setting.
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The advert (as in Appendix 3) was developed to recruit participants for the study.
The advert includes the link to the study’s information sheet (Appendix 4). Also,
anyone interested in the study can complete the consent form (Appendix 5) via the
link. The Nuremberg Code (1947), cited in BMJ (1996), emphasised the importance
of consent in any research involving human beings. Participating in a study should be
with understanding and willingness. There should not be any coercion to participate.
The potential participants were supplied with detailed information about the research,
including who the researcher is, the purpose of the study, what is expected of the
participants, the data that will be collected and how they will be managed. Included
are those with whom the data will be shared, if any, and how the findings from the
study will be published. The consent form also highlights their rights and guidelines
for withdrawing from the research or from having their data used, as described on the
GOV—UK website (Service Manual - GOV.UK, accessed 10/02/2024). The researcher
is expected not only to ensure that the consent form is completed and signed by each
participant, but also to keep it safe in case of any ethical or legal matters. To manage
the recruitment process effectively, any potential participant who completes the consent
form can proceed to enter their demographic and professional data. The demographic
form is designed to capture the study’s inclusion criteria, including profession, post-
qualification experience, license status, and so on. The demographic form highlights
that not everyone who fills it out will be automatically recruited. This depends on the
study’s popularity and the purposive-convenience sampling method used to ensure the
required participants are recruited. The provided demographic and professional data,
along with the signing of the consent form, demonstrate the potential participants’
willingness to be contacted for further interactions and to participate in the study.
Those healthcare professionals interested in the study were also encouraged to tell their

colleagues about the study, through which a participant was recruited.

For effective recruitment process management, any potential participant who fills
out the consent form could proceed to fill in their demographic and professional data.
The demographic form is developed to reflect the inclusion criteria for the study,
which include the profession, post-qualification experience, license status, and so on.
Highlighted on the demographic form is that not everyone who fills out the form will be
automatically recruited. This depends on the popularity of the study and the purposive
sampling method to ensure that the required participants are recruited. The provided
demographic and professional data and signing of the consent form prove the potential

participants’ willingness to be contacted for further interactions and participation in
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the study. Those healthcare professionals interested in the study were also encouraged

to mention it to their colleagues.

Forty-two potential participants responded to the advert for participation in the
study. However, twelve were found not to be healthcare providers in Nigeria, so
excluded. Of the thirty healthcare professionals, twelve were found not to fall into the
category of Nurses, doctors or pharmacists and excluded. Two others had issues with
internet connections and so could not be interviewed. Sixteen people who satisfied
the inclusion criteria were eventually selected. They were communicated via email
addresses or phone numbers to let them know they had been selected. Also, their

availability for the interview was confirmed and scheduled.

5.8 Participants’ selection

As mentioned earlier, the sampling method adopted for this study is purposive-
convenience sampling. Unlike quantitative research, qualitative research involves
the purposive selection of participants who can help the researcher obtain the needed
information and are willing to devote the required time (Gill, 2020). Different sampling
approaches can be used to select study participants, each with its advantages and
disadvantages as explained further (Gill, 2020). There is a chain sampling method, in
which a participant signs the researcher on to other potential participants. With this
approach, less time is spent getting to know the new participants. However, the depth
of information that such participants may have cannot be guaranteed. Convenience
sampling is an easy and agreeable way to recruit participants, allowing them to volunteer
for a study. Unlike the first two approaches, purposive sampling involves the researcher
selectively choosing participants who are knowledgeable or experienced in the subject
area. This approach can be cost-effective, time-saving, and highly beneficial for the
richness of data that can be collected from such participants, assuming they have the

necessary information.

Using purposive-convenience sampling, forty-two people expressed interest in participating
in the study. However, only sixteen healthcare professionals, comprising eleven nurses,
three doctors and two pharmacists, were interviewed after applying the inclusion
criteria and considering other factors, such as participants’ availability and the study’s

time limit.
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5.9 Consent

As stated earlier, it is important to obtain consent from potential research participants
and that they have detailed information about the research. Those who fulfilled
the recruitment criteria and filled out the consent form were eventually invited for
an interview. Before the interview, they were allowed to ask questions about the
study, and all necessary clarifications were made. Their rights were explained to them,
including the freedom not to answer any uncomfortable question and the right to stop
the interview if they ever felt distressed. Participants who wish to withdraw from the
study after the interview could notify the researcher via email or telephone at the latest

one month after the interview.

5.10 Data collection and interview process

Individual Interviews were conducted with the participants via the Teams online
platform. The purpose of the study, which is to explore health literacy among the
general population in Nigeria from their perspectives as healthcare providers, was
discussed with the participants. The ethical side of the study, which includes the need
for their consent to participate and the assurance of confidentiality regarding their
contributions and persons, was mentioned. This was followed with an explanation
of how the data from the interview will be managed. To protect the rights of the
participants, they can choose to withdraw from participating in the study, even after
giving their consent. They can do this up to one month after the interview by writing
to the researcher. All these were explained to the participants. It is worth mentioning
that none of the participants withdrew their consent during or after the interview.
After all the preambles of supplying information about the study and gaining consent
from the participants, the interview commenced in earnest. Also, the participants were

made aware that they were being recorded.

The interview commenced with a general open-ended question on health literacy
in Nigeria. Open-ended questions allow participants to express their thoughts freely
without restriction or limitation. At the same time, mentioning Nigeria in the question
helps them focus on the research location, which is Nigeria. Further questions were
developed from the answers supplied in line with the research questions. Thirty to
forty-five minutes was scheduled for each participant, but interestingly, none used

less than 30 minutes except for one person, whose network went off after the 28th
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minute. However, two cases of interviews ran over the allocated time by five to ten
minutes. These were allowed because the participants were making points that the
researcher regarded as important. Also, those participants were willing to give extra
time. The interaction and the questions developed from the first interview helped
shape the following interviews, especially in areas that needed further exploration.
This continued till the last interview, and by this time, it was obvious that no new

points were coming up from the participants.

To ensure clarity of points made and that the researcher captures the participants’
thoughts, what was said or understood was mirrored back to them. This allows the

participants to correct any misconceptions. For example, a participant said:

“But how do we know effective communication has taken place? Now ask
for your feedback from your patient. That’s when you will know if your

patient has had a full grasp of whatever you were saying”. NK
Researcher:

“So, you mean we need to check back with the patients to see how well they
understand what we said to them? How do you think this is something

that is being practiced?”

Through this method, misconceptions or misunderstandings were ruled out. Also, the
researcher’s thoughts regarding the participants’ responses were noted in the reflective
diary (discussed in the next section). This proves to be useful during the transcribing

and analysis of the data collected.

5.11 The use of a Reflective Journal

A reflective journal was kept and utilised at every stage of this study. There have
always been arguments about the influence of a researcher’s personality, prejudices,
biases, and so on, and how these can impact the findings of a study. However, keeping
a reflective journal helps to identify personal factors that can affect the final output of
the research, ensuring transparency. This includes my subjective opinions, assumptions,
experiences with the various participants, thoughts during interviews, events in my
personal life and research, and so on. This way, the study’s findings can be as objective
as possible. Another advantage of using a reflective journal for this study is that it

helped me to develop self-awareness. According to Olmos-Vega et al. (2023), reflective
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writing encourages researchers to think deeply and critically, contributing to more
substantial and rational outputs. This can lead to a broader and more significant
knowledge of the subject area. Using the reflective journal, I found myself thinking
about what might have prompted a particular line of thought and interpreting what the
interviewees said. For example, [ am a nurse by profession. In the recruitment process,
using the reflective journal, I was able to caution myself against just looking for nurses
who I may find more readily available than other healthcare professionals. However, in
the end, I still had more nurses than other healthcare professionals. However, being
cautious about such happening from the onset made it not to be a problem for the
researcher because it was not influenced in any way. Having more nurses than the other
two professions is likely because there are always more nurses than the other healthcare
providers everywhere. The reflective journal also helped me refine my thoughts several
times during the study. For instance, it was through the use of the reflection journal in
writing down the research questions that it occurred to me that for ease of convergence
as regards the qualitative and the quantitative part of my main study, I could develop
some questions to serve as starting point for the interview questions which are in line
with the questionnaire utilised for the quantitative part of the study. This step helped
me to be more focused and sequential in the interview process. It also helped me to
manage the evolving lines of thought from the participants more effectively without

getting overwhelmed.

Another example of the usefulness of reflective journals is my interactions with the
participant. The fact that the participants know that I am a nurse, and because of this,
they tend to assume that I should understand some things. They expressed this with
words like “I believe you understand how it goes” and “Do you understand?”. Realising
this, I ensure I ask them to explain further, rather than just agreeing with their belief
that I know what they mean. Most of the time, I found that when they believed I
should understand what they meant, I did. However, there are some points where,
by probing further and listening to their answers, I could see there was more to what
they were saying than I would have assumed. In presenting the findings, areas where

participants assume my knowledge of their line of thought are placed in brackets.

The other side of this lies in interpreting the participants’ responses. There were
some areas where, during the interview, I had to take notes on the interpretations
I could draw from what the participants were saying, although I asked for further

explanations to clarify them. Such changes may involve adding a word or a punctuation
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mark to a sentence, which is placed in brackets with asterisks. Also, the researcher’s
thoughts regarding the participants’ responses were noted in the reflection diary. The

reflective diary was kept at every stage of the study and afterwards.

Using a reflective cycle also helps the researcher make more sense of the different
events during the study. For this, Gibbs’ reflective cycle (1988), as cited in Jasper
(2017), was adopted as the reflection framework. In Gibbs’s reflective cycle, there are
six stages: the description of the event, feelings about the event, evaluation of the event,
what can be deduced from the event, conclusion, and lastly, an action plan. These
stages were followed in some of the events that happened during the study. For example,
in an interview, a question was asked about the health information sources available to
the HCU. This research participant discredited some of the available sources of health
information. However, when listening to the recorded interview again, reflecting on
the points made, the researcher thought they would have asked the participant what
the best source of information for the HCU was, in their view. So, using the Gibbs

reflective cycle, this was dealt with as shown in (Fig. 5.2).

5.12 Data Analysis

Sixteen participants were purposively and conveniently selected and interviewed over 4
months. The interview recordings were listened to three times and transcribed verbatim
using Microsoft Word. Listening to the recordings more than once helps the researcher
to become familiar with the trend of the discussions. It also helps pick clues not put into
words by the participants, such as pauses, hesitations, and uncertainty. Unfortunately,
some of the interviews were only in audio due to network issues. However, through
active listening, jotting down the researcher’s observations and thoughts during the
interview, and listening to the recordings at least three times, most of the challenges
associated with audio have already been addressed. The transcriptions from the
recordings were proofread, with the necessary corrections, additions, and insights
included. Different transcript sections were listened to repeatedly as required while
writing out and discussing the interview findings. Doing this helped ensure that the

participants’ minds were correctly captured.

The interview transcripts were uploaded to NVIVO 12, a qualitative data analysis
tool. NVIVO is one of the computer-assisted data analysis software. It is helpful in

the collection, collation, and organisation of data. It also enhances data analysis. The
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What happened?:
an opportunity
for further
probing on a topic

was missed .
Feelings: | felt |
Actlgn pla.n: Ask the would have love
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participant to ask more
guestions about it
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was bad? missed
opportunity

Conclusion: | would have
listened more attentively What was good?

another participant

" could be asked
Description: My

understanding of
carrying out interview is
improved by the event

Fig. 5.2 Adopting Gibbs’s reflective cycle (1988) to deal with an event
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distinctive features of the software make it an easy-to-use tool with great value for
qualitative researchers. The fact that it can import different data formats, including
audio, video recordings, newspaper clips, documents, and so on, for analysis makes
it invaluable. Coding, i.e., cutting and labelling different aspects of data, can be
creatively mapped out using different colours, making it easy to follow the trend
in categorising data content. These codes can be organised into nodes and lines of
ideas that can be grouped to form a theme. Files can be created to help organise
and tidy up data for easier management. For example, a file can be created for all
interviews, with sub-files for the different professional groups. Sixteen participants
were purposively and conveniently selected and interviewed over a 4-month period.
The interview recordings were listened to three times and transcribed verbatim using
Microsoft Word. Listening to the recordings more than once helps the researcher
become familiar with the trends in the discussions. It also helps pick clues not put into
words by the participants, such as pauses, hesitations, and uncertainty. Unfortunately,
some of the interviews were only in audio due to network issues. However, through
active listening, jotting down the researcher’s observations and thoughts during the
interview, and listening to the recordings at least 3 times, most of the challenges
associated with the use of video have already been addressed. The transcriptions
from the recordings were proofread, with the necessary corrections, additions, and
insights included. Different transcript sections were listened to repeatedly as required
while writing out and discussing the interview findings. Doing this helped ensure that
the participants’ minds were accurately captured. Using features like annotations
helps the researcher note their thoughts or further information about a particular
code. It is also easy to merge closely related nodes, and child nodes can be created
for ideas that provide more information to a particular node. The different nodes and
their relationships can be visualised using a hierarchy chart, an explore diagram, and
compare functions, to mention a few. These features make NVIVO a preferred software

tool for qualitative researchers to analyse data.

The transcriptions were imported and taken through different stages, as stated by
(Bingham, 2023), which include reading through the transcripts to understand and
organise the data; developing beginning codes to form the initial themes, appraising the
theme, establishing the final themes with definitions, and writing an analysis report.
This was easy to achieve using NVIVO. For example, merging nodes and creating child

node functions make forming and appraising initial themes easy.
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Sorting and
organising the data in Appraisal of the
line with the research initial themes
questions

Reading through the
transcripts to
understand the data

Establishing the final Writing of analysis
themes report

Fig. 5.3 Stages of Qualitative data analysis (Bingham, 2023)

Informed by the research questions, Inductive and deductive methods were used
in developing this study’s themes and subthemes (Bingham, 2023). An inductive
approach is a bottom-up method for generating theories without preconceived ideas
about the outcome. The deductive approach, which is more top-down, allows themes
to be formed from pre-conceived ideas, theories, and so on. For this study, both
methods were used interchangeably at various stages. In developing the background
open questions for the interview, the HLQ adopted for the quantitative research was
used. Also, from reading the transcripts, some ideas and initial codes were developed.
These were refined by going through the research questions and the quantitative data.
Through this approach, codes were formed and reformed until saturation was reached.
The inductive approach helped sort the data and extract what was relevant to the
study, from which the themes were formed. The deductive approach helped synchronise
the sub-themes. Overall, combining the two approaches made it easy to integrate the

qualitative and quantitative data.

My supervisors closely monitored the data analysis process, even though they could
not have direct access to the data due to confidentiality concerns. Any challenges
and observations were also freely discussed with senior qualitative researchers in the
researcher’s faculty, and the researcher attended workshops as needed and used the

available support network. This makes the analysis process thorough and robust.
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5.13 Description of the Interviewees

Sixteen participants were interviewed for this study. Two were pharmacists, three were
doctors, and the remaining eleven were nurses. The interviewees were given coded
identities to ensure anonymity and confidentiality. The first letter of the code indicates
their profession: N for Nurse, P for Pharmacy, and D for Doctor. The second letter
is the first letter of their first name. If two people have the same first letter in their
first names, the second person has the second letter of their name added in lowercase.

Below is the coded identity given to the interviewees:
o Transcript 1- NA
e Transcript 2 - DT
e Transcript 3— NN
o Transcript 4- NS
o Transcript 5- DA
e transcript 6 - DTo
o Transcript 7 — NAi
o Transcript 8- NAk
e Transcript 9- ND
e Transcript 10— NK
e Transcript 11- NM
o Transcript 12- NR
e Transcript 13 - NT
e Transcript 14- P1
o Transcript 15- P2

e Transcript 16— NY
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5.14 Data management

The recordings from the Interviews were transferred from the external device to a
password-protected computer, where they were transcribed. As specified in the study’s
ethical approval, the recordings were also uploaded to SharePoint for data storage and

protection.

5.15 Summary

This chapter describes the research method for the qualitative exploration of health
literacy among Nigeria’s general population from the HCP perspective. The next

chapter describes the findings from the quantitative data.



Chapter 6

Research findings from quantitative
data.

6.1 Introduction

This chapter describes the findings from the survey exploring health literacy among
the general population in three of the six geopolitical zones in Nigeria- Southwest,
Southeast, and Northwest. The following sections present the descriptive statistics,
followed by a summary of the study’s findings. The details of the preliminary and
inferential analyses of the data are presented next, and the chapter concludes with a

summary. The research questions for this study are as follows:

1. How is the relationship between the healthcare providers and the healthcare users

in Nigeria?
2. What are the interactions of healthcare users with health information in Nigeria?

3. How is the experience of the healthcare users with the healthcare system in

Nigeria?

4. What is the relationship between COVID-19 knowledge and Health Literacy
among Adults in Nigeria?

6.2 Description of the demographic data

After excluding participants who did not meet the inclusion criteria, especially the

study’s age restriction, the online and face-to-face recruitment efforts yielded 544 and
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2978 participants, respectively, for a total of 3522 participants. This sample size can

be considered significant and advantageous to the study (Andrade, 2020).

Although face-to-face recruitment was restricted to three geopolitical zones in Nigeria,
all six zones were captured and represented in the data. This can result from people
migrating from one zone to another (Adewole et al., 2023). The Southwest has the
largest share of participants (56.2%, n = 1979), followed by the Northwest (15.4%,
n =542), and the Northeast is the least represented, with 2.4% (n =84). 59% (n = 2079)
of participants are in the 18-25 age group, with older adults (45-65) comprising less
than 5% (n =103) of the sample. English is the official language in Nigeria, so it is
not surprising that 99% (n = 3518) of participants use it for communication. Most
participants are undergraduates (28.1%, n = 990), followed by university degree holders
(15.2%, n = 535), while just 4.4% (n = 154) did not complete high school. Regarding
their employment status, only 17% (n = 597) of participants are employed full-time,
while the majority are students (38.4%, n = 1354), and fewer than 10% (n = 333) have

used emergency services in the last year of data collection.

6.3 Narratives of the findings from the nine domains
of health literacy as highlighted in the tables

This section summarises the findings from the analysis of the nine domains of health
literacy as related to the selected variables. Given the aim and objectives of this study,
which are to explore health literacy in relation to the determinants of health literacy
among adults in Nigeria, the most needed information from the tables is the level of
significance for each domain of health literacy in relation to the selected variables,

which are emphasised in this section.

For the feeling understood and supported by the HCP domain, having diabetes,
lung problems, mental health problems and cancer is significant (P<.05). Not having
a disability, the geopolitical zone, and the participants’ educational status are also
significant. On the other hand, being able to speak English, gender, and the use of

emergency services in the last year are not significant to this domain.

For the domain “Having sufficient information to manage my health”, having diabetes,
lung problems, mental health problems, and cancer is significant (P<.05), and, unlike

domain one, so is age. Other variables were also found not to be significant.
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Age, geopolitical zone, level of education, employment status, lung problems, and
certain forms of disability are significant (P<.05) to the domain “actively managing my
health.” Last year’s use of emergency services is added to the list, while other variables

related to chronic diseases, such as cancer, are not significant.

Having social health support as a form of health literacy is linked to lung problems,
cancer, diabetes, the geopolitical zones, and the participants’ employment status
(P<.05). It is also important to note that while having no disability is significant,
having some specific disability can also affect how having social support affects people’s
health literacy. Lung problems, mental health problems, and diabetes are significant to
the domain “Being able to appraise health information.” Other relevant variables are

the level of education, the geopolitical ozone, and having no / specific disability (p<.05).

The use of the emergency service in the last year, the need for help filling out the
survey, and participants’ age, gender, and educational status all contribute to their

ability to engage actively with the HCP.

Having no disability, age, geographic zone, education, or employment status are
significant (p<.05) for navigating the healthcare system. Needing help filling out
the survey, gender, age, education, and employment status are considered significant
(p<.05) to the participant’s ability to find good health information.

The participants’ age, education and employment status, and need for help to complete
the survey are significant (p<.05) factors in understanding health information well

enough to know what to do.

6.4 Validity of data collection instrument

The assessment tool for this survey was the Health Literacy Questionnaire. It comprises
forty-four items and covers nine distinct domains of the health literacy concept. Each
domain is measured using nine scales containing 4-6 items. The first five scales have
four response options: strongly agree, disagree, agree, and strongly agree, while the
remaining four domains have the following response options: cannot do, very difficult,

quite difficult, easy, and very easy.
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It is important to note that each of the nine domains can be used exclusively to
determine health literacy. The health literacy questionnaire was validated, and each
of the nine domains was highly reliable for measuring health literacy (Elsworth et al.,
2016; Osborne et al, 2013). The homogeneity of the nine scales was also confirmed using
Bayesian structural equation modelling and was shown to be measurement-invariant,

especially for the first six scales (Elsworth et al., 2016).

The simplicity and the short time it takes to complete the survey, make it a participant-
friendly tool (Task and Finish group of health knowledge and library specialists, 2023).
Also, the thoroughness of validation and other characteristics of the instrument, which
fits well for this study, makes it a choice tool. This is in addition to the naivety of
the researcher about the concept of health literacy at the time of this decision. This
makes using a tool developed by experts in the field, a better option than trying to
create one. Also, a translated version of the tool has been validated in Nigeria and

recommended as useful.

The nine domains of health literacy check, as highlighted in the HL.Q, are:
1. Feeling understood and supported by healthcare providers.
2. Having sufficient information to manage my health.
3. Actively managing my health
4. Social support for health
5. Appraisal of health information
6. Ability to actively engage with healthcare providers.
7. Navigating the healthcare system
8. Ability to find good health information.
9. Understand health information well enough to know what to do.

The mean scores of the nine scales for the overall sample are presented as shown in
(Fig. 6.1)
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S/N HLQ SCALE

MEAN (SD) [96%
CL]

Range 1 (lowest) — 4 (highest

1 Feeling understood and supported by HCP

2 Having sufficient information to manage health

3 Actively managing my health

4 Social support for health

5 Appraisal of health information

Range 1 (lowest) -5 (highest)

6 Ability to actively engage with HCP

7/ Navigating the healthcare system

8 Ability to find good health information

9 Understand health information enough to know
what to do

1.93 (.59) [1.80,
1.94]

2.01 (.58) [1.99,
2.03]

1.96 (.58) [1.94,
1.97]

1.94 (.62) [1.92,
1.96]

1.97 (.52) [1.95,
1.99]

3.15 (.995) [3.12,
3.19]

3.14 (.96) [3.12,
3.17]

3.06 (.96) [3.03,
3.10]

3.19 (.98) [3.15,
3.22]

Fig. 6.1 Scores of the nine scales of Health Literacy Questionnaire for the overall sample

SD=standard deviation, CL=Confidence Level
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6.5 Selected Predictors for Health Literacy

For the quantitative data analysis, the following predictors (independent variables) are

used to test each of the nine domains.

« Ability to communicate in English: Nigeria is a multicultural, multiethnic and
multi-lingual country with over 300 languages. The official language of Nigeria
is English, which is primarily learned in school. Healthcare professionals are
trained in English, and the healthcare system is structured around this language.
However, not every individual in Nigeria can fluently communicate in English.
While some did not have the opportunity to learn it, some ethnic groups prefer
that their children be taught in school in their local languages. This is why the
researcher decided to explore whether there is any significance to being able to
communicate in English and to health literacy among the general population in

Nigeria.

o Gender: The researcher seeks to explore whether there is a relationship between
health literacy and gender. Each type of gender has its peculiar characteristics,
challenges, and experiences regarding health matters and the healthcare system.
Some diseases are gender-based, for example, cervical cancer, while the response
to illness differs between the genders. For this reason, the researcher will explore

the relationship between gender and health literacy.

o Age: The ages captured in this study are between 18 and 65. In Nigeria, as
in most countries, 18 is the age at which an individual can be held responsible
for their actions as they are considered adults. When these ages are grouped,
there are the young adults (18-25), the middle-aged (26-45), and the older adults
(46-65). These groups constitute the largest share of the population, making
it essential to consider their health literacy. Also, each of these age ranges
has its peculiarities. For example, the middle class is the most active in the
workforce. However, they are the most vulnerable to some chronic diseases due
to the occupational exposures that they experience at work and the stress of life.
So, the researcher considers it necessary to assess the influence of age on health

literacy.

« Geopolitical zone: There are six geopolitical zones in Nigeria. These are North
Central (NC), North-east (NE), North-West (NW), Southwest (SW), Southeast

(SE) and South (SS). Each zone is distinct in its culture, language, sociocultural
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development, and infrastructure. The researcher seeks to explore the relationship

between geopolitical zones and health literacy.

« Chronic diseases: Having chronic disease(s) can increase the frequency of interactions
an individual may have with the healthcare system. The typical chronic diseases
that the researcher considers are arthritis, back pain, lung problems, and cancer.
Others are mental health issues, stroke, diabetes and heart problems. Having a
chronic disease can mean more experience regarding Nigeria’s healthcare system.
Therefore, the researcher considered it essential to explore the relationship between

chronic disease and health literacy among the general population in Nigeria.

o The use of emergency services in the last year: This is considered a predictor
for health literacy because people’s experience in a crisis, especially health, can
reveal their health literacy. Exposure to the healthcare system as an emergency
can also reveal the different aspects of the healthcare system that can be a factor

in the health literacy of the general population in Nigeria.

» Education: According to Nutbeam (2000), functional health literacy is the ability
to read and write. The ability to read and write is usually linked to education.
However, when it comes to education, there may be more to it than reading and
writing. The researcher seeks to explore the relationship between education and

health literacy among the general population in Nigeria.

o Employment: This is linked to an individual’s financial status. The researcher
seeks to consider the relationship between Nigerian adults’ economic status and

health literacy.

« Being helped to fill out the questionnaire: Different issues may warrant an
individual’s inability to complete the survey. The most important aspects of this
study are the participants’ cognitive ability and their ability to think critically.
Health literacy concerns the ability to critically analyse health information and
utilise it in decision-making about health. This is why the researcher seeks to
examine the relationship between needing help to complete a survey and health

literacy among adults in Nigeria.

o Disability: The researcher explores the relationship between disability and health
literacy. Having a disability entails more interactions with the healthcare system,
which can help us understand health literacy in relation to the healthcare system

and the Nigerian population.
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6.6 Choice of statistical test

After preliminary descriptive statistics were used to gain insight into the collected data,
multiple regression was used to analyse the nine domains of health literacy in relation
to the chosen parameters. This choice was made based on the research focus, which
is to explore health literacy in-depth among the general population in Nigeria. The
research questions aim to understand the relationships between the different variables
highlighted in this study and health literacy. Multiple regressions can accommodate
many variables and predict both causes and effects, making it a perfect choice for
analysis (Pederson, 2017). The other options of statistical tests that were considered
but did not fit well for the study are the T-test, which is practicable for considering
similarity or differences between two groups of variables; the ANOVA, which is just
like the T-test but can accommodate more than two groups; and the correlation,
which sought to describe the relationship between two variables, without explaining
the probable factors for the observed relationship. Having chosen multiple regression,
preliminary tests were conducted to assess the method’s suitability, as described in the
subsequent sections.

The study on the COVID-19 pandemic aimed to investigate the association between
health literacy and pandemics. A bivariate correlation would have been appropriate
to examine the relationship between health literacy and knowledge of COVID-19
(Carpenter, 2017); however, the assumptions for this test were not met. On the other
hand, the assumption checks for Spearman’s rank correlation were met and so adopted
for the analysis (Laerd Statistics, 2018). In addition to determining the relationship
between two variables, Spearman’s rank correlation can also indicate the strength
and direction of the relationship. This can be very helpful in determining how health
literacy affects COVID-19 knowledge among the general population, thereby guiding
actions and activities related to this. Six knowledge-based items from the COVID-19
questionnaires, which the researchers’ supervisors and expert analysts at the university
deemed face valid, were analysed against the nine domains of the Health Literacy
Questionnaire. The reliability test of the six COVID-19 questions yielded a modest
Alpha Cronbach of .675. This could be attributed to the diversity of the research
population, which comprises individuals from different geopolitical zones of Nigeria,

each with diverse opportunities and cultures.

Presented next are the preliminary assumption checks for these tests.
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6.7 Preliminary analysis for multiple regression

It is important to note that this study’s research questions focus on three areas of
health literacy: the relationship between healthcare providers and users, healthcare
users’ usage of health information, and their interactions with the healthcare system.
That is why only those domains that address these research questions are considered.
This is possible because, according to the HLQ instructions, each domain can be used

exclusively to assess people’s health literacy.

6.7.1 Domain 1: feeling understood and supported by HCP

. The multiple regression assumptions check indicated that the number of outliers
is less than 5% of subjects, so they are included in the main analysis. Additionally,
the normality assumption was satisfied as shown by the distributions of the multiple
regression residuals. Furthermore, the data passed the homoscedasticity test, indicating
a likelihood of positive bias in the model. Lastly, almost all tolerance scores > .2 and

VIF statistics < 10, indicating that these multiple regression assumptions are satisfied.

The variance is of a significant amount, as shown by the model R? =4.3% and the
regression model F= 10.182, with P < .001. (Fig. 6.2)

Summary

With the necessary assumption checks for the domain "feeling understood and supported
by the HCP," less than 5% of subjects could be classified as outliers, implying that
these subjects were retained in the main analysis. Also, the normality assumption was

satisfied, as shown in the normal distribution of the multiple regression residuals.

6.7.2 Domain 2: "Having sufficient information to manage my
health".

When testing the assumptions of the multiple regression, less than 5% of the study
subjects were classified as outliers and retained in the main analysis. Also, the
assumption of normality was met, as shown by the distribution of the residuals of the
multiple regression. Although there is a probability of positive bias in the model, the
data are homoscedastic. Lastly, the tolerance scores and VIF statistics were > 0.2 and

< 10, respectively, indicating that all multiple progression assumptions were met.



76 Research findings from quantitative data.

PREDICTOR B T P
English -.110 -.806 420
No disability 17 2.669 .008*
Arthritis .011 .160 .873
Back pain .019 .260 .795
Lungs problem 176 2.600 .009*
Cancer .166 2.101 .036*
Mental health .154 2.490 .013*
Stroke .030 .453 .651
Diabetes .104 2.524 .012*
Heart Problem .002 .051 .959
Other disabilities .089 2.366 .018*
Gender .000 .015 .988
Age -.001 -.428 .669
HELP1 .020 .950 .342
Geozone -.055 -9.767 <.001*
Education -.004 -.517 .605
Employment -.022 -2.868 .004*
The use of -.006 -.181 .856

emergency care

Fig. 6.2 Outcome of predictor variables for multiple Regression: Feeling understood
and supported by the HCP.
Note: An asterisk denotes significance

The measure of variance shown by the model R? =2.5% and model F =5.925 with p <
.001 shows significance. (Fig. 6.3)
Summary

Having checked all necessary assumptions for the Domain “Having sufficient information

to manage my health”, the number of subject outliers in the data is less than 5%
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PREDICTOR B T P
English -.234 1.797 .072
no disability .128 3.042 .002*
arthritis .028 413 .679
back pain -.010 -.149 .882
lung problem 231 3.560 <.001*
cancer .116 1.5635 .125
mental health 147 2.475 .013*
stroke -.002 -.028 .978
diabetes) .069 1.751 .080
heart prob .004 .109 913
other disability .072 1.993 .046*
Gender .026 1.267 .205
age -.005 3.457 <.001*
HELP1 .039 1.876 .061
Geozone -.025 4.679 <.001*
Education -.017 2.096 .036*
Employment -.007 -.951 .342
use of emergency -.001 -.019 .985

Fig. 6.3 Outcome of predictor variables for multiple Regression: "Having sufficient
information to manage my health".
Note: An asterisk denotes significance.

and therefore retained in the main analysis. Also, the normality assumption was met,

making the data suitable for multiple regression analysis.

6.7.3 Domain 3: “Actively managing my health.”

Testing the assumptions of multiple regression for the number of subjects in the data
showed that less than 5% of subjects could be classified as outliers and were therefore

retained in the main analysis. Also, the normality assumption was met, as shown by
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the normal distribution of the multiple regression residuals. Additionally, the data are
homoscedastic, with a probability of a positive bias. Finally, tolerance scores >.2 and
VIF <10 indicated that all multiple regression assumptions were met. The variance
can be considered significant as indicated by the model R? =3.8% and model F= 8.649,
with P<.001. (Fig. 6.4)

PREDICTOR B T P

Age -.007 5.350 <.001*
Gender .004 .202 .840
Geozone -.035 6.522 <.001*
ENGLISH -.240 1.846 .065
Use of emergency .068 2.205 .028*
Employment -.018 2.502 .012*
Education -.029 3.709 <.001*
HELP1 -.026 1.255 .210
arthritis -.054 -.784 433
back pain .030 433 .665
lung problem .181 2.807 .005*
Cancer .079 1.052 .293
mental health A1 1.866 .062
stroke .054 .858 .391
diabetes -.002 -.043 .966
heart problem .025 .603 547
other disabilities .088 2.460 .014*
no disability .100 2.369 .018*

Fig. 6.4 Outcome of predictor variables for multiple Regression: “Actively managing
my health.”
Note: An asterisk denotes significance.
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Summary

In summary, for domain 3, the relationship between "actively managing my health" and
health literacy satisfies the assumptions of multiple regression as shown by the normal
distributions of the residuals. Also, the main analysis retains the subject outliers as

they are less than 5% of the subjects.

6.7.4 Domain 4 Social support for health

Regarding the multiple regression assumptions, fewer than 5% of subjects were classified
as outliers, so they were retained in the main analysis. Also, the residuals of the multiple
regression were normally distributed, implying a pass of the normality test. The data
is also homoscedastic, with a possibility of a positive bias. Finally, all domain tolerance
scores and VIF statistics were > 2 and < 10, respectively, meaning that all multiple

Regression assumptions were met.

The variance could be seen to be significant, as evidenced by model R2 = 4. 3%, model
F =9.881, and p < .001. (Fig. 6.5)

In summary, for Domain 4, the relationship between HCUs "having social health
support’” and health literacy met the assumption of normality, as shown by the normal

distribution of the multiple regression residuals.

6.7.5 Domain 5: Appraisal of health information

Assessing for the assumptions of multiple regression shows that the number of subjects
regarded as outliers is less than 5% of the total data set and so were included as part
of the main analysis. In addition, the normality assumption was met, as shown by
the normal distribution of the multiple regression residuals; furthermore, the data,
although with the likelihood of a positive bias, satisfy homoscedasticity. Lastly, a
tolerance score >2 and a VIF <10 imply that all multiple regression assumptions are
satisfied.

Regarding the variance, explained by the model R? = 3.8% and the regression model
F=8.786 with p<.001, it can be concluded that it is significant. (Fig. 6.6)

In summary, the relationship between the HCU’s “appraisal of health information” and
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their health literacy shows that all the multiple regression assumptions were satisfied,

as implied by the normal distribution of the multiple regression residual.

6.7.6 Domain 6: Ability to actively engage with the HCP.

In checking the assumptions of multiple regression, the number of subjects that are
outliers was less than 5%, and so was maintained in the main analysis. In addition, the
normality assumption was met, as shown by the normal distribution of the multiple
regression residuals. The homoscedastic test was also passed, although with a positive
bias to the model. Lastly, domain Tolerance score and VIF statistics were >.2 and <
10, respectively, which implies that all assumptions of multiple regressions were met.
The variance explained by the model, R? = 2.5%, was significant, as shown by the
regression model F = 6.076 and P < .001.(Fig. 6.7)

In summary, the relationship between the HCU’s “ability to actively engage HCP”
and the HCU’s health literacy satisfied the normality assumption as shown in the
normal distribution of the multiple regression. With the necessary checks, the number
of subjects that could be regarded as outliers was also less than 5%, so left in the main

analysis.

6.7.7 Domain 7: Navigating the Healthcare System

The number of subjects classified as outliers related to the multiple regression assumption
check was less than 5% and so left in the main analysis. The normality assumption
was also met, as shown by the normal distribution of the multiple regression residuals.
Furthermore, the data is homoscedastic with the possibility of a positive bias to the
model. Lastly, Tolerance scores>.2 and VIF statistics < 10 across all domains indicate
that all assumptions of multiple regression were met. As explained by the model R?

=3.5%, the variance can be regarded as a significant amount as described by the model
F = 8.130, p<.001.(Fig. 6.8)

In summary, the relationship between the HCU “navigating the Healthcare system”
and health literacy showed that the subjects regarded as outliers are less than 5% and
so maintained as part of the main analysis. Also, the data satisfied the normality test,

as shown by the normal distribution of the multiple regression residuals.
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6.7.8 Domain 8: Ability to find good health information.

Regarding the assumptions of multiple regression, the number of study subjects that
fall into the category of outliers was less than 5%, and so retained as part of the main
analysis. In addition, the assumption of normality was met, as shown by the normal
distribution of the residuals of the multiple progression. Furthermore, the data is
homoscedastic, with a probability of a positive bias model. Lastly, all domain Tolerance
scores were > .2, and the VIF statistics were <10, implying that all the assumptions of
multiple regression were met. For the variance, as explained by the model R? = 2.0% and

model F = 4.897, with p <.001 implying a significant amount of the variance. (Fig. 6.9)

In summary, the normality assumption was satisfied for the relationship between
the HCU’s “ability to find good health information” and their health literacy, as shown
by the normal distribution of the residuals of the multiple regression. It is also worth
noting that the subjects that fall under the category of outliers are less than 5% and

kept in the main analysis.

6.7.9 Domain 9: understood health information well enough

to know what to do.

For the assumptions of Multiple regression, the number of subjects grouped as outliers
was less than 5% of the whole data set, and so they were maintained as part of
the main analysis. Also, the residuals of the multiple regression were normality
distributed, indicating satisfaction with the normality assumption. The assumption of
homoscedasticity was also met with the probability of a positive bias. Lastly, all domain
Tolerance scores and VIF statistics were >.2 and < 10, implying that all assumptions of
Multiple Regression were met. For the variance, as explained by the model R? = 2.5%, a

significant amount is shown by the regression model F = 5.964, with p<.001.(Fig. 6.10)

Summarily, regarding the domain of the relationship between the HCU “understood
health information well enough to know what to do” and their health literacy, the
subject outliers were retained in the main analysis because they constitute less than
5% of the overall data. Also, the assumption of normality was met, as shown by the

normal distribution of the residuals of the Multiple Regression.
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6.8 Preliminary analysis for the relationship between
HL and knowledge of COVID-19

In testing the relationship between health literacy and knowledge of COVID-19, the
proposed null and alternative hypotheses, developed from the available information

about health literacy and its importance in healthcare services, are:

There is a relationship between health literacy and
L covID-19 knowledge among adults in Nigeria.
There is no relationship between health literacy and

" covID-19 knowledge among adults in Nigeria.

These hypotheses will be applied to each of the nine domains of health literacy
as stated in the HLQ.

In deciding which statistical test to use to test the hypothesis, the first consideration
was that the data sets are not continuous, which makes some tests unsuitable (Laerd
Statistics, 2018). For the normality test, the p-values for all variables were less than
.05, indicating that the data were not normally distributed. Using scatter plots and
histograms, the data was found to have outliers. Based on the unmet assumption
tests for Pearson correlation, the dataset could be categorised as nonparametric, which

makes Spearman’s Rank-Order correlation a suitable statistical test.

6.8.1 Domain 1: Feeling understood and supported by healthcare

providers

There is a relationship between feeling understood by
Hj : the HCP and the knowledge of adults in Nigeria about
COVID-19.

There is no relationship between feeling understood by

0 the HCP and covid 19 knowledge among adults in Nigeria.

A Spearman’s Rank-order correlation was run to assess the relationship between the
two variables as stated in the hypotheses. Preliminary analysis indicated a monotonic
relationship, as assessed by visual inspection of a scatterplot.

There was no statistically significant correlation between these two variables, Rg(7) =
—.026, p=.142.
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Therefore, the alternative hypothesis is rejected, while the null hypothesis is accepted.

6.8.2 Domain 2: Having sufficient information to manage my
health.

There is a relationship between having sufficient
Hy :information to manage my health and COVID-19

knowledge among adults in Nigeria.

There is no relationship between having sufficient
Hj : information to manage my health and COVID-19

knowledge among adults in Nigeria.

A Spearman’s Rank-order correlation was run to assess the relationship between the
two variables as stated in the hypotheses. Preliminary analysis indicated a monotonic
relationship, as assessed by visual inspection of a scatterplot.

There was no statistically significant correlation between these two variables, Rg(7) =
—.015, p = .407.

Therefore, the alternative hypothesis can be rejected, while the null hypothesis is accepted.

6.8.3 Domain 3: Actively managing my health.

There is a relationship between actively managing my
" health and COVID-19 knowledge among adults in Nigeria.

There is no relationship between actively managing my

O health and COVID-19 knowledge among adults in Nigeria
A Spearman’s Rank-order correlation was run to assess the relationship between the

two variables as stated in the hypotheses. Preliminary analysis indicated a monotonic
relationship, as assessed by visual inspection of a scatterplot.

There was no statistically significant correlation between these two variables, Rg(7) =
—.020, p=.261.

Therefore, the alternative hypothesis can be rejected, while the null hypothesis is accepted.
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6.8.4 Domain 4: Social Support for health.

_There is a relationship between having social support for
' health and COVID-19 knowledge among adults in Nigeria.

There is no relationship between Having social support
°" for health and COVID-19 knowledge of adults in Nigeria

A Spearman’s Rank-order correlation was run to assess the relationship between the
two variables as stated in the hypotheses. Preliminary analysis indicated a monotonic
relationship, as assessed by visual inspection of a scatterplot.

There was no statistically significant correlation between these two variables, Rg(7) =
—.005, p=.767.

Therefore, the alternative hypothesis can be rejected, while the null hypothesis is accepted.

6.8.5 Domain 5: Appraisal of health information.

There is a relationship between appraisal of health
H; :information and COVID-19 knowledge among adults in
Nigeria.

There is no relationship between appraisal of health
Hj : information and COVID-19 knowledge among adults in

Nigeria.
A Spearman’s Rank-order correlation was run to assess the relationship between the
two variables as stated in the hypotheses. Preliminary analysis indicated a monotonic
relationship, as evaluated by visual inspection of a scatterplot.

There was no statistically significant correlation between these two variables, Rg(7) =
—.029, p=.097.

Therefore, the alternative hypothesis can be rejected, while the null hypothesis is accepted.

6.8.6 Domain 6: Ability to actively engage the healthcare
providers.

There is a relationship between ability to actively engage
Hj : the healthcare providers and COVID-19 knowledge among

adults in Nigeria.
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There is no relationship between ability to actively engage
Hj : the healthcare providers and COVID-19 knowledge among

adults in Nigeria.

A Spearman’s Rank-order correlation was run to assess the relationship between the
two variables as stated in the hypotheses. Preliminary analysis indicated a monotonic
relationship, as evaluated by visual inspection of a scatter plot.

There was no statistically significant correlation between these two variables, Rg(7) =
—.359"*, p<.001

Therefore, the alternative hypothesis is accepted, while the null hypothesis is rejected.

6.8.7 Domain 7: Navigating the healthcare system.

There is a relationship between navigating the healthcare
Hy :system and COVID-19 knowledge among adults in
Nigeria.

There is no relationship between navigating the healthcare
Hy :system and COVID-19 knowledge among adults in

Nigeria.
A Spearman’s Rank-order correlation was run to assess the relationship between the
two variables as stated in the hypotheses. Preliminary analysis indicated a monotonic
relationship, as assessed by visual inspection of a scatter plot.

There was no statistically significant correlation between these two variables, Rg(7) =
—.346™*, p <.001

Therefore, the alternative hypothesis is accepted, while the null hypothesis is rejected.

6.8.8 Domain 8: Ability to find good health information.
There is a relationship between the ability to find good
Hj :health information and COVID-19 knowledge among

adults in Nigeria.

There is no relationship between ability to find good health
Hj : information and COVID-19 knowledge among adults in

Nigeria.
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A Spearman’s Rank-order correlation was run to assess the relationship between the
two variables as stated in the hypotheses. Preliminary analysis indicated a monotonic
relationship, as assessed by visual inspection of a scatter plot.

There was no statistically significant correlation between these two variables, Rg(7) =
—.330"*, p <.001

Therefore, the alternative hypothesis is accepted, while the null hypothesis is rejected.

6.8.9 Domain 9: Understanding health information well enough

to know what to do.
There is a relationship between understanding health
H; : information well enough to know what to do and COVID-

19 knowledge among adults in Nigeria.

There is no relationship between understanding health
Hj : information well enough to know what to do and COVID-

19 knowledge among adults in Nigeria.

A Spearman’s Rank-order correlation was run to assess the relationship between the
two variables as stated in the hypotheses. Preliminary analysis indicated a monotonic
relationship, as assessed by visual inspection of a scatter plot.

There was no statistically significant correlation between these two variables, Rg(7) =
—.361**, p <.001

Therefore, the alternative hypothesis is accepted, while the null hypothesis is rejected.

6.8.10 Summary of the relationship between health literacy
and knowledge about COVID-19.

Of the 20 COVID-19 questions, six knowledge-based questions were selected to examine
the relationship between health literacy and the general population’s knowledge of the
COVID-19 pandemic. This was done using Spearman’s Rank correlation as presented

above.

Of the nine domains of health literacy tested against COVID-19 knowledge-based
questions, the general population’s knowledge of COVID-19 was shown to be, related to
the domains: “actively engaging the HCP”; “ability to navigate the healthcare system”;
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ability to find good health information; and “understanding health information well
enough to know what to do”, all at the same level p<.001 significance. This implies
that the general population’s ability to navigate the healthcare system is related to
their knowledge of the COVID-19 pandemic. This is the same for their ability to find
and understand good health information well enough for decision-making and to engage
the healthcare provider. (Fig.6.11)

6.9 Conclusion

This chapter presents the findings from the quantitative data. While some demographic
data were significant for health literacy, most chronic diseases were not. Of the nine
domains of health literacy, only four were positively associated with knowledge of
COVID-19. The next chapter presents the findings from the qualitative data.
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PREDICTOR B t P
English -.110 -.806 420
no disability A17 2.669 .008*
arthritis .011 .160 .873
back pain .019 .260 795
lung prob 176 2.600 .009*
cancer . 166 2.101 .036*
mental health .154 2.490 .013*
stroke .030 453 .651
diabetes) .104 2.524 .012*
heart prob .002 .051 .959
other disability .089 2.366 .018*
Gender .000 .015 .988
age -.001 -.428 .669
HELP1 .020 .950 .342
Geozone -.055 -9.767 <.001*
education -.004 -.517 .605
employment -.022 -2.868 .004*
use of emergency -.006 -.181 .856
care

Fig. 6.5 Outcome of predictor variables for multiple Regression: Social support for
health
Note: An asterisk denotes significance.
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PREDICTOR i T P
English -142 1224 221
no disability 108 2.883 004*
Arthritis -029 -475 635
back pain 035 568 970
lungs prob 181 3.124 002"
cancer 020 297 166
mental health 220 4142 <001
stroke 036 633 D21
diabetes 088 2.507 012*
heart prob -022 -9%9 049
otherdisabilty .13 4,070 <.001*
Gender 022 1179 239
age -004 3.002 003"
HELP1 016 862 389
(Geozone -036 7450 <.001*
education -021 2.993 003"
employment -009 -.160 447
use of emergency -.018 -635 525
services

Fig. 6.6 Outcome of predictor variables for multiple Regression: Appraisal of health

information

Note: An asterisk denotes significance.
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PREDICTOR B T P
English -.363 1.656 .098
no disability -.015 -.205 838
arthritis 070 602 547
back pain - 141 1.204 229
lung prob -158 1.450 147
cancer -107 -.838 402
mental health 107 1.066 287
stroke .058 544 587
diabetes .067 1.018 309
heart prob 021 .304 761
other disability .063 1.037 300
Gender -.091 2.621 .009*
age 014 6.200 <.001*
HELP1 186 5.349 <.001*
Geozone -.002 -.184 .854
education -.048 3.624 <.001*
employment -.031 2.564 .010*
use of emergency -.101 1.919 .055*

Fig. 6.7 Outcome of predictor variables for multiple Regression: Ability to actively

engage the HCP.

Note: An asterisk denotes significance.
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’ PREDICTOR B T P
English -.348 -1.655 098
no disability -132 -1.939 053"
arthritis 121 1.091 216
back pain -063 -.062 al4
lung prob -.189 -1.6807 071
cancer -119 -917 329
mental health 143 1.495 135
stroke 07 703 482
diabetes) 028 434 665
heart prob -061 -928 353
other disability 108 1.861 063
Gender -017 -521 603
age 008 3671 <001*
HELP1 062 1.848 065
(Geozone 046 5228 <001*
Education -094 -1.327 <001*
Employment -036 -3.052 002*
Use of emergency  -017 -.336 137

care

Fig. 6.8 Outcome of predictor variables for multiple Regression: Navigating the

Healthcare system.

Note: An asterisk denotes significance.
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PREDICTOR B T p
English - 217 -1.024 306
no disability -128 -1.858 063
arthritis 105 934 350
back pain -.180 -1.582 114
lung prob 010 091 827
cancer -198 -1.611 A07
mental health 038 395 693
stroke 056 542 588
diabetes -.007 - 114 909
heart prob -077 -1.157 247
other disability 091 1.551 121
Gender -.064 -1.908 056*
age 011 5.175 <001*
HELP 152 4521 < 001*
(Geozone -.008 -.662 389
education -.058 -4 460 < 001*
employment -031 -2.627 009*
use of emergency -.072 -1.420 156

Fig. 6.9 Outcome of predictor variables for multiple Regression: Ability to find good
health information.
Note: An asterisk denotes significance.
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PREDICTOR B t P
English -286 1324 186
no disability - 154 2199 028"
arthritis 064 563 573
back pain -184 -1.590 12
lung prob -188 -1.748 081
cancer -080 -114 ATH
mental health 008 078 538
stroke 073 102 483
diabstes) -019 -289 172
heart prob 021 308 198
other disability 015 253 800
Gender 062 -1.819 069
age 012 5.291 <(01*
HELP1 185 5.391 <001*
(e0zone 011 1.267 205
education -052 3972 <(01*
employment -036 -3.034 002
use ofemergency  -.056 -1.086 218

Fig. 6.10 Outcome of predictor variables for multiple Regression: Understood health
information well enough to know what to do.

Note: An asterisk denotes significance.
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Non-parametric Gorrelation

Health literacy domain Knowledge of COVID-19
1. Feelingunderstoodand | R (7)=-.026
supported by Healthcare
Providers p=.142
2. Having sufficient Rs(7)=-015
informationto managemy | W
Realt, &
3. Activelymanagingmy | Rs(7)=-.020
health

=261
4,Social support for health | Rs (7)=-,005

p=.767
5. Appraisal of health Rs(7)=-029
information

p=.097
6. Abilityto actively engage | Rs (7)=-.359*
with healthcare providers,

p= <001
7.Navigating the healthcare | Rs (7)=.346*
system

0= <001
8. Ability to find good health | Rs (7) = 330**
information.

p=<001
9, Understanding health Rs(7)=.361*
information well enough to

p=<001
know what to do.

Fig. 6.11 Spearman’s rho for the test of the relationship between Health Literacy and Covid-19

Know{edge.\

Note: Correlation s significant at the **.001 level (2-tailed).




Chapter 7

Findings from the Qualitative Data.

7.1 Introduction

This chapter presents the findings from the interview conducted with 16 healthcare
providers in Nigeria. Eleven of these HCPs were nurses, with two pharmacists and
three doctors. As explained in the previous chapter, deductive and inductive methods
were used to derive themes from the collected data. Exploring these themes led to the

development of different subthemes presented in this chapter.

7.2 Presentation of the themes

The three foundational themes for this study are:
e The healthcare providers’ and receivers’ relationships.
o health information as it relates to the healthcare users.
o The healthcare system and the general population.

Note that these are not listed in order of importance, as each theme is exclusive to
determining health literacy among the general population, according to the health

literacy questionnaire.
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7.3 Theme 1: The relationship between the Healthcare

Providers and the Healthcare Users

7.3.1 Establishing the interaction of the HCP with the HCU.

The importance and the effect of good interpersonal relationships between HCP and
HCV cannot be overemphasised (Olaisen et al., 2020). Also, its importance in relation
to health literacy is emphasised in the HLQ (Osborne et al., 2013). All the interviewees
agreed on certain interaction levels between healthcare providers and recievers. Some
of the words used in answering the question as to what they could say about the
relationship between the HCP and HCU include: “not so there”, ‘fair, “it depends”,

W

“not adequate”, “average”, and so on:

“Of course, they do interact. You are going to have some questions you are
going to check to examine your patient. So, there’s a level of interaction”.
N2

Further to this, the interactions between the HCP and HCU are regarded to have

experienced some improvement over the years:

“But I must say that from time to time there have always been interactions,

just that I will say that nowadays I think the level of interaction has

increased because people are engaging their doctors more, (you understand)?”.
N2

Expanding further on this, all the interviewees agreed to the fact that the relationship
between the HCPs and the HCUs could be better:

“In time past and now, they interact, although there are a lot of changes that
has happened between healthcare workers and healthcare users initially.
And many years ago, maybe as a student, there was a time when the

interactions were minimal, but we’re not (you know) there yet." D1

Summary

There is a consensus that the HCP and HCU have a relationship, which has improved
over the years. However, the relationship is not yet as expected. The next subtheme
considered the different relationships between the HCP and the HCUs, which is

presented in the next section.
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7.3.2 Types of Relationships between HCP and HCU

Although not stated directly, it emerged that there could be different types of
relationships that the HCP could have with the HCU. The three types that were

identified are described below:

Boss vs subordinate.

This happens when the HCPs take the boss role while the HCUs play the subordinates.
The HCP could initiate this, while sometimes, the healthcare receivers could play out

the role of subordinates:

“People when they come to the clinics, to the hospital, (to) see (the)
healthcare worker, they act like they are the in the court, or before the
gods sort of”. DT

One of the predicting factors for this was the severity of the patients’ sickness, which

makes them dependent on the HCPs and focused on how they can get well quickly.

“if the patient is in a serious condition, you know you (they) must take
the medication so that you (they) can be able to get well. I tell you my

problems, for you to give me the medication” NA.

Another reason is that the HCUs trust that the HCPs are experts they can trust,

having seen many cases like their own. The best thing is to submit to them.

“You (they) believe that this person has come across so many cases like

this, or like my own, and knows how to manage it” DTo.

Some of the HCUs have negative impressions of the HCPs. They believe that they
can be arrogant, impatient, and non-accommodating. This puts fear in their hearts,
making them tread gently around the HCPs as they regard them like their benefactors,

doing them a favour and, as such, would not want to get them angry.

“Because (there is the) knowing they have that the healthcare providers
are very arrogant, very unaccommodating, maybe they can abuse them. So
they have that fear, which should not be, as a healthcare User” (NN).

Culture and religion also played a role in promoting the boss-subordinate relationship.
Some HCPs pull on this when a patient does not want to submit to what they are
prescribing. Culturally, people are expected to respect those taking care of them and
listen to them, which some religions (Islam) also emphasise. Although this may be

regarded as being manipulative, it does happen.
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‘So, what we do is we put our own Islamic relations to play. We bring in the
sayings of prophet Muhammad. So once the man (patient) is a religious

man, no issues.’N4

People who are of low financial status and are also ‘uneducated’ tend to feel unsure
of themselves, making them take the role of subordinates. The sense of feeling inferior

makes them recoil inside and accept whatever is thrown at them.

"...Because when you see somebody that is still struggling financially, there
is tendency for the individual to withdraw,nine domain kind of, when
interacting with somebody that is perceived to be financially. Buoyant than
they are. So, (there is this) there’s a way they recoil inside, not wanting to
really say too much, (or) do too much around somebody perceived to be
more educated than they are, more financially buoyant than they are. So,
because there is link between financial buoyancy and social acceptability,

we cannot deny that fact." ND

Summary: Boss versus subordinate is one type of relationship the HCP and HCU
could have. Culture, financial status, trust, and impressions of the HCUs of the HCPs
are some of the determining factors for this. In the next section, the positive versus

negative type of relationship is presented.

7.3.3 Positive versus negative relationships

The interactions between the HCPs and the HCUs can be positive or negative, and this
can be determined by the two parties involved. While the patients could be unpleasant,
the HCPs, too, can be unaccommodating. In both ways, the personalities of the HCPs

and the HCUs can determine the tone of their interactions.

"Then there is this thing about people’s personality too that you can’t really
do anything about that even though they are educated. Their personalities
sometimes may not, may still be some of some people just naturally violent

and there is nothing you can do about (it) though they know." DT

Whether the expectations of the HCUs of the HCPs or the services received are met
or not can determine the tone of the interactions between them. Patients who have

searched the Internet about their conditions may have a picture of the treatment they
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are expecting. If this is not followed, they may see the HCP as incompetent, leading
to negative interactions. Patients’ outcomes, most especially when the patient dies,

can lead to unpleasant reactions from the patients’ families, too.

"And they have so much information in their head that is, you know,
counterproductive and at some point, they may think the doctor is incompetent
or the doctor is not doing enough. And then we have cases of violence, like
people beating up their doctors these days because of what they think they
know." DT

Some HCPs regard some of the HCUs as having an entitlement mindset. They believe
that the HCP is bound to give them the best care they desire, no matter the attitude
they put forward. This is not determined by their level of education or profession, as
even the HCUs that are ‘educated’ could be found guilty of this.

‘I’'m a barrister’ and you (being) a lawyer should understand what
you are doing , but still you start, you know violence against the doctors

shouting at them. (You know) that’s what I mean anyway." DT

The possibilities of transfers of aggression were identified. This can happen when,
for whatever reason, an HCP is emotionally down, and they allow this to affect their

relationships with their clients.

"you (the HCP) might be having some bad days and can report to work
with it instead of leaving it at home. some people carry their problem to
work and begin to vent their anger on their clients, and this is the situation

in our hospitals." NS

The financial situation surrounding care can taint interactions between HCPs and
HCUs. This can happen if the patient must stay in the hospital for some time, with the
attending physician’s continuous prescription. It is worth noting that in government
hospitals in Nigeria, patients’ relatives purchase the medication and other items they
need. Sometimes, the stress of moving from the hospital ward to the pharmacy can be

so distressing that it leads to negative responses from the patients and their relatives.

"if you ask them to do this, they get very angry. I work in a state hospital.
So when you ask them to buy this, buy that they get angry and they’re like
thought they are in the government sector that it shouldn’t be expensive,
that you shouldn’t ask them for money. And I'm like, it’s not my personal
fault. It’s still the government’s fault." NA
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7.3.4 Violence against HCP

The issue of violence against the HCP came up in almost all the interviews with
healthcare providers in Nigeria, more commonly among the Medical Doctors and less
commonly with the Pharmacists. As a matter of concern, it is regarded as a common
thing in their interactions with the HCU..

"'some of them have good attitude. They greet you; they appreciate you.
But those are few. Most healthcare users, they are always on the aggressive
side, Violent especially if anything (go) wrong. If anything goes wrong with

the patients, the relatives, they’re usually aggressive, violent" DTo

in the capability of the HCP. The trust factor comes in from what the HCU believes
they know about the disease and, by this, tries to weigh the expertise of the HCP.

"And you have so much information in their head that is, you know,
counterproductive and at some point, they may think the doctor is incompetent,
or the doctor is not doing enough. And then we have more negative

interactions like people beating up their doctors these days because of what
they think they know."DT

The HCP, being aware of the possibility of the HCU becoming aggressive, sometimes
tries to look for ways to prevent it, most especially as it regards getting the patient
involved in planning for their care and the disease prognosis. When the patients and
their relatives are engaged in the decision-making regarding the line of treatment, with

other factors constant, the issue of aggressiveness can be prevented.

'T don’t want any story on the newspaper that says they beat one doctor.
So, I tried to carry them along that this is what this this, your patient
is gone. “I'm sorry to say that it’s just this this, this, this, that we are
using to support the blood pressure. Is this machine that is breathing for
him this and that” and they will get to know and Some of them would
have been, you know, called the family members (and) start preparing each
other. So, when if anything happens, they would have even been expecting.

So, if anything should happen, there won’t be any violence. DTo

The issue of aggressiveness can also be from the HCP to the HCU. This can be due
to the emotional state of the HCP, depending on what they are going through. A
healthcare provider is expected to control their emotions at work, but workload, lack

of motivation and patient’s attitude can trigger aggressiveness in the HCP.
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"You might be having some bad days, and when you report to work, instead
of leaving (their problems) at home, some people carry their them to work

and begin to vent their anger on their clients."NS

Summary

The HCP and HCU interaction can be like that of a boss to a subordinate. It can also
be positive or negative. On the negative side, identified is the issue of aggressiveness

to the HCP by the HCU. However, in some cases, the aggressiveness can stem from

the HCP.

7.3.5 The determining factors for interactions between the
HCP and HCUs.

Introduction: Seven factors were identified as to how the interactions between the

HCP and HCU could be. These factors can be related to the HCU, the HCP or the

health care organization policies and structures. The seven factors are listed below

and presented in this section.

« Settings and location of the healthcare services

Trust and feelings

Timeline

Education

Financial status

Workforce and work schedule

Personalities of the HCU and HCP

Settings and location of healthcare services

The setting or location of healthcare can determine and affect interactions between
HCPs and HCUs, as well as the level of care available to HCUs. Different types of
settings were highlighted, as well as different management types. For instance, there
are government-owned and managed healthcare settings, as well as privately managed
ones. The interactions between the HCPs and the HCUs seem to be better in the

private sector, though it can be more expensive, while the government-owned settings
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may not afford room for many interactions due to the ratio of patients to HCP, which

most of the time is unproportionate.

"It’s also one of the major problems, especially in the public sector. In
the private sector, People have access, but public sector you can have 10
patients at once (to a HCP). So, the Private sector tends to be better." DT

People in the urban area tend to have greater access, though fewer interactions with
the HCP, especially regarding the number of HCPs available to them. On the other
hand, while people in rural areas may have greater opportunities to interact with HCPs,

they are disadvantaged in the level of care available to them.

"But if you consider the rural area, People are not so accessible to (their)
I mean HCPs are not that accessible to HCUs, so the accessibility to or
is it availability? (No, I don’t know, but the accessibility too has to do
with availability). So, because for a busy. Doctor, you won’t be able to
(you know) one patient cannot just delay me, spending like 30 minutes
talking to a person (patient) or educating (them). So, availability too is
important to accessibility, but accessibility I will say, is on the average
depending on the environment, whether Rural or urban. In the rural area,
the accessibility is No. Although they have the community health workers
that are there. However, the problem that I have with Community health
workers is that they may not be well informed. They may not give them
(the HCUs) the right information. Their accessibility to those that have
the right information is low. So, but maybe in the urban region we can say

it’s average medium." DA

Another side to how settings and location can affect the interactions between the HCU
and HCP is the advent of online consultation. With online consultation, the need for
patients to meet their career face—to—face is removed. For online consultations, the
HCP asks a series of questions and may request pictures to make their diagnosis. This
not only saves the HCU the stress and time of travelling down to the hospital, but it
also saves both the hospital and the HCU resources. However, the concern raised is the
possibility of this arrangement reducing the interactions between the HCU and HCP
to mere words. Effective communication goes beyond words; in fact, the nonverbal
aspect of communication carries a larger percentage compared to words. In that case,
the interactions between the HCP and HCU may not be optimum while not belittling

the advantages of online consultation.
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"Another side to it is that nowadays I know of clinics that are, like proxy
consultations such that you only see your patient, maybe the first time
then subsequently it’s virtual. So that can also reduce interaction in the

sense of physical examination of physical interactions.” DTo

Summarily, in this section, the findings on how the settings and the location of the
healthcare can affect the interactions between the HCP and the HCU are presented.

In the next section, the trust and feelings factors will be discussed.

7.3.6 Trust and Feelings

Trust has been highlighted as a factor in the relationship between the HCP and the
HCU. Such trust could be in the believed expertise of the HCP, such that the HCU
have rest of mind, believing that they are safe with them. This helps the HCU to
open-up better in discussing their health challenges and determines their disposition

to the treatment or care being given.

“So by just telling you his (their) problem, You (they) believe that this
person has come across so many cases like this, or like my (their) own, and

knows how to manage it”.NS

There is also the possibility of an HCU not trusting the HCP. This can be due to the
information that they have gotten from the internet or friends, or it can be due to

their religious beliefs.

“May be mistrust. Lack of trust in health workers (which can be) For no
reason that I will point to, but it happens. Probably they have a belief
that is stronger than what the healthcare provider is bringing.” NR

Furthermore, how the HCU feels about the HCP also determines their relationships.
If a patient perceives that the HCP cares for them, they see them as who they can

confide in, which makes for a better relationship.

“To be able to share their problems with you (you need to) show empathy
actually so that they will be able to go out of way to tell you whatever is

in their mind so personally, I try to empathise with my patients” Dr A

The HCP working in a setting that is local to them can help with trust as it gives the
HCU a sense of the HCP being part of them and so would readily understand them

and care for them well.
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“The state government and the federal government (are) recruit(ing) nurses
in their communities. So, the Community will respect them and their works,

they will say this one will understand us” ND

7.3.7 Timeline

Occurring commonly in all the interviews is the fact that the progress of time is of
significance as regards the relationship between the HCU and the HCP. Some of the
words used in describing this are “in the past”, “before”, “unlike now”, “many years
ago”, and so on. All the interviewees agreed to the fact that the relationship between
the HCP and the HCU is better these days than it used to be in the past. This is
attributed to the general trend of development all around, the increased exposure and

education of HCU, the internet and so on.

“Of course, they do interact in time past and now because there are a
lot of changes that has happened between (the) healthcare workers and
healthcare users. Initially and many years ago, maybe as a student, there

was a time that the interactions were minimal” DT

Another point that the interviewee agreed on is the fact that the relationship between
the HCP and HCU, even though has improved over time, can still be better.

“We are not there yet, though we are not where we used to be, but we, I
can’t say, not there yet. if I grade it (in terms of. You know?) It’s not very
poor, it’s not poor, it’s just in between poor and average. So, we are we

are moving on, we are not there (yet)”. DTo

Summary

the timeline is a factor in the interaction between the HCP and the HCU. There has
been a notable improvement in the relationship between the HCP and the HCU over
time, just that the relationship needs to improve. In the next section, the education

factor is explored.

Education

Different meanings are given to the word education/ literacy by the interviewee as
regards its influence on the relationship between the HCP and the HCU. While some

take education as formal learning acquired in school, leading to being able to read and
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write, some regard it as how enlightened the HCU are as related to health.

There are diverse views as to the effect of formal education on the relationship between
the HCP and the HCU. While some of the interviewees believe that having a form of
formal education helps the interaction between the HCU and HCP, some could not
see many differences. Those with the thought that education has a positive influence
on their interactions also believe that the higher the level of education, the better the

relationship could be.

“if we find. Someone like a secondary school graduate and stuff like that at
least to an extent, the interaction is from my own experience, the interaction
is better because there is a way we want to communicate with each other,
but because of that barrier they feel like, oh, it should not be, and they
want to insist that it should not be. They don’t want to understand your
own point of view and stuff like that, but I think. That for those people
that are formally educated to an extent, it will try and explain things to.
They come to understand that sometimes they might not want to agree,
but at least then you can persuade them to and expect to it. It gives a

basis for interaction”. NA

On the other hand, those who regard being formally educated as not being of more
importance than being knowledgeable on health matters are of the opinion that being
educated and being an expert in a field does not guarantee a better relationship between
the HCU and the HCP.

“I've even seen some people that claim to be well educated that don’t
understand what is going on in the healthcare system. I will say that
the education I'm talking about is health education in terms of health
education, especially of the condition that they may be dealing with or

education in terms of the way health system runs or the terms” DTo

Interestingly, being educated and being an expert in a filed could be a challenge to the
relationship between the HCU and the HCP. Those who are educated could sometimes
be found not to readily listen to the HCP and could be too ready to go legal since they
are well-learned and understand what should be expected from the HCP. it can be
argued that not being educated formally then put the HCU at the mercy of the HCP.

“I'm just trying to give you an example. So that they were pressing the

chest of their relatives. So that was what made the person would die,
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so they did not know that the person is dead and that is why they are
pressing the chest, so you understand that kind of education about health,
so they are not. It’s not as if they are not educated in terms of their level
of education. Some of them are even. The level of if I some of them even
come and say I'm a lawyer. I'm a this I'm a barrister and you just why are
you a lawyer? So you should understand what you are going to, but still

you start you know violence against the doctors shouting at them.”DTO

Furthermore, not being formally educated is regarded as a problem sometimes by the
HCP. The effect of it is seen in the inability of the HCU to engage with the HCP
due to lack of confidence in themselves, regarding the HCP as being superior and all

knowing. This makes them not want to query or ask questions from the HCP.

“There’s a way they recoil inside. Not wanting to really say too much,
do too much around somebody perceived to be more educated than they
are”’DT

Summarily, as regards the influence of education on the relationship between the HCP
and the HCU, the word education has different meanings to the different HCPs. Also,
there are diverse opinions as to the effect of it on their relationships with the HCU. In

the next section, the financial status factor is presented.

7.3.8 Financial status

A consistent point as regards finances is that the buoyant the HCU is financially, the
better healthcare they can enjoy. Additionally, the poverty level is recognised to be
high among the general population, which implies that they may be having issues

enjoying the best of care. This can also make them aggressive towards the HCP.

“A lot of Nigerians, an average Nigeria is not buoyant, so another factor is
Pressure. I mean internal pressure... Then if I say poverty and by saying
poverty, I mean a lot of people in Nigeria are experiencing that. A lot of
times when they come to the hospital, they expect that everything is free
and stuff like that. But when you ask them, if you ask them pay, they get
very angry” D'To

In addition, social acceptance is linked to financial status and that is why a HCU that
is of low financial status may find it difficult to relate comfortably with the HCP.
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“Because when you see somebody that is still struggling financially, there is
tendency for the individual to withdraw, kind of. When interacting with
somebody that is perceived to be financially buoyant than they are. So
there is this way they recoil inside not wanting to really say too much, do
too much around somebody perceived to be more educated than they are,
more financially buoyant than they are. So, because there is link between

financial buoyancy and social acceptability, we cannot deny that fact.” NR

There are two sides to the healthcare system in Nigeria- the government-owned and the
privately managed hospitals. The government-owned hospitals are subsidised, unlike
the private sector. In the private sector, every care rendered must be paid for, but
the patients can be sure of prompt and stress-free health care. The government sector
is oversubscribed, and this makes fctdhf the waiting time to be longer and stressful

for the HCU. The frustration from this can also make them become aggressive to the

HCPs.

“It’s also one of the major problems, especially in the public sector. In
the private sector, People have access, but public sector you can have 10
patients at once.”NN

Additionally, finances have a substantial impact on the level and quality of care that
the HCU can access. The higher their financial Status, the better the level of care they
could afford.

“When I was a student, I had a posting in Lagos where each patient assesses
the consultant and then everybody in charge of their care freely. With a
snap of fingers like this, they could just call anybody at any time. it is very
easy, because they are assigned consultants and medical officers and... So,
it’s like the same person is having to take care of them throughout, but
in the setting where I am now, anybody can take care of the patients per
time, and they keep asking fresh information again and again which can be
stressful for the HCU.” NT

Another concern with finances as a determining factor in the relationship between HCP
and the HCU is around the subsidisation of healthcare by the government sector and
the communication of this to the HCU. The government operates a health insurance
system that people can subscribe to. However, this is not all-inclusive. Most of the
HCU regards the government-managed healthcare to be free so when they come to the

hospital, they are not expecting that they would have to pay. Interestingly, even those
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who did not subscribe to health insurance due to misinformation expect that they
should be treated free of charge. This leads to anger against the HCPs who are just
doing their job because the HCU sees them as the cause of their problem in accessing

healthcare.

“if you ask them to do this, they get very angry and, I work in a state
hospital. So, when you ask them to buy this and buy that they get angry
and they’re like they thought they are in the government sector that it
shouldn’t be expensive, that you shouldn’t ask for them for money. And

I'm like, it’s not my personal fault.” DT

Summary

Financial status is found not to only determine the level of care available to the HCU,
it also plays a major role in how they relate with the HCP. The manpower and work

schedule factor is considered in the next section.

7.3.9 Workforce and work schedule

There are two sides to the issue of the availability of workforces and its effect on the
relationship between the HCP and the HCU. In the time past, there were a lesser
number of HCPs compared to what we have today. There has also been training of
more HCPs, and availability of options to specialise in the creation of more healthcare
facilities. These are to increase the opportunity for a better interaction between the
HCU and the HCP.

“Over time, we have more healthcare providers. I remember that many
years back or the time at least I can remember one of our senior colleagues
who taught us in school. He told us that in his village he was the only
one that went to study medicine. And at that time he had to go and
study abroad. Because the first university the first university was only just
starting and could not accommodate many students. So that time I believe
that many doctors many schools are coming up, the private inclusive you
know, and more students can study medicine. so I think we have more
doctors now than before. In fact, you can almost see in every street hospital,
you understand. this is not about doctors only, but HCP. So, we have
doctors, we have nurses, we have different professions that even coming

up. We have health records; we have different people. You know, when
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I went to study medicine, there are some courses that were not available

then. Now we have different, you know, under the health sector different
ones.” DT

However, it is interesting to note that even though there is more workforce in terms of
training, there has been a decline in the level of interactions between the HCP and the
HCU in recent times. The first side to this is the location of the facility. Most HCPs do
not like to work in remote settings due to the lack of basic amenities in such locations.
This restricts the available number and the quality of HCPs in such locations, and so

does the level of interaction when the ratio of patients is compared to that of the HCP.

“Most people (HCP) They join non-governmental organisations. In the
services, all the joints and that is the first arm of government that is the
federal government healthcare facilities in terms of providing services, most
people that have been trained by the state or by the local government over
the community, they live the community to witness to go what they are

told, to look for greener pastures, maybe at the Federal medical centres
(cities)”. NN

Recently, there has been a wave of HCPs leaving Nigeria majorly to seek a greener
pasture. This has reduced the number of available HCPs drastically, affecting the time
and level of interactions between the HCP and the HCU.

“Also, the with the recent flocks of people healthcare workers. Traveling
out of the country, they are now limited hands to attend to people in
hospitals in our different hospitals. So, cases where you have a nurse to
just, I'm a nurse to over. 30 patients. Which is not in line with The Who

recommendation then”. NR

Additionally, the issue of an inadequate number of HCPs available to care for the HCU
due to the relocation of HCPs abroad is also impacting the HCP and then the HCU
indirectly. This is because when the available HCPs are overworked, it leads to fatigue

and less productivity, which can affect their responses to the HCU.

“Like for example, Now I do 24 hours call like every alternative day, and
that’s three times. In a week. You understand? if I must work 24 hours
three times in a week, that is going to almost night in, night out. What’s
that now? 24 * 3. That’s 72 hours. In a week. I don’t know how you

do it your own area there, but it’s a whole lot of work and you have to
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stay, considering the environment, you are not well fed as there is no food.
Sometimes it’s not like you’ll be given food but no time to Take care of
yourself” DT

Furthermore, the shortage of HCP is not only caused by HCP leaving the country.
The interviewee could see a loophole in the recruitment process by the government.
The government is considered to have not been making enough effort to recruit new
hands since there are HCPs without jobs, and the government is not recruiting them

for whatever reasons.

“There are so many people (HCP) outs there who are still unemployed.
Before you can get job, you must know somebody that knows somebody.

So even when people are trained, they don’t get employed”. DTo

Named are restrictions in admitting students for training in the different healthcare
studies, and so the ripple effect is HCU not having the best of the HCP due to

insufficient hands.

“And then the training aspects, you know very few people are allowed into
the medical school very few people are allowed into the pharmacist school.
Few people are allowed into the nursing school. We are not saying that
standards should be lowered, but then, there could be better ways to ensure

that many people are well trained to fit him into these positions.” PB

Additionally, Poor remuneration and lack of motivation have been highlighted by
almost all the interviewees as contributing factors to the shortage of HCUs with its
attending effect of poor interactions between the HCU and the HCP.

“Number one problem is the government. I mean they’re not paying, nor
paying us well. And then also we have few health workers, I mean few
health workers and we have so many patients to attend to because of that,

there’s not enough interactions".NM

Lastly, the excessive workload load is robbing the HCU of the opportunity to be part
of the decision making as regards their care. This is because the HCP believe that
they do not have enough time to explain the modality of care and procedures to the
HCU due to a shortage of hands.

“The patient will just come and sit down, (and) just tell you all his problems,

while, as the provider you just want to give the prescriptions. Some patients
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complained that that is before they even finish (talking), that the interaction
is not there. There are only very few, very few practitioners. Uh, but in
most cases in most cases ['ve been hearing clients complained that they

want more than that” NS

Summarily, a shortage of workforce and, by extension, excessive workload and lack of
motivation have been factors in the interactions between the HCP and the HCU. This
is because the ratio of the available HCP is not proportionate to that of HCU. The
next section explores the effect of the personality and attitude of both HCP and the

HCU in determining the relationship between them.

7.3.10 Personality and attitude of both HCP and HCU.

The personalities of both the HCU and the HCP can be a factor in their relationship.
For instance, some HCPs can operate from the mindset of pride stemming from their

training.

“And the other one, I call it pride. (a HCP may be thinking) I've gone to
school for this. It Took me a lot of money, a lot of the research, a lot of

time, you know, energy. Why would I just forge it to you just like that?”.
PB

Some HCP could also be guilty of allowing their emotion to overrule their sense of
judgment. An HCP may be facing challenges, which may be from the workplace or
their personal lives, and it is expected that they will be able to manage their lives

without affecting their job. Unfortunately, sometimes this is not what they do.

“you might be having some bad days, and when you report to the long
instead of it, Libby’s at home, some people carry their problem to and
begin to vent their anger on their clients, and some sometimes some this is

the situation in our hospitals”. NS

Summarily, the personality of the HCP and the HCU can be a determining factor in

their relationships.

7.3.11 Conclusion

The theme relationship of the HCP and the HCU is explored with its determining
factors. Of importance is the point that there has been improvement in the relationship
over time, although there is still room for improvement. The next theme presented is
health information and the HCU.
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7.4 Theme 2: Healthcare Users and Health Information

7.4.1 Introduction

All the interviewees had one thing or the other to say about health information as
it relates to the HCU and the HCP in Nigeria. The sub-themes generated under the

team Health information are:
o Availability of health information

e The sources of health information for the HCU

The acceptance and understanding of health information by the HCU.

Health information and the problems associated with its usage.

o Ways to better communication between HCU and the HCP.

7.4.2 Availability of health information.

Health information can be in terms of what is personal to an individual as it concerns
their health. It can also be related to general information about health, disease, and
healthy living. There are diverse opinions on the availability of health information to
the general population in Nigeria. For personal/ individual health information, most
of the interviewees believe that it is not readily available to the HCU. It is as bad as
the HCU not knowing what they are being treated for or having the modality of their
care discussed with them.

“From my own experience, you know, one thing about Nigerian is branding
and packaging for me because I observed a lot of facilities that use the
so-called branding. Patients don’t know what they are being treated for, or
the medication being given as it is branded. Sometimes when the patient
come for some health check like BP (and) wants to know what their blood
pressure is, you (will hear) the health care provider saying, what do you
want to know? You (the HCU) run some tests; you don’t even have access
to those tests. If you (the HCU) ask your doctor. I assure you the doctor

will not even tell you” NT

Additionally, HCPs, most especially in private practices, withhold information from
the HCU to strengthen their hold on them and maximize their profit.
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“You came and complained that you have malaria and I'm giving you this
drug. Alright and sometimes you know healthcare providers don’t make
the name of the drug readily available to the consumer, they just they want
to maximize profit. So, I think that’s also one major aspect, because once
you (the HCU) have (the) information, you know, then next time you're

not likely to come to me then. How do I make my money?” PB

As regards general health information, those who believe that health information is
available to an average Nigerian see it as a development because it has not always been

SO.

“One of the things is that people are now, you know knowledgeable about
many things. You know, people can access, people have access to knowledge,
they have access, to many things” DT

Additionally, they believe increasing availability of health information means better
interaction between the HCP and the HCU.

“So, there’s a level of interaction, but it does increase these days because
the level of interaction has gotten to the point that people Google many
things, and they ask questions” DT.

On the other hand, some of the interviewee regards health information as not being
readily available to the HCU. This applies to those who only have access to health
information when they come to the hospital or pay attention to it.

“We give patient information on what their health status is and what they
need to improve on and what they should do and what they should not. A
lot of times if they have not come into the health facility, usually they don’t
have information (about their health). For example, when COVID came
to Nigeria, Nigerians were, before people knew COVID was very serious,
the people do not take medication and people were just walking in there
without using facemask like that. So, health information is not readily
available”. NA

Some factors were attributed to the availability of health information to the general
population in Nigeria. One of such factors is the location of residence of the HCU,
either in the rural or urban area. Most remote/rural areas lack basic social amenities
like electricity, internet facilities, etc. These lacks can also birth other secondary needs,

such as a lack of well-trained HCP who would not want to stay in such an area.
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“For those in the urban setting, I would say it is readily available because,
thanks to the advent of social media and Internet facility. The Ministry of
Health is doing a lot to educate people. For example, now there is currently
an outbreak of diphtheria. There have been jingles on radio, Newspaper
publication on the Internet, the NCC is doing a lot to reach out to people,
to educate them on the disease process, the prevention and so on. But my
concern is (the) people in the remote villages where there’s no electricity.
They don’t have to access to Internet. So, people like that are kind of being
cut off health information. And the crop of people that should have served
these people, which should be the community health workers are not there,
because of maybe poor renumeration, the insecurities in the country (etc)

people are not willing to work in those remote settings.”NR

Another determining factor for the availability of health information is language.
Language can be in the spoken word. It can also relate to the healthcare system
language, as every profession has its language. Different localities have different
languages in Nigeria, and while English serves as the uniting language, some people
might not have learnt it, so communicating any information to such a set of people
in English may not help them. Of course, there are some active management of this
by the government. One of such is ensuring that the HCP in the different localities
can speak the local languages. Also, health education materials are translated into the

local languages as needed.

“Yes, language is playing a major role because to communicate you must do
so effectively, you must use the language that the individual can understand.
There’s no point speaking English to somebody who does not understand
what you are saying. So, I know that for community health workers, one
of the criteria for. Job is that we must be able to communicate in the
language of the Community”. NR

Regarding the choice of language, it is identified that some HCPs use medical terminologies

that even those with general reading and writing literacy may find difficult to comprehend.

“When you are interacting with someone that is not in the healthcare
system you may have to choose your words. You must come down to their
level, using words that they will understand. So, in terms of this, I think
we are not too good on that area because sometimes we the health care

provider will just say things that it is the patient that will now be the one
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asking this, asking that before they eventually get the information and that
is for the bold ones. Most times assume that they already know what we
mean using our medical jargons without considering the level of education
of the healthcare users” DTo.

Additionally, the choice of language as it relates to medical terminologies is not to
be equated to the level of education of the HCU. Every field has its “language.” This
is why a well-educated professional may find it difficult to understand some medical

terminologies.

“I would also say that I want to turn the coin around now just to give an
example. A barrister doesn’t really know what we do in the health system.

I also may not really know what they do in the legal system.” DT

Interestingly, this issue with the use of medical language cuts across all the diverse
types of HCP.

“I've seen it happen in so many instances whereby even with all the
healthcare providers - nurses, doctors, even when we come around to,
if you want to tell patients something, we’ll be using our language. But

how do we know that an effective communication has taken place?” NK

Lastly, while some of the HCP use medical language to discuss with the patients out

of inadequate training, some do it out of pride and control.

“And the other one I can say, you know, I call it pride. “I’ve gone to school
for this”. You know. Getting this information took me a lot of money, a lot
of research, a lot of time, you know, energy. Why would I just forge it to
you just like that?” PB

It is worth noting that the HCU language of speaking, or their understanding of the
English language, does not have much effect on their access to health information. This
is because different measures are in place to handle this. This includes ensuring that it
is the HCP that can speak a local language that is employed in a place, and also the
use of both local and English languages for teaching in schools. Health materials can

also be written and translated into the local languages and so on.

“So, most of the time we don’t have that issue because like I said in the
beginning, most of the nurses and doctors and most of the pharmacists and

also the house care providers, they are houses. In the northern area. So we
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don’t. Have any issue? Of language barrier so most. Of the other. Part
of Nigeria, you understand and then speaking language part of Nigeria,
maybe you will hear some. Yeah, on language. So you are here in northern
part of Nigeria?.So you understand in English you won’t understand. Even
in our. School he was taking Houser, and they was speaking English. That
is how. They do it so that the student will understand in English this one
is cut. They will mention it. So how’s that concerning with Maria? Part
of Nigeria and you want to another part of Nigeria where you so many
languages is only English that you speak while others if you speak English
the only they are all” ND.

Summary: In discussing the availability of health information to the general population
in Nigeria, it is found that health information may be specific to individuals as it
relates to their health and modality of care. It can also be on a general level. There
are diverse opinions on the availability of health information to the general population
in Nigeria. Also, the availability of health information to the general population is
determined by various factors such as the personal value of the HCP, the settings of the
healthcare facility - whether private or publicly owned, the location of the healthcare
facility, the HCP’s language, and the choice of words. Not being able to speak English
language is found not to have a defining effect on the availability of health information.
The next section deals with Sources of health information available to the HCU and

the challenges around them.

7.4.3 Sources of health information to the HCU and the

challenges around them

In this section, the various available sources of health information for the HCU will be
explored. Also, the identified challenges around each of the sources shall be presented.

Some of the sources mentioned include:
o Friends and family
« Google/ internet
o Media — radio, television, billboards
o Flyers

« HCP



7.4 Theme 2: Healthcare Users and Health Information 117

e Social media

Most interviewees agree that health information is increasingly available to the HCU

nowadays.

“I discover that majority of these people, even before coming to you, before
going to the hospital - before I work in a community pharmacy, so I relate
more with people in the environment. Before they come to you to fill
their prescription. You know that they got from the hospital. They have
googled this prescription. You know, they have read a lot about it. They
have. Before they even get to. The hospital. They may try to. You know,
diagnose.” PB

While some of the information is government supplied, it could be sponsored by
profit-making companies like pharmaceutical companies, and individuals, for instance,
the quack doctors and traditional bone healers. Individuals that want to project their
personal opinions, like the bloggers, also supply information, while some are culturally
passed down from generation to generation. , and there is culturally passed down

information in communities.

Although health information is becoming increasingly available to the HCU, concerns
have been raised about some of the sources of this information. The pros and cons of

each of the mentioned sources are discussed below:

Internet resources:

Some of the interviewees refer to this as Google or the network. This source is available
to most HCU, most especially those who can afford smart phones, while those in the
rural area may be at disadvantage in accessing resources on the internet due lack of

facilities for it.

“Yeah, for those in the urban setting, I would say it is readily available
because thanks to the advent of social media and Internet facility. The
Ministry of Health is doing a lot to educate people. For example, now
there is currently an outbreak of diphtheria. There have been jingles on
the radio. Newspaper publication on the Internet, the NCC is doing a lot
to reach out to people, to health educate them on the disease process, the
prevention and so on. But my concern are people in the remote villages.
Where there’s no electricity. They don’t have access to Internet. So, people
like that are kind of being cut off Health information” NR
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Information about health and diseases can be easily and mostly freely accessed by
anyone at any time on the Internet. However, the downside is that there is no restriction
on the information supplied to the Internet or filtering of those who can supply or
access the information. This means that anybody can publish whatever they believe or

like on the Internet, either correct or wrong, good or bad.

“If you go on Google, you will see a lot of things. See, the issue is we can get
health information also from the Internet, social media and everything but
how reliable? For somebody like me, I can decipher whichever information

I'm getting if it is correct or not”. DT

Additionally, another challenge with sourcing information from the Internet is that the
individual is thrown into what can be described as an ocean of information that is not

tailored to their needs.

“And note for example, you can check, if you are talking about maybe
you want to know about an infectious condition, can go to CDC Page or
WHO page or you know, a known page that you know that you can access
safe information from. Even at that, you know. Is not likely that the
information will be tailored to you because it was a general information, so
that is why” D'To

Community-sourced health information can come from friends and family, traditional
healers, or culturally based health information passed down from one generation to the

next.

Information about health is passed around among friends and families. However,
what seems to be a concern about this is that some health information is person-
specific and so cannot be blindly adopted by another person. Also, the information
may be outrightly wrong or incorrectly passed across, which is what happens often
among the HCU.

“Most of them Actually get little information they know about their health
from their friends and relatives Which most times end up being the wrong

information” PB

Another way that health information is shared within the community is through
traditional healers. These are people who deal with health issues for people without

having gone through formal orthodox training. Some of these people have prejudices or
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concerns about orthodox medicine and always seek opportunities to promote their beliefs

and sometimes discredit information related to orthodox medicine in the community.

'T think they receive information from the society, from their friends, who
they believe has been ‘there’ instead of Coming to the hospital by themselves
to find out what is happening to them. Without even coming to the hospital,
they will only receive information from maybe somebody or some other
people around the community who have a natural hatred towards the
hospitals (orthodox medicine). They will be poisoning their minds on the
good idea to come to the hospital, to ask maybe for the health care services
available” NN

Culture and religion also play roles in health information sharing in the community.
Some health information and practices are culturally generated and passed down from

generation to generation.

Media and Social media were identified by all the interviewees as a widely used means
of sharing health information among the general population in Nigeria. The mentioned
social media platforms are WhatsApp, Facebook and Twitter, while television and

radio are the most used mass media.

“They have these social networking like Facebook and Twitter. By using
this Facebook to enlighten people about the disease and then they will
enlighten them using WhatsApp group sometimes. Yeah, using radio and
televisions. You see. Maybe they are explaining this is the causes this
disease or that. While in the rural communities, they get their (health)

information whenever they come to the hospital”. ND

While social media use is more common among urbanites, the media has a wider reach

and coverage in rural and urban areas and among the general population.

“Wide range of people have it (radio). You see, a man may have communication
network problem/ failure unlike radio frequency signal which can be received
even in the bush”. DT

Healthcare providers as a source of health information acknowledged the fact that
HCU gets their health information from different sources, however, the interviewees

are of the opinion that HCP should be their primary source of information.
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In summary, there are diverse ways for the HCU to get health information, each
with its attendant pros and cons. In the next section, the challenges around increasing

health information availability to the HCU will be presented.

7.4.4 Challenges around the increasing health-related information
to the HCU.

This section discusses the challenges around the increased availability of health
information to the HCU.

Although there are diverse opinions on the accessibility of health information among
the HCU, there is a consensus on the increasing availability of health information to
the HCU in recent times. This has been attributed to the availability of the internet
and the increasing use of smartphones. Another reason is the increasing keenness
of some HCUs to seek health information. The increasing number of HCPs and the
introduction of different government programmes have also supported this development.
However, some key challenges have been identified in this development, and these are

discussed in this section.

Lack of trust in the HCP: With the increasing access to health information, the HCU
can research their medical conditions freely, which equips them with an understanding
of the likely line of care they could have. However, the challenge around this is that
the information that they have access to may be general. At the same time, some
specific factors may determine the modality of care the HCP prescribes. The disparity
in the HCU expectations with the HCPs prescription can lead to the HCU doubting
the competence of the HCP.

“How do you get to judge that? OK, this doctor said this, but I read that
this is what should be used to treat this or whatever. They have so many
information in their head that is, you know, counterproductive and at some

point they may think the doctor is incompetent or the doctor is not doing
enough”. NT

Aggressiveness to the HCP by the HCU: Equipped with health information, which
the HCU translated to mean knowledge and power, seems to embolden them in their
relationship with the HCP. Unlike in the past, most HCU now speak confidently and
ask questions. They can go ahead and query what their HCP is doing. Some, depending
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on the outcome of the person they bring to the hospital, can become aggressive, while

they are also very eager to file a lawsuit against the HCP and the hospital.

“And then we have more negative interactions, like people beating up
their doctors these days because of what they think they know and such
knowledge that they have, or they have gained from the Internet” DT

"Too know’ syndrome: With the rising access to health information, some HCH seem to
see themselves as knowledgeable like the HCU, who has spent years in medical school
learning. Having health information is supposed to foster better relationships between
the HCP and the HCU; however, this is not always so.

“Relationship between the patients (HCU) and the Healthcare is not so
smooth. The health information is one of the ways that we can bring about
good communication in building our relationship with the HCU but, they

are always acting as if they know more than you”. NT

Summary: In this section, the challenges around the increasing health information
accessibility among the HCU is presented. Aggressiveness, lack of trust and “too know
syndrome” are the identified challenges. In the next section,the challenges associated

with the different available sources of health information are explored.

7.4.5 Problem with the source of health information

The different sources of information available to the HCU have pros and cons. One
challenge is the massiveness of the information available on some platforms. For
example, the Internet does not have a control measure regarding the Information that

people can access. This can make searching for information difficult and overwhelming

for the HCU.

“if you go on Google, you will see a lot of things. How do you get to judge
that? (for example, a HCU may say) OK, this doctor said this is this but I
read that this is what should be used to treat this or whatever. And you
have so much information in their head that is, you know, counterproductive
and at some point, they may think the doctor is incompetent or the doctor

is not doing enough” DT

Additionally, this information can be so generalised such that it is difficult to be able

to apply it to specific cases by the HCU, but rather, it leads to confusion and fear.
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“Well, healthcare users can access information on the Internet. But you
know there is a way to access information. You know if you go generally on
the Google. I was about giving an example that for example if you're having
a headache, and then you go on there are whole lot of illnesses that will
cause headache, you understand, ranging from simple illness as tiredness to
explain to so you can imagine somebody that is not knowledgeable about

it. You can create an unnecessary panic situation for yourself. DT

Another identified problem with the source is the level of knowledge of the person
supplying the information. For example, someone working in the hospital but not
necessarily a HCVP can have idea about some health issues which may not be complete
or applicable to a particular person or their situation. This can also happen when

information is shared among family and friends.

“There are some people that are working in the healthcare system that are
not well informed. They give people in their environment wrong information.
Maybe they just hear something in passing. They didn’t ask for the full
information. They didn’t ask, you know, they just hand it over, heard it
from a doctor or from a nurse. This is so, so, this is this. They, through

this wrongly inform people about things”. DTo

Furthermore, some sites or information sources are made for the HCP, who, by virtue of
their training, can put the information supplies into context for application. However,
the HCU accessing such information, rather than helping them, leads to more confusion.
It can also affect their trust and corporation with their HCP, whom they may see as

incompetent or lacking adequate knowledge to care for them.

“(on) the social media or let me put it as the Internet, there are some sites
that it’s only majorly meant for health professionals to get to interpret
the information there. A lay person that gets there. You know, just take
the information and then is working with it and doesn’t know what to do
about it. When they have the drug leaflet, after filling the prescription,
and going home with the medication, they can come back and say I got
this from the leaflet. The leaflet says that a pregnant woman cannot use
this drug. You know, this is somebody that has tested positive for malaria
saying the medication is contraindicated in pregnancy. There is a question
and then he comes and speaks. No, no, no. No, no, no, no. I read from the

leaflet. I’'m not supposed to use this drug. Then, I explain to them that
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there is a risk benefit ratio that we have to look at here. So, we have to

explain to them and school them in that area”. PB

Important to note as regards the problem with sources of health information is that
not all the sources are available to everyone. Some of the reasons for this are location.
People living in the rural area may not have access to some of the sources of health

information, such as the internet.

Finally, some of the sources of health information are more advantageous than the
other. For example, sitting with the HCP affords the HCU the opportunity to ask
questions and seek clarifications, which is not the order with the internet and the
media. With the social media, this may not be a problem, however, there is a need to
be sure of who is supplying the information at the other end. It is worthy of note that
healthcare facilities can also make use of the social media in interacting with the HCU,

making it an advantage in information sharing.

“If health information is going to be available, we must use a lot of media
and the social media. An average Nigerian will listen to radio. From
my own perspective, I have not come across so much regarding health
information on TV shows. The elites use social media if they feel they need
some information but a lot of people in Nigeria don’t have that. This is
because they do not have android to access health information on their
phones. Another aspect is coming to the hospital. For example, where 1
work when they come like that, we give them health education, though not
all the time because of staff strength and the workload. But many times,
when we have the chance, we give patient information on what their health
status is and what they need to improve on and so on, what they should
do and what they should not. A lot of times if they have not come into
the health facility, usually they don’t have information. For example, when
COVID came to Nigeria, Nigerians, before people knew COVID was very
serious, the people do not take medication and people were just walking

around without using facemask” NA

In summary, there are challenges associated with the sources of information available to
the HCU and their choices. The next section describes the HCU and their understanding

of health information.
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7.4.6 Understanding health information

Health information is increasingly available to the HCU in Nigeria. However, there are

concerns about their understanding and the acceptance of health information.

“People come around and you know they ask questions. They get the
information but having to use it may not be 100%. Of course, you know
they get information and sometimes they come around complaining or
asking questions; How true is it? Is it true that I can use this to take care
of this? So, they get the information. But for me, I feel a lot of people

make a lot of misinterpretations, and some even misuse information” PB

While the lack of the understanding of health information applies to every source
available, the effect of it is more pronounced with the internet, social media and media
and lesser with the HCP as the source of information. This is because with the HCP,
the HCU can ask questions and seek clarifications about whatever is not clear to them,
even though, they may choose not to ask, unlike the other sources that are a form of

one-way communication.

“Healthcare users Can get health information from qualified practitioners
which is more reliable. See, the issue is this, they can get health information
also from the Internet, social media and everything but most of them can’t
decipher the information they are getting from those sources. With the

HCP, they can ask specific questions but not with google”. DT

Furthermore, the HCU having access to information that they may not understand well
but holding onto when relating with the HCP can lead to a strain in their interactions.
The HCU may because of the information gathered which may not be exact with the
recommendations of the HCP regard them as being. It can also lead to lack or loss of
trust in the HCP’s ability.

“How do you get to judge that? OK, this doctor said this, or I read that
this is what should be used to treat this or whatever. And they have so
much information in their head that is, you know, counterproductive and
at some point, they may think the doctor is incompetent or the doctor is
not doing enough” DT

The interviewee raised issues around the acceptance of health information. No matter
what the source of the health information is, even if it is directly from the HCP, it

is possible for the HCU not to accept or go by the health information. One of the
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identified reasons for this is culture. The cultural belief of the HCU may sometimes be
stronger than whatever health information is supplied to them. Their persuasion of
such cultural information may be stronger than the orthodox health information that
is being supplied.

“I will say that most of the people get to understand the information being
passed across through the different media and use of different strategies.
For example, on the mass media like that, they can use a form of role play
and short drama. So people gets to understand it and utilize it. But there
are some people I see them as minority that I feel OK, I wouldn’t say they
don’t understand it, but their cultural belief is playing a major role in their
utilization of the information. Their cultural beliefs seem stronger than the
information they are getting. So those minorities still tend to go with their
cultural belief in handling some of this information.” NR

Additionally, cultural beliefs are passed down from generation to generation and so its

influence on the acceptance and utilization of health information can be generational.

“If they’re not persuaded, they don’t make use of the health information,
that’s the point. A lot of times, I've seen some people that are formally
educated and when you tell them they’re like please don’t even bother! In
fact, I have a cousin like that. They were told that their newborn baby
had jaundice and needs phototherapy. She and her husband refused, saying
their baby would be fine using, pawpaw water. When I tried to convince
them, I was told the story of my life, of how I was jaundiced as a baby and

with pawpaw water I was cured!” DT

Summarily, not all the health information the HCU receives can be interpreted correctly.
Also, culture plays an important role in the acceptance of health information. The next

section is dedicated to ways to better communication between the HCP and the HCU.

7.4.7 Better communication between the HCP and the HCU

In this section, the different ways to enhance communication between the HCP and
the HCU are presented.

The HCP are regarded as a reliable source of information for the HCU. Importantly is
the aspect of them being able to ask questions directly and have answers tailored to

their personal need which is based on the HCP’s observation, investigations and so on.
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Various ways to ensure highly productive communication between the HCP and the

HCU are presented as follows:

Understanding the patient

To ensure an effective communication between the HCP and the HCU, it is important
that the HCP have a proper assessment and perspective of their client. This should
include, but not limited to, their Likely personality, most especially as it relates to
the situation they are going through, their choice of language, their preferred mode
of communication, and so on. Knowing and understanding the patient will allow free

flow of communication without shutting them down or making them uncomfortable.

“When you are Interacting with somebody that is not in the healthcare
system and are not feeling well, you may have to choose your words carefully
when talking to them. You must come down to their level and use words
that they will understand. So, in terms of this I think we are also not too
good in that area because sometimes we healthcare provider will just talk
and talk and it is the patient that will now be the one asking questions
before they now eventually get the information needed and that is for the

bold ones. Most of the times we assume that they already know”. DTo

Avoiding the use of medical terminologies

Every profession has its bank of words that are peculiar to it, and so is the healthcare
system. It is identified by the interviewee that the use of medical terminologies,
otherwise known as medical jargon, is common among HCP. This affects the flow of
communication as the HCU struggles to keep up with the discussions. Therefore, it
is important to use simple words that could be understood. Additionally, education
is found not to be a factor in understanding medical terminologies. This is because

different fields or professions have words that are peculiar to them.

“T will say that the Use of healthcare/ medical jargon by the healthcare
providers needs to be corrected. We must put into consideration the

patients’ understanding and adjust to that too”. NA
Transcribing and translation of materials written in English language to
the local languages

Although, being able to speak or understand English language is not regarded to have

much effect on health literacy, there are some people that may not be able to speak,
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read, write or understand English language. It is recognised by the interviewee that
writing health education materials in local languages and translating those written in
English language to these languages can help to ensure that health information gets to
all.

“For some of our people in rural areas, we have this issue. Whatever
somebody has to produce, he has to do it in two languages: the local and
English. Like when you when you write name in English, at the bottom

there you write name in the local language and so on”. NA.

Feedback method

This is done by asking the patients to explain back what they have been told, what
they read, or the instructions they were given. By this, their understanding of the
information received can be checked to ensure that the information has been properly

passed across.

“I don’t like to take chances. I try to get feedback, you know, after explaining
the prescription, this is how you’re supposed to use this, you know. Ask
them like, can you repeat what I've just said? What do you understand
about what I just said? and then they explain. You'll be surprised that
some of them misunderstood what you said. I've had cases where people
are, you know, a particular medication is supposed to be used four tablets
for day 1; 4 for day two and then two tablets for day three. And then
somebody is coming back to say oh! You mean I should use four tablets
in the morning or in the afternoon then two? So it is a serious matter
actually” PB

The use of interpreter

This is also one of the ways identified to ensure smooth communication of health
information to the HCU. This is needed in case of language differences between the
HCP and the HCU

“You can interpret to the local people our rural areas who do not understand
English language to have the information in their language. That way it

will be more accessible”. NA

“For information to be passed across effectively, sometimes we use interpreter

when there is language barrier. An interpreter will help to pass what you
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have said across to the patient. That way you can be sure of an effective

communication.” NK

Summarily, some of the ways to enhance communication between the HCP and the
HCU is presented.

7.4.8 Conclusion

The theme health information and the HCU is presented in this section. The
understanding of health information is found to impact the relationship between
the HCP and the HCU. Also, ways to better communication between them were

discussed. The next theme to be considered in the next section is the healthcare system

and the HCU

7.5 Theme 3: The Healthcare System and Healthcare

Users.

7.5.1 Introduction

In this section, the findings on the healthcare system in Nigeria as it relates to the HCU
will be presented. By healthcare system, this refers to the structure, both physical
and organisational, as it pertains to the healthcare system in Nigeria. To be presented
in this section are the different ways that the HCU can interact with the HCS; the
determining factors for the interactions and the ways by which the interactions can be

improved. The section is concluded with a summary of the section.

7.5.2 Channels of interaction with the Healthcare system.

The healthcare system is recognised as having different levels in Nigeria. The levels
are defined by the level of care available in these settings. Mentioned are the tertiary,
secondary, and primary levels of care. The tertiary level is regarded as the highest,

while the primary level of care is the lowest and most accessible.

“The primary level is very available and accessible. But when it is getting to
the secondary and tertiary, it’s a little bit difficult. We have a lot of Primary
Health centres around here, in fact in almost every local government and
localities”. NA
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Another level of categorization of the healthcare system is the private and public.
This is based on the sources of the funding for care in these settings. The public or
government-funded healthcare facilities are supposed to be free or highly subsidised,
while for the private settings, the HCU are responsible. There are pros and cons
identified with each of these care settings. For example, accessing care in the private
settings is much better compared to the public. This can be in terms of the waiting
time, the time that the patient must spend with the HCP, and the ratio of patients to
then HCP.

“Accessibility is one of the major problems, especially in the public sector.
In the private sector, People have access, but public sector you can have 10
patients at once to one doctor. So, the Private sector tends to be better.

And maybe, they come with more expenses though”. DA

Another disadvantage for the public or government-funded carer is the issue with
payment for care. Even though the HCU is made to believe that their care is free,
there are payments that the HCU still needs to make, and this most often leads to
rancour between the HCP and the HCU, which regards the HCP as the source of their

problem for asking them to buy medication and the other things needed for their care.

“They come with this and that, that the government has paid for their
treatment, and they are still paying so much out of pocket. The government
isn’t paying for them, in the sense that they are thinking.it is more of

political statement to say that healthcare is free. It is not free” DT

Furthermore, the level of care is regarded to be better in private settings as the HCU
is given more attention, no matter the time of call. This is unlike in public-funded
settings, where the HCP is already overburdened and overstretched. The effect of this
is that the HCU does not mind the cost of care in private settings again and so opts
for it instead of government-funded settings.

“You will see that patients are complaining. Many of them will say I will
rather take my patient to private hospital than to government hospital.
Because the way they will even harass you in General Hospital! It is better
for you to go to a private hospital and pay your money. Doctors who are
working in that hospital, they have their own private hospital. At the
public funded hospital, they will harass you and you will have to stay in
the hospital all day. Same HCU will come and see you comfortably at the
private. Even though you will pay they will take care of you”. NA
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The other classifications for ways through which people can interact with the healthcare
system are physical face-to-face and online. Online interaction can be via video calls
or telephoning. The online interaction is regarded as having the advantage of the HCU
being able to access healthcare without having to be in the hospital physically. This
can cut down cost both on the side of the HCU and the HCP, although there are

identified downsides to this, too.

“Another side to this is that nowadays I know of clinics that are, like proxy
consultations such that you only see your patient, maybe the first time
physically and then subsequently it’s virtual. So that can also reduce
interaction in the sense of physical examination of physical interactions.

However, I think this a practical measure to save time and cost”. DT

Going to a physical hospital is not the only way that the HCU can interact with the
healthcare system. There are also pharmacies and’ chemists’ in the neighbourhood,

which serve in their own capacities. These also have their upsides and downsides.

“There are pharmaceutical shops, if you know for Africans or in Nigeria
you have different ones, I mean with the pharmaceuticals, there are some
that we call chemists. Those ones are not knowledgeable about medicine
but there are good pharmacies. Sorry a pharmacist ordinarily will have a
knowledge of drugs but not about diseases but one of the things we are
taught as medical professionals in the medical field is to know when to
refer”. DT

7.5.3 Determining factors for HCU interactions with the

healthcare system
Introduction

In this section, the findings on the determining factors for the interactions of the HCU
with the healthcare system will be reported. It is worthy of note that there are diverse
opinions as regards the interaction of the HCU with the healthcare system, which is

regarded as either good or not good enough.

Hospital /government policies

Firstly, it is established that there are policies in place to guide the interaction of

the HCU with the healthcare system. However, it is either that these policies are
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not developed by the right set of people, or without consultation. Sometimes, it is
that the policies are not being followed. There are also cases of ambiguity as to the

interpretation of the policy in some instances.

“There are policies. The problem we have is that those making the policies
are like political appointees. They will bring somebody who did not have
knowledge about the healthcare to be the director. It’s just like a political
appointment. They want to extract something from there, so there is need
to improve policy making in hospital, not to bring somebody who has no
knowledge. Patients interest should be of more importance than political
interest”. NA

Secondly, some of the policies are not patient friendly and so negatively impact the
interaction of the HCU with the healthcare system. An example of this is the admission
process. The ways through which the HCU can approach the healthcare system,
either through the emergency care or the admission process when needed, is of great
importance. Some healthcare setting has a policy that patients can only be admitted
via emergency, and once this is full, they cannot take in any patients again. Such a
policy is not favourable to the HCU and so can only negatively impact how they relate

with the healthcare system negatively.

“Like I was saying, hospital policies can impact the interactions of the HCU
with the Healthcare system. For example, if a policy says that you can
only admit through the emergency, and when you come to the emergency,
maybe it is full. You don’t have a space, or the doctor/Patient ratio is too
high, there is no way the patients are going to enjoy being cared for in such
a setting”. DT

Another such policy concerns care finances. For government-funded hospitals, the
HCU can subscribe to health insurance policies, which are meant to ease the burden of
medical costs when needed. However, this is not helping as much as expected, thereby

affecting the HCU’s interaction with the healthcare system.

“I believe when you are doing an insurance scheme there shouldn’t be any
time. They will tell you this scheme does not cover this; you cannot have
access to this kind of drugs etc. There are serious limitations to the coverage
of the health insurance too. I pay 15,000 naira for cover for myself and 4
kids yearly, even without using the hospital and when I need to use it, they
are telling me almost all care like lab tests, drugs are not covered. How can
patients be happy with that?”. NAK
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One other example of a flawed policy is those regarding preventive care. The HCU
does not usually have the opportunity for preventive screening, which is obtainable in

developed countries as part of routine care.

“You see, in overseas they will remind you of your screenings They will
even go and bring people out to say it’s time for your screening. But here
there’s nothing like that. We can copy from the advanced and developed
countries. Someone 65 came down with cervical cancer. No pap smear or
anything of such. Diseases that are preventable should not take people’s
life; you understand. But because this is not incorporated into our system,

government policies rules, regulations, what can we do?” DT

Policies are supposed to protect the HCU’s interest in case of damages. However, some
of the policies are such that the actions the HCU can take against the hospital or
government are limited or not allowed at all. Even when they are allowed, it can be

much delayed, and justice delayed is as justice denied.

“It is difficult to sue any hospital because we are not allowed to sue the
government. That’s the reason why if you are having problem with them, I
don’t think there is solution. There is this case of a child neglected by a
doctor and at the end of the day the child died, you know. They sue the
hospital and the doctor to court. The case was on for six years and at the
end of the day, the case was transferred to Supreme Court where it was
ruled that the doctor’s license should be withdrawn, and the hospital had
to pay the father almost 10 million Niara. The money was not paid until

like 12 years later. That is like almost 30 years to get justice” NA

Policies regarding the distribution of duty have been found not to foster teamwork.
Some HCPs are invested with more power and autonomy than the rest, and this always

causes rancour.

7.6 Conclusion

The three generated themes from the qualitative data were presented in this chapter.

The next chapter discusses the findings.



Chapter 8

Discussion of findings

8.1 Introduction

In this chapter, the results of the qualitative and quantitative data are discussed. The
purpose of this study is to examine health literacy in the general population of Nigeria.
Nigerian healthcare providers were interviewed to add a qualitative viewpoint to the
study, and adults in the general community were surveyed. The research questions for

this study are:

1. How is the relationship between the healthcare providers and the healthcare users

in Nigeria?
2. What are the interactions of healthcare users with health information in Nigeria?

3. How is the experience of the healthcare users with the healthcare system in

Nigeria?

4. What is the relationship between COVID-19 knowledge and Health literacy

among adults in Nigeria?

Health literacy is recognised as one of the determinants of health and health outcomes
in the case of diseases. According to Nutbeam (2000), there are three identified areas
of health literacy; the functional, the communicative and the critical health literacy.
Functional health literacy is concerned with the ability of the HCU to relate to health
information, especially to read it. Communicative health literacy refers to the ability to
read and understand health information. In contrast, critical health literacy focuses on
the ability of the HCU to read and understand health information, critically evaluate

it, and make an informed decision about their health.
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The tool used to test health literacy among the general population in Nigeria for
this study is the health literacy questionnaire (HLQ). This comprises nine domains,
each of which can be tested exclusively for health literacy among the general population.

The nine domains of the tools are:
1. Feeling understood and supported by healthcare providers.
2. Having sufficient information to manage my health.
3. Actively managing my health
4. Social support for health multiple regression
5. Appraisal of health information
6. Ability to actively engage with healthcare providers.
7. Navigating the healthcare system
8. Ability to find good health information.

9. Understanding health information well enough to know what to do.

These domains are grouped to answer the research questions for the study, as follows:
How is the relationship between the healthcare providers and the healthcare users in

Nigeria?:
o Feeling understood and supported by healthcare providers.
« Ability to actively engage with healthcare providers.
What are the interactions of healthcare users with health information in Nigeria?

o Having sufficient information to manage my health.
e Appraisal of health information
o Ability to find good health information.
o Understanding health information well enough to know what to do.
How is the experience of the healthcare users with the healthcare system in Nigeria?

« Navigating the healthcare system

For the 4th research question, the nine domains of health literacy were checked against
the knowledge of COVID-19 among the healthcare users in Nigeria.
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8.2 The process for interpretation and discussion of
findings from the qualitative and the quantitative

data sets.

As mentioned earlier in the study, a convergent parallel mixed-methods design was
adopted to determine the timing of integrating the qualitative and quantitative data.
However, the interpretation and discussion of the findings from the two data sets were
conducted using triangulation (Bans-Akutey and Tiimub, 2021). This was done after
the two data sets were analysed separately. The findings for each of the nine health
literacy domains, as related to the research questions, were drawn from the two data
sets. Following this process, some points complemented each other, while others elicited
diverse opinions. Also, some points in the quantitative data set were not mentioned in
the qualitative data, and there was partial agreement on some points. For example,
some questions centred on participants having chronic diseases such as diabetes and
lung disease were not explored or mentioned in the interview with the HCP. Other
questions include the use of emergency care and the need for help filling out the survey.
Such points were discussed in relation to the pertinent literature. The findings that
are prominently common to both data sets are education, geographical location, age,
employment, gender, and language, and these were discussed, as presented in the
findings from both the qualitative and quantitative data sets. For example, with the
domain “Actively engaging with the HCP,” education was found to be significant in the
survey. However, with the interview, the views of the HCP were diverse. While some
regarded education as highly beneficial for the HCU’s active engagement with them,
others observed that it could be a hindrance because the HCU displayed a “too-know”
attitude.

“If we find someone, like a secondary school graduate and stuff like that
at least to an extent, the interaction is, from my own experience, the
interaction is better because there is a way we want to communicate with
each other, but because of that barrier they feel like, oh, it should not
be, and they want to insist that it should not be. They do not want to
understand your own point of view and stuff like that, but I think that for
those people that are formally educated to an extent, if we try and explain
things to them, they come to understand. sometimes they might not want
to agree, but at least then you can persuade them to and expect them to.

It gives a basis for interaction” NA
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“I am just trying to give you an example. So that they were pressing the
chest of their relatives, they believe that was what made the person to die,
so they did not know that the person was dead and that is why they are
pressing the chest, so you understand that kind of education about health,
so they are not. It’s not as if they are not educated in terms of their level
of education. Some of them are even, some of them even come and say I'm
a lawyer. I'm a this I'm a barrister and, you are like, you a lawyer? So
you should understand what you are doing, but still you start you know
violence against the doctors shouting at them." DTo

Another example is from the domain “feeling understood and supported by the HCP”.
For this domain, the survey showed that employment status, which can be translated
into the HCU’s financial status, plays a role in the HCU’s feeling of being understood by
the HCP. The HCP corroborates this in the interview, where they mention that HCUs
who are not financially buoyant may not even seek healthcare or may feel intimidated
when interacting with the HCP, whom they believe are financially better off than they

are.

“Because when you see somebody that is still struggling financially, there is
tendency for the individual to withdraw, kind of. When interacting with
somebody that is perceived to be financially buoyant than they are. So
there is this way they recoil inside not wanting to really say too much, do
too much around somebody perceived to be more educated than they are,
more financially buoyant than they are. So, because there is a link between

financial buoyancy and social acceptability, we cannot deny that fact.” NR

One interesting point concerns language. In the survey, being able to speak English, the
official language in Nigeria, a multilingual country, was found to be of no significance
to people’s health literacy. However, the interview provided a deeper understanding of
language as being beyond what is said, encompassing how it is said. It also explains
language in the context of choice of words, even when speaking English language,

giving detailed information about language and health literacy.

“I've seen it happen in so many instances, whereby even with all the
healthcare providers- nurses, doctors, even when we come around to, if you
want to tell patients something, we’ll be using our language. But how do

we know that effective communication has taken place?” NK
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8.2.1 Summary

This section describes the process for interpreting and presenting findings from the
qualitative and quantitative datasets. Presented in the next section is the discussion of

findings for each of the research questions from these interpretations.

8.3 Research Question 1:

How is the relationship between the healthcare providers and the healthcare users in

Nigeria?

8.3.1 Domain 1: Feeling understood and supported by HCP

According to Hannawa et al. (2022), a strong interpersonal relationship between the
HCP and the HCU is the cornerstone of the healthcare system; because it affects
the HCU’s experience with the HCP and the healthcare system and has a significant
impact on their health result (Moll, Frolic, and Key, 2015). It can be characterised as a
compassionate and kind approach to caregiving, free from any aspect of the caregiver’s
judgement, and with a feeling of acceptance and safety in the HCU. Relationship
building with the HCU is a component of the HCPs’ training. To do this, the HCP
must be able to establish and maintain a caring and professional relationship with
the HCU at all levels and at all times. For example, the document "The Standard of
Proficiency for Registered Nurses," which outlines the abilities, knowledge, and skills
that a newly registered nurse should possess at the time of registration, highlights how
crucial it is for a new RN to be able to build compassionate and productive working

relationships with both patients and other healthcare team members.

“At the point of registration, the registered nurse will be able to demonstrate
the skills and abilities required to develop, manage and maintain appropriate
relationships with people, their families, carers and colleagues” (Standards

of Proficiency for Registered Nurses, 2018:section 1.13 pg. 9).

Hannawa et al. (2022) emphasised the importance of a ‘healthy” relationship between
the HCP and the HCU. This is corroborated by the HCP interviewed for this study,
who agreed to the importance of the relationship between the HCP and the HCU.
They could also attest to the fact that there is a level of relationship between the
HCP and the HCU in Nigeria. However, their opinions are divided on the intensity
and the effectiveness of the relationships, while they all agree that the relationship
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could be better. This aligns with Drossman and Ruddy’s (2020) view on the need
to improve the patient and HCP relationship. From their perspectives, it is as if the
relationship between the HCP and the HCU is getting worse than it used to be in the
past. With these views, it may be worth considering the possibility of the quality of
the relationship between the HCP and the HCU being like in a cycle.

A good or therapeutic relationship can only be best described from the perspective
of the patients (Waweru et al, 2020). Although HCUs are in the hospital primarily
because of their medical conditions, they want to be known and heard as people beyond
their state of health (Montori et al., 2022). This is why interpersonal relationships
can be best expressed through interpersonal communication. Most of the complaints
raised by HCUs revolve around how the HCP relates to them, which is mostly about
communication (Moll, Frolic and Key, 2015). In essence, communication is the exchange
of information between individuals. Before it can be said that a communication has
taken place, it is crucial that the person receiving the information can comprehend it
enough to take action or respond. The HCP in this survey believes that communication
is more than just words, something that most HCP can be proud of. What is discussed is
the medical understanding of the patient’s condition and the use of that understanding
to address the issue. The HCU is more focused on the other facets of communication
as well, which can take place in this manner, at this time, and even at this location.
According to Waweru et al. (2020), a strong, caring communication will highlight the
care user’s illness and their entire humanity. This supports the position expressed by
the health care professional questioned for this study, highlighting the significance of
understanding the patients. A comprehensive evaluation of the HCU should be a part
of any discussion between the HCP and the HCU. Their personality, favourite language,
and mode of communication should all be included. However, from the point of view
of the HCP in Nigeria, the relationship between the HCP and the HCU is yet to be
at its optimum even though there have been recorded improvements over the years.
This aligns with the literature as there is always the call to improve the relationships
between the HCP and the HCU (McCormack et al., 2015).

“In time past and now they interact although there are a lot of changes that
has happened between healthcare workers and healthcare users initially.
And many years ago, maybe as a student there was a time that the

interactions were minimal but we're not, (you know) there yet”. (D1)

The test for* health literacy that deals with ‘feeling understood and supported by the
HCP’ can be approached in two ways by breaking it down into two parts. Starting with
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the ‘feeling understood’ part, it is important to note that this is more about how the
HCU feels and not what the HCP has done (Baker et al., 2021). This still emphasises
the importance of giving priority to the person of the HCU, actively engaging them in
their care. This has been established to help the patients feel more valued and respected,
reducing their anxiety. It also reduces their need for re-consultation, saving healthcare
costs while improving overall patient outcomes (Korhnhaber et al., 2016). On the other
hand, when the patient’s feelings are not given cognisance, it makes them feel worthless

and helpless. This can lead to an increase in anxiety, which can worsen their conditions.

The HCU feeling supported by the HCP is also an aspect of the test emphasized
in this domain of health literacy. “Support”, according to the Cambridge dictionary,
means “to agree with and encourage someone or something because you want him
or her to succeed”. Considering the key words in this definition can give a deeper
understanding of what this domain may emphasise. Starting with the word agree with,
to agree with can mean that the HCP agrees to what the HCU may be saying about
their feelings or what they think may be wrong with them. It can mean agreeing on
what the patients consider good for them or their care choice and outcome. At this
point, it is important to consider from the perspective of the HCP what ‘agreeing to
the HCU’ could mean by exploring the different types of relationships between the
HCP and the HCU.

Different dimensions have been identified from the interview with the HCP in Nigeria
to the relationships that could exist between the HCP and the HCU. It could be like
that of a boss to a subordinate, where the HCP gives the command which the HCU
obeys. The HCU could initiate this, while it can also be from the HCP. One of the
interviewees described how some HCUs relate with the HCP as “acting like they are in
the court before the judge”. In such a situation, the HCU is comfortable with the HCP
making decisions regarding their health. One of the ways that this type of relationship
is described in the literature is paternalism. Paternalism is derived from the type of
relationship that could exist between a father and his child. The father is regarded
as wiser than the child and has the child’s interest at heart. So, by this, he makes
decisions for the child, focusing on doing what is best for the child without the child’s
contribution (Shahul, George and George, 2022).

Paternalism has been part of the healthcare system since ancient times, and it was

regarded as the standard for care because the HCUs were regarded as uneducated and
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naive as to health matters (Alexander and Haugen, 2023). However, such a care trend
has been questioned and regarded as unacceptable in modern medical care. This is
first by the release of the principles of biomedical ethics in the 70s (Beauchamp and
Childress, 2019), following the Nazi scientist’s atrocious actions during the second
world war. Shahul et al. (2022) also mentioned the increase in medical knowledge
and research, which led to the different concepts being embraced in healthcare today.
Examples of these are patient-centred care, shared decision-making and so on. The
other reason paternalism is being queried is the issue of human rights, which does not
accommodate decisions being made for an adult, especially if it can be proved that
they can make such decisions mentally, no matter what their decisions may be. The
oath sworn by the HCP is such that they must not do evil and always do their best for
patients. However, what may be considered good for the patient can be contrary to

the wish of the patient.

For instance, a patient who does not want to be resuscitated will have his/her desires
violated in the patient’s autonomy if the HCP does otherwise. However, on the other
hand, the HCP taking such an action or inaction, will be against the oath to save
lives. Such issue is an example of an ethical dilemma in the healthcare system. In a
situation like this, “Agreeing to" and encouraging the HCU could be a challenge. Also,
Important to consider is what “success” in terms of health outcome could mean to the
HCU. A patient that is in continuous pain may not consider anything that will prolong
their life as a successful care outcome. “success” to such an individual may mean
accepting to die. The healthcare professions are not against patients dying or seeking
to make the patients perpetually alive. Virginia Henderson (Perkins and Henderson,
1966), who was referred to as the first lady of Nursing in defining Nursing, mentioned
nursing a patient to recovery or a peaceful death. So, the concern is balancing the

patient’s autonomy with the HCP doing the job they are trained to do.

In as much as there has been advocacy and actual move from the paternalistic type of
HCP and HCU relationship, the question to ask is, can paternalism be outrightly ruled
out in healthcare? While it is important to respect the patient’s autonomy regarding
their care, it is also essential to consider that there are medical knowledge and resources
available to the HCP that the HCU cannot access (Kilbride and Joffe, 2018). In dealing
with this contradictory situation, it can be useful to consider the three models for the
types of relationship between the HCP and the HCU, according to Szasz and Hollender
(1956). These models are not ‘a one glove fits all’ but dependent on the individual
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patient’s situation. The first model described is called the activity—passivity model.
With this model, the patient is regarded as helpless and unable to decide independently.
In such a situation, the HCP comes under the necessity of making decisions for them.
An example is an emergency, or when a child needs a form of care that the parents
may not agree to. In such situations, paternalism may not be regarded as wrong and

denying patients their rights.

According to the survey carried out among the general population in Nigeria, of
significance to the domain ‘feeling understood and supported by the HCP’ is a mental
health problem. Even though paternalism is unacceptable in psychiatry, when an
individual cannot make decisions independently or feels overburdened to make decisions,
paternalism may not be a bad idea (Moncrieff, 2014). The second model is described
as guidance-co-operation. This applies when the patient is conscious and can make
decisions independently. However, for some reason, they relinquish their autonomy to
the HCP. One such factor, as described by the HCP in this study and corroborated in
the literature, is the effect of sickness on their body and emotions (Center for Health
Ethics - MU School of Medicine, accessed 21/02/25.). This was described by Parsons
(2013) in the social system theory as a sick role. According to this theory, when an
individual is ill, there is a way society expects them to behave. In playing this role, the
individual is expected to act sick, get relieved of work, etc. The other side to this role
that has been questioned (Cheshire et al., 2021) is the willingness of the sick person to
get well as quickly as they can, thereby submitting to the HCP. This may be necessary

for an individual in pain and under duress.

For instance, the survey among the general population in Nigeria showed that people
with lung problems feel understood and supported by the HCP. This also applies to an
individual who has cancer. Examining the case of an individual with a lung problem,
being unable to breathe, probably can be distressing, especially in an acute situation.
Also, an individual in acute pain may want to be relieved by any means possible. Such
situations can make an HCU more reliant on the HCP and may be interpreted as the
HCP playing a paternal role to the patient. However, there has been an argument
against this as it is believed to give the HCP a form of superior power over the HCU,
which is unacceptable in today’s medicine (Bailoor et al., 2018). This can be a dilemma

in medical care these days, too.

Another positive reason mentioned by the HCP in this study that corroborates this
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model of guidance-cooperation is the HCU’s trust in the HCP’s expertise. They believe
the HCP can handle their condition, presumably having previously dealt with many

such cases.

“You (they) believe that this person has come across so many cases like

this, or like my own, and knows how to manage it” DTo.

HCPs are expected to behave themselves so that the HCU can trust them. For example,
the code of conduct for nurses emphasises the importance of promoting professionalism
and trust (NMC, 2018). They must express this through their actions and relationships
with the patients and all other professional relationships they are involved with. When
HCUs trust their HCP, it leads to higher satisfaction and experience in the healthcare
system. It also leads to a better outcome for the HCU (Birkhauer et al., 2017). Trust
is a factor in a patient’s experience and outcome. In this case, the patients’ choice to
relinquish their autonomy to the HCP cannot be blamed on the HCU, as it is normal
for human beings to relax where they feel cared for and protected. This also boiled
down to the patient’s feelings about the HCP, which is the emphasis of the test for

health literacy in this domain.

Exploring the different types of relationships between the HCP and the HCU and
considering the guidance-co-operation model further, this model could have a negative
side. According to the HCP in Nigeria, an example of such a case scenario is when the
HCU is willing to accept just what the HCP is offering without questioning due to

their negative impressions of the HCP and not wanting to annoy them.

“Because (there is the) knowing they have that the healthcare providers
are very arrogant, and unaccommodating, maybe they can abuse them. So
they have that fear, which should not be, as a healthcare User” (NN).

Also, there are instances where the HCP want the HCU to listen to them without
questioning. In such a situation, the HCP may use culture or religion to make the
HCU accept what they’re offering them regarding care. This subtle way of forcing the
patients to take what is being offered was described by Shahul et al. (2022) as faint/
weak paternalism. However, as good as the intention of the HCP may be in such a
situation, it still brings to question the position and the consideration of the person

and the feelings of the HCU in their care plan.

“So, what we do is we put our xxx religion to play. We bring in the sayings

of prophet xxx. So once the man (patient) is a religious man, no issues.”
ND
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The financial status of the HCU has been connected to the HCU taking the role of a
subordinate to the HCP. According to the interviewed HCP in Nigeria, an HCU who
feels inferior to the HCP will not want to talk too much. This is more because they
feel unaccepted and unimportant, which should not be so, as healthcare is supposed to

be equal for all.

“Because when you see somebody that is still struggling financially, there
is the tendency for the individual to withdraw, kind of. When interacting
with somebody who is perceived to be financially buoyant than they are.
So there is this way they recoil inside, not wanting to really say too much,
do too much around somebody perceived to be more educated than they
are, more financially buoyant than they are. So, because there is a link
between financial buoyancy and social acceptability, we cannot deny that
fact” NR

This is corroborated by the survey for this study that was carried out among the
general population in Nigeria. The study shows that the level of employment of the
HCU is a determining factor in the HCU feeling understood and supported by the
HCP. The level of employment is related to financial status, as the higher the status,
the higher the pay may be. This agrees with the study conducted among people of
low economic status (Arpey, Gaglioti and Rosenbaum, 2017), where the participants
feel like the HCP does not give them enough attention or cognisance of their feelings
or what they have to say. According to them, the HCP does not listen to them and
ignores whatever they may have to say. Such an attitude display may be a reason for
the HCU taking the subordinate role in their relationship with the HCP rather than

being actively involved in their care

Interestingly, education is not considered a determining factor for Nigeria’s relationship
between the HCP and HCU. From the survey carried out among the general population
in Nigeria, the level of education of the HCU is of no significance to their feeling
understood and supported by the HCP. Also, in the interview carried out among the
HCP in Nigeria, some of them believe that the level of education of the HCU is of no
importance in the relationship between the HCP and the HCU. However, a patient’s
level of education can determine how well they can manage their health (Mahoney et
al, 2018). It can also play a role in determining the patient’s outcome in case of ill
health. This agrees with the HCP in Nigeria interviewed. They believe that the higher
an individual’s education level, the easier it is for them to understand HCP, which can

foster better relationships.
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“If we find someone, like a secondary school graduate and stuff like that
at least to an extent, the interaction is, from my own experience, the
interaction is better because there is a way we want to communicate with
each other, but because of that barrier they feel like, oh, it should not
be, and they want to insist that it should not be. They don’t want to
understand your own point of view and stuff like that, but I think that for
those people that are formally educated to an extent, if we try and explain
things to them, they come to understand. sometimes they might not want
to agree, but at least then you can persuade them to and expect them to.

It gives a basis for interaction”. NA

However, it is important to note that education goes beyond literacy as it can take
different forms, depending on the context. According to the HCP in Nigeria, it is
possible for someone who is a professional in their field not to understand the basics of
how the healthcare system operates. This was raised as a concern by Chen et al. (2022)
in their study, where it was found that people with a high level of education can have
low health literacy. This implies that the issue of education not being a determinant
of health literacy may have a global tone. It is important to note that such a situation
can cause friction in the relationship between the HCP and the HCU, both in terms of

being educated and seeing situations from different perspectives.

“I'm just trying to give you an example. So that they were pressing the
chest of their relatives. So that was what made the person would die,
so they did not know that the person is dead and that is why they are
pressing the chest, so you understand that kind of education about health,
so they are not. It’s not as if they are not educated in terms of their level
of education. Some of them are even. The level of if I some of them even
come and say I'm a lawyer. I'm a this I'm a barrister and you just why are
you a lawyer? So you should understand what you are going to, but still

you start you know violence against the doctors shouting at them.”DTO

Not having any disability is shown in the survey among the general population in
Nigeria to be of significance to their feeling understood and supported by the HCP. This
can probably be because the HCUs without disabilities may not need the healthcare
system too often, so they have fewer interactions with the HCP. With fewer interactions,
they have less likelihood and opportunity to have negative experiences with the HCP.
This is unlike those with disabilities who are more vulnerable to poor health and,

at the same time, have more need for healthcare (Nam et al., 2023). However, the
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survey among the general population in Nigeria also showed that some disabilities are
significant as regards the HCU feeling supported and understood by the HCP. This
agrees with the study by Nguyen and Gilbert (2019), who found that having a disability
may not be considered significant to health literacy. However, they recommended
addressing the different disabilities separately, based on their peculiarities in exploring

health literacy among people with disabilities.

Summary

In exploring the domain ‘feeling understood and supported by the HCP’, it is important
to consider what makes the patients feel understood and supported by the HCP.
Importantly, among these factors is the need for the HCU to be actively involved in
their care. This has brought concern to the issue of paternalism in the healthcare
system. However, considering the different forms that paternalism can take, it may be
hard to rule it out in the relationship between the HCP and the HCU. Of importance to
this domain are the issues of trust and the financial status of HCP. The HCU with low
financial status has challenges relating to the HCP, which tends to affect their feelings
in relation to the HCP. Education and having some disabilities may not determine
health literacy. However, the higher the level of education, the better the relationship
between the HCP and the HCU can be. This is because higher education can foster
better communication, although there are also challenges around this. For disabilities,
there may be a need to look at the different disabilities individually to judge health

literacy.

8.3.2 Domain 2: Ability to actively engage with the Healthcare

Providers.
Introduction

Under this domain, the key factors discussed include the gender and age of the HCU.
Gender was explored based on cultural definitions and its effect on the personalities of
the HCU. The other important factors are the use of emergency services in the last
year, the need for help to fill out the survey, and the employment and educational
status of the HCU.
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Gender

From the survey conducted among the general population in Nigeria, gender is significant
in deciding the health literacy of the general population in Nigeria. This is in line with
the study by Lee et al. (2015), where gender-based interventions for health literacy
were recommended due to the relevance of gender differences in determining health
literacy among adults in Korea. Considering this makes it necessary to explore what
gender is all about and its influence on health literacy. Gender was defined as a socially
and culturally determined attribute of women, men, boys and girls (WHO, 2025).
Because it is culturally determined, it varies from one geographical location or country
to the other (Murphy, Fisher and Robie, 2021). Culture coming into play in the issue
of gender as it relates to healthy literacy can be an indicator of the need to pay more
attention to its effects it.

In the interview among the healthcare providers in Nigeria, culture is used as a
tool of power by some HCP with the HCU. It is important to note that gender differs
from sex, which describes the biological and physiological features that make males
and females (Council of Europe’s Committee of Ministers, 2024). It is common to have

this confused as most cultures use the words gender and sex interchangeably (Gender,
accessed 14/11/24).

Gender inequality has been one of the key issues around healthcare over the years,
with active actions being taken by different agencies and policies to tackle it (Cohelo et
al, 2022). The two traditionally recognised genders are the masculine and the feminine,
each with distinct characteristics. Take, for instance, communication. Women are
known to speak differently compared to men. They also use words differently (Yanti,
2021). The role of culture in gender definition makes the issue of health literacy as
regards gender a complex matter. According to Conwell and Quadin (2022), gender is
a system that promotes inequality through its complex structures. The hegemonism
of the masculine gender to the feminine subordination has been from time, and this
is one of the reasons for such moves as feminism. The hegemonism of the masculine
gender does not involve any form of force, but it is regarded as the culturally acceptable
way for males to behave differently from females, making it a legitimate way of life
(Knight et al., 2019). Different societies have diverse cultures about how the masculine
and the feminine genders are supposed to behave, which also extends to how they
relate to each other. What interestingly stands out and is identifiable with all cultures

is the superiority of the masculine gender and the subordination of the feminine
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gender, and that is why there are moves like feminism to tackle what is regarded as
a systemic subordination of the female gender. Another identified effect of this is

gender inequality, which has been one of the key issues around healthcare over the years.

Gender was highlighted to play a significant role in patient-provider relationships.
This agrees with the findings of this study. The culture of a society, which determines
the role played among the different genders, can also be found to play out in clinical
settings. Due to the gender role and power-attribution to the masculine gender, the
relationship between the HCP and the HCU can sometimes be difficult to manage,
with the feminine gender being at the receiving end. In exploring the role of gender as
it affects health literacy, a study by Knight et al. (2019) in Kenya, an African country,
can also be particularly useful. Moreover, African culture relates to gender similarly.
However, it can be argued that the issue of gender domination is not just in Africa,
but that it may still be more pronounced in African countries than it is in developed
countries. One of the effects of the gender disparity is that it may be difficult for a
woman to voice their opinion on matters as they concern their health. However, a male
HCP may also unconsciously find it difficult to listen or agree to what a female HCU
is saying due to the sense of male power (Knight et al., 2019). The conflict of role can
also occur due to the ‘power’ conferred on the HCP by the reason of their training. So,
this, on the other hand, can make a male HCU find it difficult to listen to a female
HCP. Quoting from the study by Knight et al (2019).

"[Men] don’t want to be told their mistakes. This is a community; women
have to submit. Sometimes when you try to explain to them, they don’t
see you as a care provider they see you as a woman and a woman has no

say in the community. [Female Nurse].

Another area of challenge mentioned by Knight et al (2019) is the issue of sexual
advances from male patients to female HCP. There is always this sense of wanting to
pursue the female with men, which can be attributed to an instinctive part of nature.
Only this is a concern in the engagement of the HCU with the HCP.

Gender, when considered as it relates to the sex of the HCP and the HCU, can
also be a hindrance to the HCU’s ability to communicate effectively with the HCP. A
female HCU talking about her menstrual cycle to a male HCP or a male HCU describing
his erection dysfunction to a female HCP could make an uncomfortable conversation.
This is in line with the study by Azi (2024), where pregnant women mentioned that
they find it difficult to discuss with male HCP Some religions do not even support the
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HCP of the opposite gender, rendering care to the HCU no matter what (Azi, 2024)
And that is why it can be understandable why gender is of significance to health literacy.

Another way to look at it is the societal way women are regarded. Most society
regards women as weak, forgetful, and mostly unorganised; whatever a woman may
be, they are still regarded as unable to attain as much as men (Knight et al., 2019).
This thinking also plays out in the clinics, and interestingly, it is not just from the
male HCP but also the females (Knight et al., 2019). Regarding non-adherence to care
regimens, men are given some considerations and have their faults mostly overlooked,
which females do not enjoy. One of the reasons for this is that men are regarded as the
breadwinners and so busy, while the female HCUs, on the other hand, are regarded as
forgetful and manipulative. This is far from the truth, as in most households today,

women contribute as much to household expenses as men.

“Late comers...women do not keep their appointments. Although men
are impatient they attend clinics more than women and they keep their
appointments. .. women like giving excuses, “oh I didn’t come last week
because my baby was sick, I didn’t have transport.” You know, it gets
annoying because if every time you miss the clinic you give the same excuse,

surely we get tired.” [Female Clinical Officer].

The significance of gender to health literacy regarding the HCU’s ability to actively
engage the HCP can also be traced to the communication styles of the different
genders. In most cultures, men are expected to be more dominant and commanding in
conversation, while women are expected to speak passively (Handayani, 2023; Knight
et al., 2019). Translating to the clinic setting could lead to power abuse between the
HCP and the HCU (Handayani, 2023). Also, women tend to speak more with their
actions, while men can be more vocal. Some HCP may not be happy with this, thus
affecting their engagement with the HCU (Knight et al., 2019). This power play can
be identified from the interview of the HCP in Nigeria, where the HCP mostly play
the role of the boss, with the HCU acting as the subordinates.

Another angle to gender that can also be explored is personalities. According to the
five-factor model of personality, there are five personality traits that an individual could
have, including openness to experience, agreeableness, neuroticism, conscientiousness,
and extraversion (Lim, 2023). Openness is characterised by being exceptional and
erratic, while neuroticism is displayed by being emotionally unstable and having a

high tendency to have a feeling of shame. Agreeableness is expressed by being gullible
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and submissive; conscientiousness is expressed by being a perfectionist and laborious.
The extraversion personality trait is characterised by an individual’s always seeking
attention and excitement. Rating the males and females based on these five personality
traits, women are found to be more agreeable and neurotic, which can make them more
emotional than practical (Knight et al., 2019). This can affect their interactions with
the HCP as their being emotional can be termed as being manipulative, as illustrated
by studies (Beauchamp et al., 2015; Knight et al., 2015). An extract from the study
by Knight et al. (2019) describes this:

‘Women have very many personal issues that make them emotional. So
sometimes you are attending to them and they just break down, this makes

it very hard for us to serve them. [Female Clinical Officer].

On the other hand, the males were found to be more conscientious and to demonstrate
openness, making them seem aggressive and intimidating to the HCP. This affects the
ability of the HCU to actively have meaningful communication with the HCP (Knight
et al., 2019):

“Men are also impatient, not just impatient, very impatient. You know
when women come, they know it’s their clinic day and they queue up
waiting to be served. But men...they come in, they want to push everyone
around and they have this common line they use, “you know we are going

to look for means of feeding our families.” [Female Clinical Officer].

In the interview among the HCPs in Nigeria, aggressiveness and violence towards the
HCP were recognised concerns. So, it may be safe to say that the issue of aggressiveness

may be more common among the males than the females:

"'some of them have good attitude. They greet you; they appreciate you.
But those are few. Most healthcare users, they are always on the aggressive
side, Violent especially if anything (go) wrong. If anything goes wrong with

the patients, the relatives, they’re usually aggressive, violent'. DTo

Summary

Gender is of significance as it concerns the ability of the HCU to actively engage with
the HCP, which mostly affects women more than men. It is important to consider the
culture and personalities of both genders as they affect the interactions between the

HCU and the HCP. Violence against the HCP by the HCU is also a concern, and there
is the likelihood of it being gender-related and more among the male HCU.
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Needing help to fill the Survey

This was found to be of significance in the ability of the HCU to actively engage the
HCP. There may be diverse reasons why an individual may need help to fill out a survey.
This can be due to their literacy or educational level, especially regarding the ability to
read and write. One of the definitions of health literacy, according to Nutbeam (2000),
is functional health literacy, which is concerned with being able to read and write.
Another likely reason can be due to the mental capacity of the individual. Health
literacy is concerned about a person’s ability to critically appraise health information
to make decisions about their health. However, when a person can not read a survey
question and interpret it to be able to fill it correctly, it can be a pointer to the state
of their health literacy. This coincides with the study by Bourne et al. (2018), in
which those participants who needed help to fill out the survey had low levels of health
literacy displayed in most of the nine domains of HLQ. What would have been of
importance to consider is the ability of those people to read or understand the English
language. This is because the survey was written in English, the official language in
Nigeria. However, not everyone can speak the language, as there are localities where
children are taught in their local language in school. However, the ability to speak the
English language is of no significance, not just in the ability of the HCU to actively
engage the HCP but in all the other eight domains of the HLQ. Comparing this to
the findings from different studies (Bourne et al., 2018; Beauchamp et al., 2015) where
participants who speak another language in addition to English language were found to
have low health literacy, there is the possibility of those participants in this study not
just being able to speak English language at all, which can make the difference when
comparing the findings from the two studies. Geopolitical zones that the participants
belong to also do not have any significance to their ability to actively engage the HCP.
This can emphasize that whether an individual belongs to a setting where they speak

English language may not be a determinant of their health literacy.

Summary

Needing help to fill out the survey for this study is a pointer to low health literacy. At
the same time, the ability to speak the English language or geopolitical zones does not

determine health literacy among the general population in Nigeria.
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Employment and Education

Employment has been highlighted as a determinant of HCU being able to actively
engage the HCP This is important because employment status, most of the time,
determines the financial and social status of an individual This is corroborated by
the HCP interviewed in Nigeria, who observed that when a patient is of low financial,
status, they find it difficult to interact with the HCP, who they are considering more
financially buoyant than them.

“Because when you see somebody that is still struggling financially, there is
tendency for the individual to withdraw, kind of. When interacting with
somebody that is perceived to be financially buoyant than they are. So
there is this way they recoil inside not wanting to really say too much, do
too much around somebody perceived to be more educated than they are,
more financially buoyant than they are. So, because there is link between

financial buoyancy and social acceptability, we cannot deny that fact.” NR

These findings align with previous studies on health literacy (Bourne et al., 2018;
Lee, Lee and Kim, 2015; Beauchamp et al., 2015), where financial status was found
to determine the health literacy of the respondents. Education was found to be
of importance to the HCU being able to actively engage the HCP. This may be
understandable because the HCP interviewed for this study attests to the fact that
it is easier for them to communicate with patients with higher education levels. This
is because it is easier to reach a level of understanding with them quicker. This is in
line with other studies on health literacy (Bourne et al., 2018; Lee, Lee and Kim, 2015;
Beauchamp et al., 2015) where education was shown to contribute to health literacy

generally, even though it may not be a major determinant.

“if we find. Someone like a secondary school graduate and stuff like that at
least to an extent, the interaction is from my own experience, the interaction
is better because there is a way we want to communicate with each other,
but because of that barrier they feel like, oh, it should not be, and they
want to insist that it should not be. They don’t want to understand your
own point of view and stuff like that, but I think. That for those people
that are formally educated to an extent, it will try and explain things to.
They come to understand sometimes they might not want to agree, but at
least then you can persuade them to and expect to it. It gives a basis for

interaction”. NA
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However, some HCP also believe that the level of education of the HCU does not
determine their knowledge of the healthcare system as they have experienced violence
and aggressiveness from the so-called educated professionals from other fields due to
misunderstandings. This corroborates the result from the study by Curtis et al. 2012),
which emphasised the importance of patients’ health education in ensuring better

health outcomes for them.

Summary

The financial status of the HCU is of importance in their ability to actively engage
the HCP. A higher level of education can also allow for better communication between
the HCP and the HCU. However, the importance of health education at the HCU, no

matter the level of education, cannot be over-emphasized.

The use of Emergency Services in the last twelve months and having a

chronic disease.

From the survey carried out among the general population in Nigeria, the use of
emergency care in the last 12 months to the health literacy test using the domain
“ability to actively engage the HCP” is significant. This concurs with the literature,
which shows that people with higher health literacy mostly do not require emergency
care (Chen et al., 2022). A higher level of health literacy is associated with better
health management, the adoption of a safe lifestyle for health, and the use of preventive
care, which can culminate in a lesser need for hospitalisation and, with all these, a
lesser need for emergency care (Chen et al., 2013). This implies the higher the health
literacy, the lesser the need for emergency care. On the other hand, a low level of health
literacy is associated with unhealthy lifestyles, the need for continuous hospitalisation

and the use of emergency care.

Having a chronic disease or disability is of no importance to the HCU’s ability to
engage the HCP actively. Having a chronic disease may result in an individual having
a good support system, which could be from the family or support workers in the
community. According to Bourne et al. (2018), this can make unnecessary the need
for all-time active engagement with the HCP and the insignificance of chronic disease
to HCU engaging the HCP. This can also be applied to the issue of disabilities not
being necessary in determining the ability of HCU to engage with the HCP. This can
be a pointer to the importance of social support systems and networks in supporting
those with low health literacy (Beauchamp et al., 2015).
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Age

The age of the HCU is found to be of significance to the ability of the HCU to actively
engage the HCP. For the survey among the general population in Nigeria, the ages
considered are from 18-65, which can be considered as the active age group in the
society. Mostly, individuals aged eighteen and above would be expected to be in one
higher education or a job. This gives them wider exposure to health information and
activities, which could improve their ability to engage the HCP. This corroborates the
study by Beauchamp et al. (2015), where the participants who were less than 65 years
old were found to have meaner scores for being able to actively engage the HCP and

higher health literacy compared to the older people.

Summary

For the domain “actively engage the HCP”, gender is of importance. Women seem
to be at a disadvantage as regards this due to their personality traits, culture, and
societal limitations. In contrast, men seem to get away with negative attitudes like
aggressiveness and non-compliance. Needing help filling out the survey was significant,
same as financial status. Those with higher levels of education may be able to
communicate more easily with the HCP. Furthermore, the use of emergency services in
the last year and the age of the HCU have contributing effects on the health literacy
of the HCU.

8.4 Research Question 2: What are the interactions
of Healthcare users with Health Information in
Nigeria?

This research question is addressed using the following domains of Health Literacy

Questionnaire:
« Having sufficient information to manage my health.
o Appraisal of health information
« Ability to find good health information.

e Understanding health information well enough to know what to do.
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8.4.1 Having sufficient Information to manage my Health.

The survey among the general population in Nigeria showed that age is significant to
the HCU having sufficient information to manage their health. This may be so because
the age group considered are the active population of the society, between the ages of
18 and 65. These are the working groups and can explore. Different sources of health
information were identified by the HCP in Nigeria, including social media, mass media,
direct contact with the HCP, and the internet. Of all these sources, the most widely
used, accessible and preferred is the Internet (Alduraywish et al., 2020). Although the
HCP is considered the most reliable source of health information, the HCU still prefers
to check information online before going to the hospital. This was the view of the HCP
in Nigeria, supported by the findings from the study by Xie et al. (2022). The censure
on internet use among adults in the UK (UK - Office for National Statistics, 2020)
showed a general increase in internet use, with 92% of adults being recent users. Active
adults in the workforce tend to rely more on the Internet in their day-to-day lives.
For example, they use the internet to search for information on anything, including
banking, ordering fast food, and online shopping (UK - Office for National Statistics,
2020). This internet use may account for the advantage that younger adults have in
having sufficient health information to manage their health. It may also be important
to explore the means that are better suited to older adults as regards their confidence

in having sufficient health information to manage their health.

Education and Employment

Having sufficient health education was found to be dependent on the education of
the HCU. According to the survey conducted among the HCUs in Nigeria, the higher
their education of the HCUs, the higher their confidence in having sufficient health
information to manage their health. This is in line with the view of the HCP in Nigeria,
who believe that the higher an HCU’s education level, the better their interaction with
the HCP can be. The HCP is considered the best source of health information for the
HCU, so not being able to connect with the HCP effectively may influence the health
information accessible to the HCU. There have been diverse opinions on the effect of
education on the health literacy OF HCU (Shi et al., 2020; Beauchamp et al., 2015).
This was also acknowledged by the HCP in Nigeria, who commented that having a
higher level of education may not necessarily mean higher health literacy. However,
it is important to note that the functional aspect of health literacy (Nutbeam, 2020)

deals with the ability to read and write, which is related to education. So, education
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cannot be ignored as regards health literacy. Being able to read and write can aid
the findings of the right set of health information which can boost the confidence of
the HCU. For example, it was mentioned earlier that the use of the internet is the
preferred method of accessing health information by the HCU, even though it is not
considered to be the most trusted. In searching for information on the internet, some
measures are recommended to be taken to ensure the genuineness of the information
being accessed on the internet (National Institute on Aging, 2023). This includes
checking who owns the website, ascertaining its purpose, identifying the author of
the information published and who reviewed it, whether any offer is attached to the
information supplied, and so on. Going through the rigour of all these checks may be
difficult for a person with low or no education, which can also help explain the effect of
education on the HCU having sufficient health information. Considered another way,
sufficient health information may not be about the volume of information, but rather
the quality and accuracy of the information gathered to meet the health needs of the
HCU (Ferreira et al., 2019), which education can help filter.

The survey from this study shows that being gainfully employed can determine whether
the HCU has sufficient health information to manage their health and health literacy.
Being employed can translate to the financial status of the HCP (Bourne et al., 2018).
This can also be related to educational status because education sometimes can mean
higher job opportunities and income. The employment status of the HCU affecting
their having sufficient health information to manage their health may stem from the
fact that the relationship of the HCU with the HCP can be affected by the financial
status of the HCU. This is because the HCUs, who are financially stable, may find it
easier to discuss with the HCP without restrictions until they are well satisfied. This
may not be so with those who are financially low. According to the HCP in Nigeria,
those who are financially low tend to find it difficult to hold discussions with the HCP,

who they consider to be more financially stable than them.

Furthermore, the HCP considered the culture of the land as a hindrance to the
flow of communication. Financially low people are mostly looked down on in society.
Furthermore, being financially stable can also allow the HCU to explore different
avenues for health information since they can afford it. The HCP also considered it to
sometimes translate to their understanding of the importance of health, so being ready
to pay for what will make them healthy. This can be argued because the general thing

is for people to seek the best health choice. However, finances may not allow them.
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This can be considered as one of those issues causing inequality in healthcare, which
different agencies and governments are trying to correct. For example, in Nigeria, the
HCP mentioned that the government had initiated health insurance to tackle such
inequalities. However, the measure is not as effective as it should be due to the different
limitations associated with the scheme. For instance, there are limits to the care that
the health insurance can cover. According to the HCP, this leads to misunderstanding
and aggressiveness from the HCU. Beauchamp et al. (2015) highlighted having private
insurance as a determinant of higher health literacy. This can be because subscribing to
private health insurance is more expensive than the government-offered ones. However,
a better quality of care could be expected from the private sector. The HCP in Nigeria
also mentioned the differences in the quality of care that can be accessed from the
private sector compared to the public. With the private sector, the HCP has more
time with the HCP, which is not so with the public sector. The patient/ provider
ratio is most of the time disproportionate, which affects the time for discussions and
interactions that the HCP can have with the HCU in the public sector. This can

translate to them not having sufficient information to manage their health.

“Chronic diseases” and “having some disabilities”.

“Having some chronic diseases” has been identified as significant to the HCU having
sufficient information to manage their health. According to the survey carried out
among the general population in Nigeria, those who have lung-related problems and
mental health issues were shown to be positive as regards this domain. It is important
to consider health literacy as it is related to HCU having chronic diseases. This is
first because of the probability of inequalities in healthcare that these groups of people
may suffer (Beauchamp et al., 2015). Also, there has been an increase in the number
of people living with non-communicable diseases globally, leading to an increase in
the number of years lived with disability (Feigin, 2016). Some chronic diseases, like
arthritis, have been shown to increase the burden of global health problems, with
the attending increased mortality rate among those affected (Vos Theo et al., 2015).
This increase has been attributed to changes in lifestyle, some of which are unhealthy:;
advancement in healthcare, increasing the ageing population and population growth
(Vos et al., 2016). The significance of people living with one chronic disease or a
disability having sufficient health information to manage their health can be because
these set of people have more frequent visits to the hospital with more interactions
with the HCP (Beauchamp, 2015). These interactions can translate to their being

better informed regarding their health condition, leading to their confidence in having
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sufficient health information for their health. More importantly, is the fact that the
HCPs are regarded as the best source of information for the HCU. Furthermore, people
with disability or chronic diseases spend more time dealing with their health issues,
which can stimulate their searching and getting more informed about their health
conditions (Bohanny et al., 2013). They also have the opportunity for more support,
which can be from family members or social support workers. This thus increases their

chances of getting informed (Beauchamp, 2015).

Ironically, not having any disability has also been shown not to be of any significance
to the HCU having sufficient information. This is possible because not having any
disability can mean a lesser need for health information and, thus, it is easy to meet
their health information needs. Interestingly, the use of emergency care in the last year
does not translate to the HCU having sufficient information to manage their health.
This is in line with other studies (Meenakshi et al., 2017; Beucahmp et al., 2015) as it
has been shown that low health literacy will translate to the need for emergency care
and increase the frequency of the need for hospitalisation. This may be so because
emergency care, most of the time, does not involve many interactions between the
HCP and the HCU, as the focus of the care is more about saving the patient’s lives

and getting them to become stable medically.

Geopolitical Zone

From the survey among the general population in Nigeria, the geopolitical zone of The
HCU was of significance to their “having sufficient information to manage their health”.
Different things characterised the different geopolitical zones in Nigeria, with various
statistical data to illustrate these. Starting with education, which has been shown to
have a contributing factor, most especially to functional health literacy, Nigeria has
the highest number of out-of-school children. Even though primary education is free in
Nigeria, about 10.5 million children do not have the basic education through which
they can progress to higher education, while 12.4 million and 5.9 million never attended
school or dropped out of school, respectively. (UNICEF, 2020, accessed 23/11/24).
According to UNICEF (2020, accessed 25/11/25), looking closely at the distribution
of these figures, the majority of these out-of-school children are from the North-West,
followed by the North-East. Also, in terms of gender, as it relates to education, more
boys are out of school than girls, with the North-West having the largest prevalence.
In terms of civilization, the HCP in Nigeria considers living in rural localities to be

associated with poor access to quality care and other social amenities, which may be
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necessary to access quality health information. All these can show the relationship
between geographical zones and the sufficiency of health information for the HCU.
The issues of violence and insecurity also contributed to these discrepancies in health
literacy in the different regions. For instance, due to terrorism and conflicts, almost
two thousand classrooms have been damaged or destroyed (UNICEF,2020), which can
affect the health literacy of the people in such regions.

Health literacy is connected to the economic power of the HCU (Beauchamp et al.,
2015). Considering employment rate and status, which can be translated to economic
power among Nigerians, South-East and South-South had the highest unemployment
rate (National Bureau of Statistics, 2024, accessed 25/11/24). In terms of healthcare
accessibility, on the other hand, a study by Anyam and Lawal (2018) showed that

geographically determined, accessing healthcare is the same for all geopolitical zones.

Another point to consider is the issue of migration from one geopolitical zone to
the other. This can be due to varied reasons, such as insecurity, violence, and lack
of basic social amenities, with the most common reason being socioeconomic (Mak,
Zimmerman and Roberts, 2021). Most migrants lack access to basic healthcare, which
has an attendant effect on their health literacy (Adewole et al., 2023; Beauchamp,

2015). This can be a source of inequality in society, which is worth exploring.

Summary

As regards the domain “having sufficient health information to manage their health”, the
gender and age of the HCU were found to be of importance. Having some disabilities
and chronic diseases are also predictors for this domain. This also applies to the
employment status and the geopolitical zones of the HCU, while it may be important

to explore how to reduce inequality that may be caused through migration.

8.4.2 Domain 4: Critical Appraisal of Health Information.
Introduction

Discussed in this section are the determining factors for the HCU being able to critically
appraise health information. Defined and discussed is what critical appraisal is all
about. The determining factors that were discussed include the level of education,

having some or no chronic disease(s), age and the geopolitical zones of the HCU.
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Critical Health Literacy

This is the ability to understand and critically assess health information to make
informed decisions about health (Dioviani, 2020). It is also an important aspect of
health literacy. This is because the ability to read about health information or assess
health information may not be enough. The HCU must be able to determine the
quality of the information they are accessing and how it applies to them. It is also
important that the care users understand the effect of using information that is of
unproven source and of low quality on their health and health outcomes (Diovani et
al., 2020). In the United Kingdom, over 42% of adults lack critical health literacy
(UCL Institute of Health Equity, 2015). For Nigeria, the studies that could be found
only dealt with health literacy generally and not the different components of it, most
especially critical health literacy. This makes this study of significant importance in

addressing critical health literacy in Nigeria.

Appraising health information involves critical activities which the HCUs are expected
to follow concerning health information for them to be safe (Diovani et al., 2015).
According to the HCP in Nigeria, the HCU must check out the source, the purpose and
the personnel behind the health information they are accessing. The source of health
information is important in that it can be used to determine the authenticity of the
information. This source can refer to a place, a person, or a thing. According
to Ekoko (2020), sources of health information can be grouped into two, which
are documentary and non-documentary sources. The documentary sources include
published or formally recorded knowledge like journals, government websites using
the internet, books, pamphlets and so on. The non-documentary, on the other hand,
involves the communicative or interpersonal sources of information, which can be
formal or informal. The formal sources include those trained to give health information,
like the HCP, while the informal sources, as also highlighted by the HCP interviewed,
include family and friends, including traditional healers and religious leaders. Some
identified factors as to the choice of source of health information by the HCU in Nigeria
are education, location, financial status and so on. Take, for example, individuals
who are educated have access to a wider range of health information like the internet,
magazines, brochures etc (Ekoko, 2020), while those who are low financially most time
are regarded by the HCP in Nigeria as having a nonchalant attitude to their health,
probably due to the fear of the cost. The people in rural areas may not be able to
access the internet and may feel more comfortable with informal sources of health

information like discussing with friends and traditional healers.
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“Yeah, for those in the urban setting, I would say it is readily available
because thanks to the advent of social media and Internet facility. The
Ministry of Health is doing a lot to educate people. For example, now there
is currently an outbreak of diphtheria. There have been jingles on the radio.
Newspaper publication on the Internet, the NCC is doing a lot to reach out
to people, to health educate them on the disease process, the prevention
and so on. But my concern is people in the remote villages where there’s
no electricity. They don’t have access to the Internet. So, people like that
are kind of being cut off Health information” NR

This is in line with studies (Ekoko,2020) in Nigeria, where women living in rural
areas were found to rely more on health information from relatives and friends, while
some value greatly the traditional healers’ opinions. Some of the sources of health
information highlighted by the HCP in Nigeria are the internet, mass media (Radio,
TV), social media (Twitter, WhatsApp, Facebook, X and so on), HCP and family
and friends. All the sources of health information have their pros and cons, and for
the HCU to pass the test of being able to critically appraise health information, they
need to be aware of them to manage them. For example, the internet is a quick and
rich source of health information. However, the HCU must know the right site to use
and how to search for information. Also, there is the concern of the wide range of
information that is not customised to the individual, leading to unnecessary anxiety.
Consulting friends and family and the traditional healers may also be unsafe as the
information being received may not apply to the situation of the person or even be
wrong.

“I think they receive information from the society, from their friends, who
they believe has been ‘there’ instead of Coming to the hospital by themselves
to find out what is happening to them. Without even coming to the hospital,
they will only receive information from maybe somebody or some other
people around the community who have a natural hatred towards the
hospitals (orthodox medicine). They will be poisoning their minds on the

good idea to come to the hospital, to ask maybe for the health care services
available” NN

Another thing to consider about the source of health information is the purpose
of the information. Government and health agency websites like WHO, GOV.UK,
NHS, etc., supply information majorly to educate and inform the public, and these

websites can be trusted because for any information to be published, it would have
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to be rigorously checked (WHO, 2024 accessed 29/11/24). For example, during the
COVID-19 pandemic, different information on the pandemic was made available on
government websites. However, some websites are for advertisement and financial gain,
and it is in guiding against such that there are different agencies and guidelines on
the advertisement of pharmaceutical products (Medicines and Healthcare products
Regulatory Agency (MHRA), 2012). Finally, on the source of health information, there
is the need to verify the personnel that is supplying the information. This can be in
terms of their knowledge and experience or even their professional position. According
to the HCP in Nigeria, it is possible for an individual who works in the administrative
side of the hospital to have some knowledge about some medical issues, but such
cannot be relied on as it is beyond their scope of training. The interview carried out
among the HCP in Nigeria and supported by Alduraywish et al (2020) emphasized the
importance of the HCP as the best source of information for the HCU because the

information can be tailored to the patient’s condition over time.

There are various skills, knowledge, and attitudes that the HCU must have for an
effective and critical health information appraisal (Diviani et al., 2020). According
to Cho (2014), the HCU needs to be able to source health information from different
sources. This is important because having options for information sources allows for
comparing information to be able to decide on the best of all (Diviani et al., 2020).
They must be aware that information can be of different qualities and may not apply to
their conditions. This should make them to be open to diverse opinions and to be ready
to question information (Wang et al, 2012). Also important is the ability to determine
the purpose of the health information (Hogan and Vanhagen, 2012) and decipher any
form of misinformation or bias (Diviani, 2020). Appraising health information also
includes assessing its completeness (Metzger et al., 2015) and determining when further

information may be necessary.

Education

From the survey conducted among the general population in Nigeria, education was
significant in the HCU'’s ability to appraise health information. In as much as there have
been diverse opinions as regards the significance of education as regards health literacy
(Jaseem and Ai-Ashour,2023); Shahid et al., 2022), education is highly contributory to
health information search and usage (Ledesma et al., 2022). According to the HCP
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in Nigeria, the higher the level of education of the HCU, the better their interaction
with health information. This can help them be critical of the information source
they are exploring. Having some form of education can expose the HCU to basic
knowledge about human bodies and health habits, which is important in appraising
health information (Soellner et al., 2017). The educational level of the HCU can also
determine the choices of the source of health information, which is a key factor in the
critical appraisal of health information. The uneducated in the study by Ekoko (2020)
are more comfortable with seeking information from relatives and traditional healers,
which may not be safe, while the educated tend to seek information from the internet
more often, even if they will still meet the HCP for advice (Alduraywish et al., 2020;
Myrick, 2019). The study by Fox and Dougan (2013) showed that those who finish
high school are more likely to seek health information from the internet and check
with the HCP afterwards, unlike those without education or a lower level of education.

Overall, education is important in the HCU appraisal of health information.

Having chronic diseases is significant to the appraisal of health information by the HCU.
The survey for this study shows that having lung problems or diabetes is significant
to health information appraisal. Chronic or non-communicable diseases (NCDs) are
long-term conditions that can only be managed as they do not have a specific cure
(WHO, 2023). Seventy-four percent (74%) of deaths globally are due to NCD, with
lung-related problems and diabetes as part of the major contributors (WHO, 2023).
NCDs are more common among developing countries and countries with low economic
power, such as Nigeria. In relating health literacy with NCDs, it has been shown that
many HCUs with chronic diseases find it difficult to appraise health information (Dinh,
Nguyen and Bonner, 2022; Stomer et al, 2019). This is alarming because people with
chronic diseases need to self-manage their health condition, which involves a continuous
decision. Because of this, they need to access and assess different information from
time to time. However, being unable to critically appraise the high volume of health
information they need to interact with may be unsafe and frustrating for them. This
can point to need for more support for the HCU with chronic diseases (Dinh, Nguyen
and Bonner, 2022). This can include sharing authentic health information, developing

patient-centred communication methods and strategies, and education.

Age

Of significance to the critical appraisal of health information is age. In relating health

literacy to age, it has been shown that health literacy declines with age (Sorenson et
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al., 2015), and this could be associated with increasing health problems among older
adults (Kobayashi, Wardle, Wolf and Wagner, 2016). Age has an impact on health
literacy in different ways. The burden of diseases is higher among people in the active
age group (18-65) due to unhealthy habits, rapid urbanisation and lack of physical
activities (WHO, 2023). The activities of the different age groups also affect their
health literacy. Starting with sourcing health information, the younger ages may be
wider in terms of the sources of information available to them, which is essential in
the appraisal of health information (Metzger et al., 2015). Also, younger adults are
more likely to use the internet to source information than the older HCU (Fox and
Dougan, 2013), while according to the HCP in Nigeria, older people tend to rely more
on the mass media like television and radio, and the HCP for their health information.
The use of the internet in sourcing health information can be an avenue for access to a
large volume of information. However, the HCPs in Nigeria are concerned about the
HCU understanding that different information has its specific audience. This skill is

also needed to appraise health information critically (Derahkshan et al., 2015).

Geopolitical Zones

Geopolitical zone was significant to the HCU appraisal of health information in Nigeria.
There can be many reasons for this. Starting with education, education is of significance
to the appraisal of health information. However, there are different attitudes to
education in the different geopolitical regions in Nigeria, with the northern zones
scoring lower than the other regions. For instance, the issue of out-of-school children,
which is a global issue (WHO,2024); the Northern region has 15% more cases of
children not registered in primary school than the other regions (UNESCO, 2022).
These disparities were attributed to cultural practices, gender roles and, pronouncedly,
religious practices (Williams, 2019). For instance, in northern Nigeria, the most
prevalent religion is Islam, with more recognition given to Quranic education (Nwoke
et al., 2024). However, the challenge around this is the fact that the Quranic education
does not include the basic literacy, like arithmetic, that is taught in general school
settings. In Baba’s (2013) opinion, the Quranic school may not be considered a problem
if the government can look at training the teachers and integrating basic literacy into
the Quranic school curriculum. Worthy of consideration also, is the view of the HCP
in Nigeria as regards the effect of religion on health literacy. The HCP in the Northern
part could use religious practice to make the HCU do what they think is best for them,
which may not be helping them in seeing the need to appraise health information. All

these point to the effect of education and religion as regards the differences in the
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appraisal of health information in the different geopolitical zones in Nigeria.

Further, with respect to education across Nigeria’s different geopolitical zones, gender
disparity is evident across these regions (WHO, 2024). Although there are more
out-of-school children in the Northern regions when different zones are considered from
the gender point of view, more male children are out of school in the Southern region
compared to females (Nwoke et al., 2024). The males in the southern regions are
exposed early to entrepreneurship, which is believed to be more economically promising
than formal school education (Ezegwu et al., 2017). This may be a pointer to the need

to appraise the school curriculum as regards its economic usefulness.

Another point to be considered is the economic divergence of the different geopolitical
zones. According to the Bureau of Statistics (2022), there is a variance in the poverty
gradient across the different geopolitical zones of Nigeria. This effect is more pronounced
in the Northern regions, having a twenty per cent (20%) poverty level higher than
the Southern regions. Poverty is one of the recognised determining factors for health
literacy, and so geopolitical zones that have extreme poverty rates may have their
HCU struggling to appraise health information. Further to this, the HCPs in Nigeria
think that those HCUs who are financially low find it difficult to relate with the HCP.
This is conceded in the Institute of Health Equity survey (2015), where it was shown
that low economic status can lead to poor interactions with health information, poor
health, increased need for hospitalization and poor health outcomes, all of which are

associated with low health literacy.

At this point, it is important to consider the effect of migration on appraisal of health
information by the HCU in Nigeria. This is because migration is one of the social
determinants of health and health outcomes and, more importantly, a contributing
factor to health inequity (Hill, Rodriguez and Mcdaniel, 2021). According to WHO
Europe(2015), migration describes the movement of people, for whatever reason, from
the place of their normal residence, which can be intra or inter-country. This can be
forced or voluntary (Mukhtar et al, 2018). The voluntary movement is intentional,
while the forced migration is due to pressure, which can be environmental or social.
Some of the causes of forced migration, most especially internal, are conflict and
insecurity, economic factors and disasters (Mak et al., 2021; Cantor et al., 2021). WHO
Europe reported around sixty million people being internally displaced and living in

Internally Displaced Camps (IDP) globally. Also, inter-country immigrants may have
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more support compared to those who travel from one region of a country to another,
making them susceptible to different challenges, including a lack of adequate access to
healthcare (Cantor et al., 2021).

In the last decade, there has been an increase in forced migration from the Northern
to the Southern regions of Nigeria (Ijadunola et al., 2020). Some reasons for this are
insurgency, terrorism, and other forms of violence, resulting in insecurity (Mukhtar
et al., 2018). In addition, poverty is more common in the Northern regions than in
the Southern regions. According to the National Bureau of Statistics (2022), over 90%
of the children in the Northwest and the Northeast are poor compared to 65% in the
Southwest. This means most of the beggars in Nigeria are from the northern regions
(Mukhtar et al., 2018). Furthermore, some diseases are more common among poor
people (Tafida et al., 2015), while there is a limitation to what they can access in terms
of healthcare due to cost. This is more pronounced because these migrants rely more
on paying for health services in cash, which they do not have enough of (Mukhtar
et al., 2018). This is apart from the sense of inferiority among the HCUs with low
incomes, which the HCP in Nigeria mentioned. Another issue is education. On the
other hand, the southern regions have their challenges, too; however, these regions
are considered better havens by the migrant Northerners. This can be attributed to
better responses to education, social infrastructures, and a better economy. Overall,
the health practices and health outcomes of these migrants are poor compared to the
people of the accommodating regions, leading to health inequity (Burns et al., 2021).
Bringing all these factors to bear as regards the appraisal of health information by the
northern migrants in Nigeria, it can be deduced that they may fall short of what is
needed to be able to do this effectively. Starting with sourcing information for health
and healthy living, their access is restricted. Also, they may find it difficult to access
and interact with the HCP due to poverty and lack of necessary education (Garcini et
al., 2021). They may also find reading and understanding health information difficult,
which is also part of the skills needed in appraising health information. The saying
“beggars have no choice” can apply to this group of people because they may not see
the need to appraise the little health information they can access to determine which is
good and appropriate. They may not consider themselves empowered enough to have
a say in healthcare. This makes the significance of the geopolitical zones regarding

health literacy more pronounced, requiring critical attention.

Having no disability and having some forms of disability were identified as significant
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to the health information appraisal by the HCU in Nigeria. With improvements in
healthcare and sciences, there has been an increase in the ageing population across the
globe, with the attending health problems (Vos Theo et al., 2015). Having no disability
and appraising health information can be understood in the sense that an individual
without any disability may find it easier to access and assess health information than
someone with a visual or hearing impairment. However, it is more important to
consider those who have some form of disability and how it can affect their appraisal of
health information. The disabilities/ chronic diseases explored in the survey among the
general population in Nigeria are arthritis, back pain, lung-related problems, cancer,
mental health, stroke, diabetes, and heart problems. These were selected because they
were regarded as the most common causes of disability among the HCUs (WHO,2022,
accessed 03/12/24). However, to be significant, some other disabilities may require

more attention to uncommon forms of disability.

In defining disability, the Equality Act (2010) describes a disabled individual as
a person who has a “physical or mental impairment” with the impairment having a
long-term effect on their day-to-day living. It can be argued that this definition makes
what can be regarded as disability subjectively dependent on those affected. On the
contrary, considering the details of the definition as explained in the Equality Act (2010)
gives room for detailed assessment, with fairness to those concerned. To be grouped as
disabled, the Act explained that it is not just about the primary disease an individual
suffers from that can determine their status, but the progression or the effect. The
concern around this is the fact that this makes the list of what can constitute disability
to be endless, and this can lead to an oversight in the recommendation of care for some
disabilities; for example, in the study by Vos et al. (2015), 10% of the world population
were found to be affected by eight chronic diseases that cannot be grouped among
the leading ones, some of which are migraine, iron -deficiency anaemia and Ascariasis.
When accessing government-produced health information, there are provisions for some
disabilities in accessing the information. Examples of such provisions mentioned by the
HCP in Nigeria include translating health information pamphlets into local languages,
helping the HCP understand health information based on their mental capacity, and so
on. Health information on the government website is available for those with hearing
impairment or sight problems. However, there may be other disabilities that can affect
people’s access to and assessment of health information, which may not be addressed.

This study can be a call for action in this direction too.
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Summary to Critical Appraisal of Health Information

There are skills and attitudes needed by the HCU to do this. Also, there are key things
to consider in critically appraising health information, such as the source and purpose.
The identified factors for critical appraisal of health information by the HCU in Nigeria

are education, having none or some chronic diseases, age, and geopolitical zones.

8.4.3 Ability to find Good Health Information.

Introduction

This section discusses what health information can mean in different contexts and what
makes good health information. The available sources of health information, along
with their pros and cons, are also considered. The importance of language, though not
a deciding factor as regards the ability to find good health information, is also explored.
Furthermore, the determining factors for the domain, which include age, employment

status and the need for help to fill out the survey, are also reviewed.

Types of Health Information

In addressing the ability of the HCU to find good health information, it is important
to consider the two types of health information that the HCU may need. First is
general health information, which aims to educate people about healthy lifestyles. It
can also be used to enlighten people about diseases and health conditions. The other
form of health information is personalised, especially when an individual has health
challenges. According to the HCP in Nigeria, personal health information may not
be readily available to the HCU as it can be difficult for them to access. One of the
reasons for this is the healthcare system, where paternalism is still prevalent in Nigeria.
It is as bad as the HCU not knowing the details of what they are being treated for or
the result of laboratory tests. Paternalism in healthcare has been queried, with some
calling for its total abolition because of its effect on patients’ feelings about themselves
(Aakifa and Shaji, 2022).

beginquote“From my own experience, you know, one thing about Nigerian is
branding and packaging for me because I observed a lot of facilities that use the so-
called branding. Patients don’t know what they are being treated for, or the medication
being given, as it is branded. Sometimes when the patient come for some health check
like BP (and) wants to know what their blood pressure is, you (will hear) the health

care provider saying, what do you want to know? You (the HCU) run some tests; you
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don’t even have access to those tests. If you (the HCU) ask your doctor. I assure you
the doctor will not even tell you” NT.

Some HCPs in Nigeria are also guilty of withholding information for personal gain,
most especially those in private practice. In line with Dranove (1988), they believe that
by withholding the name of the medication, they can keep their hold on the patients to
ensure that they will come back to them, ensuring continuous financial benefit to them.
This contradicts the 21st-century healthcare system, where patients must be actively
involved in their healthcare. The Health and Social Act (2012) give details to the slogan
“no decision about me without me” highlighted in the white paper Equity (2010). It
emphasised that patients and their careers must be actively involved in every decision
concerning their care from their first interaction with the HCP. It should include the
diagnosis of their disease condition to the line of management or care, which the HCP
is expected to equip the patient to do through correct and appropriate information.
This is not so with the HCU in Nigeria, as some HCPs use this for monetary gain
and the feeling of power over the HCU. This makes the HCU feel helpless and bossed,
contrary to feeling supported and independent (Korhnhaber et al., 2016).

Another challenge around the HCU “finding good health information” is accessing
their hospital records. Most hospitals in Nigeria still use only files and papers to keep
health records. This can be laborious when searching for and supplying information to
the HCU. This is not to mention the problem with the storage of those documents.
Electronic Health records (EHR) have made such situations outdated in countries where
health information technologies have been adopted, with students even learning about
it in school (Evan, 2016). Using EHR makes patients’ information readily available and
accessible to them from anywhere globally. This is yet to be fully adopted in Nigeria,
making health information of this form to be mostly unavailable to the HCU.

Students should have an information certificate or something like that. Not
every university or every state school offer that course. So, it’s just like
they don’t care about it. But to me it is very important. People need
information on their health. They should be able to access his health
information, but not always. Even when you have a file in the hospital,
sometimes when you go there, they will say they do not see your file. Unless

it’s a private hospital where they give information like that. But they don’t
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have that in state hospital. They don’t. They don’t. They don’t bother
about keeping the records. NA

The ability of the HCU to find good health information may depend on the importance
that the HCU attaches to good health information as this can determine the effort they
are ready to put into it (Suenaga and Vicente, 2021). The HCU must be able to decide
what constitutes health information, the available sources, and what makes good health
information. This is important since patients are expected to make decisions about
their health based on the information available to them (Diviani et al, 2020). They
should recognise that health information can vary in quality (Diviani et al., 2020).
Also, good health information may be related to its relevance to the patient’s condition
(Brand-Gruwel and Stadler, 2011). Good health information must also be void of

conflict or commercial influence (Neunez, Goldman and Gezzhi, 2020).

From the perspective of the HCP in Nigeria, there has been an increase in the available
health information to the HCU compared to the past. This has been attributed
to internet availability, a global trend that puts health information at most HCU’s
fingertips (Suenaga and Vientem 2022; Fox and Dougan, 2013). Various sources of
health information that the HCU can explore include the HCP; internet-accessed sites
such as government websites; Google; social media (e.g. WhatsApp, Facebook); mass
media (e.g. Radio Television); prints (e.g. Journal publications, pamphlets); family
and friends; and traditional healers. All these media have their pros and cons. Of all
these sources, the one that is regarded as the most reliable and accurate by the HCP
in Nigeria and attested by other studies (Suenaga and Vientem, 2022; Wang et al.,
2020; Novi, Kovacic and Orso, 2024), while the mostly used is the internet (Haluza
et al., 2017). Furthermore, several factors were identified by the HCP in Nigeria
regarding the options of the sources of health information available to the HCU before
considering the quality of the information. One of such factors is location. The HCUs
in rural areas may be unable to access some health information sources due to a lack of
internet or other social amenities. This can birth a paucity of well-trained HCPs, who
may find it challenging to reside in rural settings. In sourcing health information, the
HCP in Nigeria found that the HCUs in rural areas source more health information
from friends and family. This is in line with the study by Ekoko (2020) among rural
women in Southeast Nigeria, where the use of almost all the available sources of health
information was low while they relied on traditional healers, friends and family, and
herbalists. On the other hand, those in the urban setting have access to various sources

of health information, with the most used being the Internet. Considering the sources
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of health information as related to location, all other things being equal, it can be
deduced that those in the urban area may possess better health literacy compared
to the rural area residents. This is attested in the literature (Nurdiansyah et al.,
2022; Wang et al., 2020), where the health literacy of the HCUs in the rural area is

considerably lower than that of those in the urban area.

“For those in the urban setting, I would say it is readily available because,
thanks to the advent of social media and Internet facility. The Ministry of
Health is doing a lot to educate people. For example, now there is currently
an outbreak of diphtheria. There have been jingles on radio, Newspaper
publication on the Internet, the NCC is doing a lot to reach out to people,
to educate them on the disease process, the prevention and so on. But my
concern is (the) people in the remote villages where there’s no electricity.
They don’t have to access to Internet. So, people like that are kind of being
cut off health information. And the crop of people that should have served
these people, which should be the community health workers are not there,
because of maybe poor renumeration, the insecurities in the country (etc)

people are not willing to work in those remote settings.” DT

However, it may be important to consider the pros and cons regarding the sources of
information chosen by the HCU. Rural residents may feel more comfortable discussing
with relatives and the traditional healer, which may also be cheaper. Also, they may
not have access to most of the other sources of health information (Wang et al., 2020).
However, the authenticity and the accuracy of the information related to their health
situation cannot be assured (Ekoko, 2020). For those in the urban area, who have
more affinity to the internet for sourcing health information, the danger around this,
according to the HCP in Nigeria, is the ocean of information available on the internet,
without much control. The survey by Naunez et al. (2020) on using online platforms
for health information showed that the most readily available websites from a Google
search are those for commercials and news, with unreliable and unverified information.
These sites have unrestricted access to who and what is posted, putting the public
in danger of misinformation. Of course, some websites could be accessed for reliable
information. However, not all city dwellers understand this. This is a pointer to the
need for educating the HCU on how to source health information on the internet rather

than complaining or thinking about stopping it, which may not be possible.

Connected to the location of the HCU and sourcing for good health information

is education. According to the survey among the general population in Nigeria, the
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level of education of the HCU is significant in their ability to source good health
information. Even though education has been found to contribute to health literacy,
no matter where people reside (Golborne et al., 2017), people in rural areas have been
found to most commonly have low education (Ekoko, 2020). Education also determines
the health information sources the HCU prefers (Suenaga and Vientem, 2022). Those
educated tend to use formal sources like journals, books, and internet-related sources
of health information. At the same time, those with low education prefer interactive
sources of health information like friends or the HCP (Noviet et al., 2024). This shows
that it may be important to tailor information based on educational level for the easy

accessibility of good health information for the HCU.

Language

The HCP and the general population in Nigeria recognised the language as not
determining the HCU’s ability to source good health information. Language can be in
the form of spoken words or means of expression, which is culturally decided. It can
also include the words and terminologies used to deliver health information. It is worth
noting that Nigeria’s official language is English, while there are over three hundred
and fifty ethnic languages. Also, some regions do not teach in their schools with the
English language. On the contrary, the healthcare system is primarily run in English,
with provisions made for interpretations. In the survey among the general adults in
Nigeria, being able to communicate in English is not regarded as a factor in the HCU’s
ability to find good health information. This is contrary to the findings from the study
by Beauchamp et al. (2015), where the participants who speak other languages at home
apart from the English Language find it challenging to find good health information.
The likely reason for this discrepancy is that different measures have been put in place
in Nigeria to minimise the effect of language. Such measures include recruiting HCP to
the localities where they can speak the local language, translating health information
materials into the local languages and so on. Another likely reason for the differences
is that those study participants were migrants to Australia. Migrants are prone to
some level of inequity and low health literacy due to other factors associated with their

immigration status (Adewole et al., 2023).

The other side of language is the choice of words. The HCP in Nigeria attested
that some of them, due to ignorance, lack of experience or arrogance, use words and
medical terminologies that may be difficult for the HCU to relate with. This, they

believed, can affect the HCU interaction with health information. Interestingly, this is
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not about the level of education of the HCU, as even those who are highly educated
and are professionals in their field may find it difficult to interpret some of those words.
This is in line with Heaton-Shresta et al. (2023), who emphasised that the language
of the presentation of health information might affect its usage by the HCU. This
implies that no matter how good a piece of health information may be, the HCU may
be put off by the language of presentations, which can affect their finding good health

information.

Age

Age is regarded as one of the determining factors for finding good health information
by the HCU in Nigeria. The participants for this study are between the ages of 18
and 65, and they can be grouped as young adults, middle class, and older adults.
Age can determine the choice of information sources for the HCU. For instance, the
younger adults prefer the internet for health information to all other sources (Feng
and Zie, 2015). This is because they have access to smartphones and can be more
technologically savvy than older adults (Novi et al., 2024). They also mostly reside in
urban areas, where they can access the needed social amenities, unlike older adults,
who may feel more comfortable living in rural settings. Nevertheless, there has been a
recorded increase in the use of the internet by older adults to source health information.
However, they tend to use all the sources of health information equally (Lee and Jang,
2022). Overall, there has been concern around how the younger adults relate to health
information. They tend to believe everything they see online, which can affect their
ability to get good health information (Novi et al., 2024). This may also affect young
females, as they predominantly utilise the internet for health information (Haluza et
al., 2024).

Employment Status

Of significance is the HCU’s employment status in finding good health information.
Employment level can be related to the economic power of the HCU, which is one of
the determinants of health literacy (Novi et al., 2024; Sorensen et al., 2012). Economic
power can determine how much time and resources an HCU may wish to allocate to
good health information (Fox and Dougan, 2013). For instance, the poor immigrants
who need to pay out of pocket to access healthcare or the HCP will rather do without,
which can cut them off from health information (Adewole et al., 2023). The HCP
in Nigeria could identify this problem because those who could mostly access health

information from the health facility may be deprived of such due to finances manifesting
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in diverse ways. Some of it can be because they may feel uncomfortable interacting with
the HCP or because they cannot afford the payment for the care. Economic power has
also been linked to education, which in turn can be connected to the use of healthcare
facilities (Adewole et al., 2023). Additionally, parents who are regarded as poor in
Nigeria tend not to send their children to school due to a lack of financial capacity
(UNICEF, 2020). The implication is the inability to interact with health information
adequately because education affects health literacy, especially the functional aspect
(Ekoko, 2020). Economic status can affect accessing the Internet, which is becoming
the most used source of health information literacy (Novi et al., 2024). This can be
from paying for internet subscriptions to getting the devices to connect to the internet,
while some resources on the internet also call for payment (Suenaga and Vicente, 2022).
All these factors can make finding good health information difficult for HCUs with
low economic power, resulting in poor health literacy (Oo et al., 2015). In addition,
people with low economic power are more prone to sourcing health information from
family and friends or the traditional healer, which is not the best for them as such

information may be wrong, incomplete, and unspecific (Ekoko, 2020).

The effect of employment on finding good health information can also be explored from
the benefits associated with actively participating in productive activities (Svendsen et
al., 2022). This is because those who are not working but are on benefits can access a
level of finances for basic welfare, which puts them at the lower rung of the financial
ladder, with low health literacy. It is important to note that self-development comes
from engaging in productive activities and interacting with people, which can sharpen
the HCU reasoning, equipping them for better health literacy (Mottus et al., 2014).
Different health schemes can also be available at the workplace, which the HCU can
explore as opportunities to search for good health information (Svendsen et al., 2022).
Exploring all these angles to employment status as regards the ability to source health
information can help in exploring the different interventions, like helping those that
can still work but are on benefits to get to work to reduce loads of low health literacy
or encouraging employers to include health information supply in the schemes for their

employers (Svendsen et al., 2022).

The need for help to fill out the Survey

Needing help to fill out the survey is significant to the HCU’s ability to find good health
information. Several reasons can be responsible for the study participants needing help

to fill out the survey. This can be physical, for example, a disability that affects the
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eyes, or mental, like the inability to read and understand the content of the survey,
and so needing to have it explained. If the case should be that they have issues with
reading and interpreting the research questions, then being able to find good health
information may also be a problem. Finding good health information involves being
able to read, which is functional health literacy (Friz et al., 2016). Interactive health
literacy will require the cognitive ability to extract health information from different
sources as it applies to a person’s needs per time (Nutbeam, 2000). This may not be
possible or easy for those individuals who need help filling out the survey in line with
the study by Friz et al. (2016). Having mentioned this, it is important to note that
those needing help filling out the survey may be able to utilise other forms of health
information apart from the print since the survey was printed and was in English
(Simpson et al., 2020). It is important to make information available in diverse ways
and tailor it to individuals, as part of patient-centred care advocated in the healthcare

system.

8.4.4 Domain 6: Understanding Health Information well enough

to know what to do
Introduction

This section deals with understanding health information well enough to know what to
do by the HCU. It explored this from the perspective of the HCP in Nigeria, while
also discussing other factors, such as education, employment status, and the absence

of disabilities.

Critical health literacy emphasises the need for the HCU to understand health
information well enough to make informed decisions about their health (Nutbeam,
2009). This is important as the trend of health care now is such that individuals
should be supported to play an active role in their care and to be able to navigate
healthcare, which can only be done effectively by being equipped with the necessary
information (Svendsen et al., 2021; Knowles and O’cathain, 2020; Sorensen et al., 2012).
Understanding health information indicates that the HCU can read and understand

and fill out necessary written forms regarding their care as needed (Osborne et al., 2013).

While the HCP in Nigeria could attest to the increasing availability of health information
to the HCU, which is the trend globally (Bo et al., 2014; Svendsen et al., 2021), there

has been concern about their understanding of such information. This is not limited to
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Nigeria alone as studies from other countries, which also used HLQ, have shown that
the HCU, even though they have access to more health information, sometimes find it
challenging to understand the information (Svendsen et al., 2020; Sorensen et al., 2015;
Bo et al., 2014). This can be described as a dilemma, as people are expected to make
decisions while they cannot be said to be adequately equipped to do so (Kickbusch et
al., 2013).

“People come around and you know they ask questions. They get the
information, but having to use it may not be 100%. Of course, you know
they get information and sometimes come around complaining or asking
questions; How true is it? Is it true that I can use this to take care of this?
So, they get the information. But for me, I feel a lot of people make a lot

of misinterpretations, and some even misuse information” PB.

Further, the HCU’s understanding of health information varies by information source,
with the HCP considered the safest and most understood (Bo et al., 2014), whereas the
internet is of greatest concern (Chen and Liu, 2022). The Internet is a world of diverse
general information with few regulations and restrictions (Suenaga and Vicente, 2022).
Information on the internet can be posted based on different motives and purposes,
from enlightening the public to advertising and some just for self-promotion (Novi et
al., 2024). Also, the interaction through the internet is mostly one-way, which implies
that the HCU lacks the opportunity to ask questions or seek clarification. The other
concern about the internet, which is like social media, and media is the concern about
the expertise of the person that is posting the information, which may not be verifiable,
unlike the information gotten directly from the HCP, which can be tailored to the
patient per time (Diviani et al., 2020). This has made the HCP the best source of
health information for the HCU as they can interact with the HCP better to understand

the information for proper and correct application.

“Healthcare users can get health information from qualified practitioners
which is more reliable. See, the issue is this, they can get health information
also from the Internet, social media and everything, but most of them can’t
decipher the information they are getting from those sources. With the

HCP, they can ask specific questions but not with Google. DT.

Several factors were identified to help people understand and be influenced by health
information. According to the survey conducted among the general population in

Nigeria, these include age, level of employment and education, and the need for help
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to fill out the survey, including no disability status. These will be discussed one after
the other.

Age

Different age groups use different sources of health information, which somehow affects
their understanding of health information (Bo et al., 2014). Generally, the younger
folks, due to reasons like access and affinity for new technologies, tend to use the
internet more for their health information, even if they will still contact the HCP,
while the older folks tend more towards the use of the HCP (Novi., 2024; Bo et al.,
2014). This can imply that even though the HCU struggles with understanding health
information, the older folks may be at a better advantage. An added benefit that
older folks may have is the longevity of their interactions with the healthcare system,
although it can be argued that the length of years is not what determines the use
of healthcare. The other concern with the internet is increasing anxiety due to the
volume of information that is not tailored to the patient, which can lead to increased

use of medical services (Novi et al., 2024).

Education

The level of education of the HCU is significant to their ability to understand health
information well enough to know what to do. Education is important to health literacy,
especially cognitive health literacy (Osborne et al., 2013). Lower education level has
been associated with low health literacy in various studies (Mahoney et al., 2018; Bo
et al., 2014; Beauchamp et al., 2015; Protheroe et al., 2016). Being educated implies
that the HCU can read health information and write, which are components of health
literacy (Sorensen et al., 2012). The HCP in Nigeria also found that it is easier for the
educated HCU to understand them than those with no or low education. According to
Easton et al. (2013), this is because there is an unspoken stigmatisation attached to
having low literacy, making those HCU affected want to limit their communication to
cover up for their limitations. This also undermines their mental power as they believe

they do not know enough, which may not be accurate (Easton et al., 2013).

Education can affect the sources of information available to the HCU and how well they
can utilise them (Adewole et al, 2023). In addition, it can affect the level of exposure
and the opportunities available to the HCU, which in turn can affect their ability to
interact with health information (Svendsen et al., 2021). Higher education is also

associated with higher cognitive functioning, which can help the HCU understand health
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information (Clouston et al., 2012). All of these show the importance of encouraging
and advocating for education in Nigeria, as Nigeria has one of the highest numbers of
out-of-school children (NBS, 2024). It also calls for non-judgemental support and care,
tailoring communication and care to individual patients (Easton et al., 2013). It is
important to clarify that education may not determine the ability to understand health
information. According to the HCP in Nigeria, learning in some other educational field
may not help the HCU understand everything in the medical field. There may be some
words and terminology that the HCU may still find difficult to comprehend, especially
from a contextual point of view. Also, the HCU may understand health information
literarily but may not manifest their understanding by acting in line with it. This is
in line with the study by Svendsen et al. (2020), in which highly educated Danish
adults still demonstrated low health literacy. The HCP in Nigeria, however, attributed
such occurrences to cultural beliefs, which can be stronger to the HCU than the health

information received.

“if they’re not persuaded, they don’t make use of the health information,
that’s the point. A lot of times, I've seen some people that are formally
educated and when you tell them they’re like please don’t even bother! In
fact, I have a cousin like that. They were told that their newborn baby had
jaundice and needed phototherapy. She and her husband refused, saying
their baby would be fine using pawpaw water. When I tried to convince
them, I was told the story of my life, of how I was jaundiced as a baby and

with pawpaw water I was cured!” DT.

Employment

Exploring the domain, ‘understood health information well enough to know what to do
further, the survey carried out among the general population in Nigeria also showed
the significance of employment status. Employment can determine the economic status
of the HCU, which has been shown to determine their health literacy. Poor social and
economic life has been associated with low health literacy (Scavenda et al., 2021). This
is with the attending challenges like needing medical and emergency services, increased
vulnerability to diseases and non-compliance with medical care (Osborne et al., 2013;
Adewole et al., 2023). The HCP in Nigeria also mentioned that those HCUs that are
not financially stable most of the time find it challenging to interact with the HCP,
whom they may regard as being better than them in terms of finances. The implication
is that even when they do not understand the HCP, they may not seek clarification

because they feel embarrassed. Those who are poor most often cannot subscribe to
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health insurance policies and only pay from pocket for health services (Adewole et
al., 2023). Having to pay from pocket would have made seeking health information or
health services not top on their list of priorities, as human beings will always strive
to satisfy the basic pressing needs of life first. Access to some health information
also requires payment, which those who are financially low may find difficult (Oo et
al., 2015; Fox and Duggan, 2013). Low financial power is also associated with low
educational status (UNICEF, 2020). This is because, most of the time, poor parents
find it difficult to send their children to school. This denies them the cognitive and other

skills they should acquire in school, which can help them understand health information.

The other side of employment status’ effect on understanding health information
can be explored from the positive energy that working can give an individual, including
increased thinking capacity due to exposure to day-to-day challenges and activities
at the workplace. This was revealed in the study by Svendsen et al. (2021), in which
it was found that people who are not working and are on benefits, most especially
unemployment benefits, had low health literacy. This can be a call for a review of
eligibility for benefits, and the need to encourage those who can still work to do so for
the benefits.

Having no Disability

Having no disability can allow the HCU to explore the different available sources of
information, which there may be some restrictions for those with disability (Simpson,
Knowles and O’Cathain, 2020). Some disabilities can also affect the reasoning and
cognitive power of the affected, preventing their understanding of health information
(Nguyen and Gilbert, 2020). This is corroborated in the study by Simpson, Knowles
and O’Cathain (2020), in which those with disability found it challenging to understand
health information well enough to know what to do with it. Also, those with disability
tend to need more health information due to their condition, which can make it difficult
for them to understand the large volume of information that they need to deal with
(Nguyen and Gilbert, 2020). However, does not necessarily translate to those without

disability having better health literacy than those with disability.

Summary

There is concern about the HCU’s “understanding of health information well enough

to know what to do”. This is related to the choice and available source of health
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information. Also, education, employment status, and having no disability were

significant to the domain.

8.5 Research Question 3: How is the experience of
Healthcare users with the Healthcare system

in Nigeria?

8.5.1 Introduction

This research question is addressed with the Domain of Health Literacy Questionnaire

'"Navigating the healthcare system"

8.5.2 Domain 7: Navigating the Healthcare System
Introduction

This section discusses what the healthcare system can mean and its classifications
as obtainable in Nigeria. Also considered are the determining factors for the HCU
navigating the healthcare system, which includes the needed level of care, location of

the HCU, age, education, financial status and having no disabilities.

Description of the healthcare system

The healthcare system describes the organisational and physical structure committed to
total human health by providing resources and services (Lawrence 2014). It comprises
different elements and activities intended to meet the health needs of the people. The
essential components of the healthcare system described by WHO (2024) are service
delivery, the required workforce, medical commodities, management and authorities,
and finances, with a focus on reducing health inequalities. The health systems in
different countries are developed based on their sociopolitical inclinations and finances,
with various adjustments and improvements made to ensure equity and quality of
care (Theodore et al., 2014). This applies to the structure of the health system in
Nigeria, which comprises three tiers of healthcare. These are the primary, secondary;,
and tertiary levels, each with its assigned responsibilities and scope of care (Omoleke
and Taleat, 2018). The other commonly used classification structure based on finances
is the private and the public. Finally, based on the mode of interaction with the

healthcare system, there is face-to-face or in-person, and online or virtual. According
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to Theodore et al. (2014), whatever system or structure a country adopts, each has its
peculiarities and challenges. For instance, in Nigeria, the three tiers of care are set up
such that the primary care level deals with minor ailments, while the secondary care
level deals with more advanced cases, including minor surgeries. Tertiary institutions
are designed to address complex health matters that require the expertise of different
professionals. However, people still encounter problems in the utilisation of these
systems. The first challenge identified by the HCP in Nigeria is the accessibility of
higher levels of care. Primary health care is readily available to the people; however,

accessing the secondary and tertiary levels of care can be difficult.

“The primary level is very available and accessible. But when it is getting to
the secondary and tertiary, it’s a little bit difficult. We have a lot of Primary
Health centres around here, in fact in almost every local government and
localities”. NA.

The accessibility of primary healthcare can be regarded as an advantage, as it is the
first point of call for care for people and focuses more on preventive care (Omoleke and
Taleat, 2018). There is a shortage of necessary equipment and infrastructure, coupled
with a shortage of essential drugs and medications (Adebola, 2020). Poor staffing
is also a problem with the primary healthcare level of care. According to the HCP
in Nigeria, the challenge in staffing the PHC has been caused by a lack of necessary
equipment and social infrastructure for staff. Also mentioned is the poor remuneration,
which does not encourage higher-level health professionals to work at this level of care
(Akokuwebe and Idemudia, 2023). These factors result in poor-quality care at this
level, which calls for improvement (Adebola, 2020).

The second identified classification method for Nigeria’s healthcare system is financial,
including private and public care. The government or the public should fund public
care, while private care is individually funded (Broyle et al., 2016). The first concern,
considering these two plans of care, is the inequality that can arise from differences
in economic status. Not everyone may be able to afford care, implying that some
people may not be able to access care through the private route (Akukuwebe and
Idemudia, 2023). This may not be a concern if there are no discrepancies between the
care received through the public and privately funded systems, which is not the case.
The HCP in Nigeria could identify differences in the level and quality of care received
between the public and privately sponsored care. This starts with the accessibility
of care. Public-funded care is oversubscribed, which results in longer waiting times

and, even when time is spent with the HCP, a quality of care that is incomparable to
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the private sector. Also, in public care, the patient-to-provider ratio is always out of
proportion, which can pressure the HCP, leading to a lack of patience in listening to
the patient or encouraging patients’ participation in their care. This is in line with the
concern raised by Omoleke and Taleat (2017), in which they emphasised the problem
of long waiting times and the physical discomfort of queuing for a long time for the

HCU while the ratio of the doctor to patients continues to fall below standard.

“Accessibility is one of the major problems, especially in the public sector.
In the private sector, People have access, but public sector you can have 10
patients at once to one doctor. So, the Private sector tends to be better.

And maybe, they come with more expenses though”. DA.

Another issue with government-funded healthcare in Nigeria is the ambiguity around
care funding. This is politicised as the HCU is made to believe that healthcare services
are free, which is not so, but rather subsidised in some ways. Most of the time, this
grey area causes a rancour between the HCU and the HCP. This policy-related concern
is one of the issues shown in the work by Theodore et al. (2014) and emphasised by
Omoleke and Taleat (2017).

“They come with this and that, that the government has paid for their
treatment, and they are still paying so much out of pocket. The government
isn’t paying for them, in the sense that they are thinking.it is more of

political statement to say that healthcare is free. It is not free” DT.

The other way people can relate to the healthcare system is through online/ remote
services, like video or telephone consultation, instead of the traditional face-to-face
means. This is becoming a common practice in most developed countries and is
growing in Nigeria, too. There are many advantages associated with this method,
which include saving the patients time for commuting, reducing the expenses of care on
both individuals and the government, more flexibility around the time of appointment
and the comfort of a known environment for the patients, among many (Parnrell, 2014).
More importantly, it can reduce the burden of patients needing to attend the hospital
or clinic physically. However, there are challenges identified by the HCPs in Nigeria
to this method of consultation and care, corroborated by the University of Plymouth
(accessed 23/12/24). These include the inability to conduct a physical assessment when
needed, technical issues, data management and safeguarding of patients. Critical are
the challenges around developing interpersonal relationships between the HCP and the

HCU, which may not be as it would have been with face-to-face consultations. The
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HCPs in Nigeria, however, believe this can be overcome by using online consultations
primarily for follow-up visits. Some challenges are peculiar to Nigeria in terms of the
manifestation of remote consultation to its full potential, such as the lack of the basic
infrastructures to power the smooth running (Omoleke and Taleat, 2017). Overall,
there is a need to ensure a balance to take advantage of the remote consultation in

Nigeria correctly.

Complexity of the Healthcare System

Identified in the literature is the difficulty that the HCUs encounter in navigating the
healthcare system, which is an integral part of health literacy (Adewole et al., 2023;
Bourne et al., 2018). The complexity around the healthcare system can be in terms
of locating the facilities (Adewole et al., 2023), accessing and deciding on the health
insurance coverage to choose, accessing the services within the healthcare system,
interacting with the different personnel within the system and so on (Allen-Meares,
2020; Omoleke and Taleat, 2017)). The HCP in Nigeria regards policy problems as one
of the challenges the HCU faces in navigating the healthcare system. This problem
was identified by Akokuwebe and idemudia (2023) and Omoleke and Taleat (2017)
in their works. An example is the admission process, especially in the tertiary and
secondary levels of care. This can sometimes be stressful and difficult for the HCU.
Also, knowing the right level of healthcare facility to use for the different ailments
and locating them can be a challenge, especially for underrepresented groups, such
as immigrants (Adewole et al., 2023). The HCP also identified lapses around the
clarity of some policies such as the government health insurance policy, which has been
described as ambiguous. This sometimes leads to altercations between the HCU and
the HCP. In their work, such issues were attributed to corruption and irregularities in

the policy-making process by Akokuwebe and Idemudia (2023).

Navigating the healthcare system also involves helping the HCU understand how
it works and making it easy for them to use the services. An example of such activities
cited by the HCP in Nigeria, especially preventive care, is sending reminders to patients
for their immunisation and test schedules, which is the practice in developed countries.
However, this has not been the case in Nigeria, the attending effect of which can be
increased in the prevalence of some preventable diseases like cervical cancer (Omoleke
and Taleat, 2017). However, it is important to note that different countries and

establishments are putting in place measures to reduce the effect of this complexity
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around navigating the healthcare system on the HCU. However, the difficulties remain
(Theodore et al., 2014).

Employment Status

From the survey among the adults in Nigeria, one of the identified determining factors
for the domain “navigating the healthcare” is the employment status, which can be
translated into the economic power of the care users. Healthcare has been known to be
increasingly costly globally, which can put the financially challenged at a disadvantage
(Allen-Meares, 2020; Theodore et al., 2014; Broyles et al., 2016). The economic strength
of the HCU will determine the type of healthcare they may be able to patronise, which
does not necessarily mean that they do not need the mode of care they are not choosing.
This should be of concern as human life should not be compared to money. For instance,
the immigrants to the Northern to the South-west region of Nigeria, who were found to
be living below the poverty line, could not access any health insurance policy as they
do not have the financial capacity for such (Adewole et al., 2023). Healthcare should

be made universally available by ensuring workable coverage (Theodore et al., 2014).

Age

The age of the HCU is significant to their ability to navigate the healthcare system.
This is not surprising, especially when considered from the physical point of view.
Young adults may find it easier to move around because of the physical structure of
the healthcare system and the complexities around them (Theodor et al., 2014). The
road network and poor transportation in Nigeria can also make it difficult for older
folks to utilise the healthcare system (Omoleke and Taleat, 2017). This is in line with
the study by Sorensen et al. (2015), which showed that health literacy may decline
with age. Navigating the healthcare system can also be considered from the digital
point of view since everything is going digital these days. The study by Zoorob et
al. (2022) showed that most of the older women who participated in the survey had
challenges using the patients’ portal due to technical difficulties. Although there has
been some improvement in older adults’ internet utilisation in recent years, a gap still
exists between them and younger adults (Novi et al., 2024). Disease burden has been
known to increase with age, which can necessitate the need for the use of healthcare
by older adults. The implication is the need for older adults to access healthcare more
often, which can magnify the challenges they may face in utilising and navigating the
healthcare system. Berens et al. (2016) identified this concern in their study, where

they could see that older adults seem to have a low level of recognised health literacy.
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Not Having any Disability

This plays a role in HCU navigating the healthcare system. According to the Americans
with disability act (2023), an individual can be regarded as being disabled if they have
one or more physical or mental challenges affecting the performance of at least one life
activity. Furthermore, in recent years, the number of individuals living with a disability
has increased due to the increase in the ageing population, better healthcare and change
in the population (Kassebaum et al., 2015). Having physical or mental issues can have
effects on the ability to navigate the healthcare system, which is complex (Theodor
et al., 2014). Although Nguyen and Gilbert (2019), in their study, could not find
any difference between the health literacy of those with disability and those without,
their study showed that those with disability struggle with getting or searching for
health information and not understanding it. This is in addition to the fact that those
with a disability find it difficult physically to access or navigate the healthcare system,
for instance, due to the need for special transportation means. In contrast, those
without disabilities do not need such and, so, at an advantage (Hamilton et al., 2020).
The HCUs with disabilities tend to have more health challenges to deal with, need
to use healthcare services and have costlier healthcare than those without disabilities
(Hamilton et al., 2020; Colorado et al., 2023). According to the economic model around
disabilities, most people with disabilities may not be able to work at all or as much
as they would love to, which may cut them off certain healthcare benefits from the
workplace and have a significant effect on their finances (Colorafi et al., 2023). Also,
finding and funding their healthcare can be difficult due to their conditions. All these
factors can make those without disabilities find it easier to navigate the healthcare

system compared to those with disabilities.

Education

The effect of education, most especially on functional health literacy, is evident in the
literature (Nutbeam, 2008; Ekoko, 2020). In the survey among the general population
in Nigeria, education was one of the determining factors for the HCUs navigating
healthcare. Higher education has been associated with better health literacy. In
contrast, those with low or no education have been seen to struggle more with their
health and to interact with the healthcare system (Adewole et al., 2023). No or low
education may affect reading and understanding of health information, including signs
and posts for navigating the healthcare system. They may also find it challenging

to interact with the HCP, who are also part of the Healthcare system. Accessing
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health services policies may also be difficult, affecting their decisions and choices.
As established earlier, being educated does not imply being able to interpret health
information correctly. This is because different fields of discipline have their own
languages. To overcome this challenge, one of the identified solutions by the HCP in
Nigeria is described as “keep it simple”, which is about using the general language
as much as possible that the HCUs can easily understand. For example, instead of
writing phlebotomy, it can be better to write a blood-taking unit, which can be easily
read and understood by the HCU.

Summary

The healthcare system goes beyond the physical structures, which are also important.
The identified determining factors for the HCU’s ability to navigate the healthcare

system include age, education, financial status and having no disabilities.

8.6 Research Question 4: What is the relationship
between COVID-19 knowledge and Health Literacy

among Adults in Nigeria?

8.6.1 Introduction

This research question is addressed using findings from the data analysis of knowledge
of COVID-19 in relation to health literacy. Of the nine domains of health literacy
considered, only four were significant for healthcare users’” knowledge about COVID-
19. These are: "Navigating the healthcare system'; "Ability to find good health
information"; "Understand health information well enough to know what to do"; and
"ability to actively engage the HCP". Understanding factors that enable HCUs to
handle the COVID-19 pandemic better can provide clues for areas to explore further
in preparing the general population for future pandemics. This is important, especially
as no country is currently considered prepared to handle any future pandemic (Cable
et al., 2021).

Navigating the healthcare system: the statistical analysis found a positive correlation
between this domain of health literacy and healthcare users’ knowledge of COVID-19.
The healthcare system comprises organisations, structures, activities, and personnel
designed to support people’s health and well-being (WHO, 2024). It includes all the
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stakeholders in health care, such as patients, their relatives, healthcare providers, health
agencies, private healthcare providers, and so on. During the COVID-19 pandemic,
the healthcare system was overstretched, so the HCU struggled to get adequate care
(Cable et al., 2021). A healthcare user who understands the healthcare system well
enough to navigate effectively will not find dealing with the pandemic as difficult
as those who do not understand it. This is because they already know what to do,
where to go and who to contact. They can relate to healthcare providers, health
information, and other aspects of the healthcare system, including activities advised
for their well-being. For example, different structures and measures were implemented
during the COVID-19 pandemic to curtail its spread, including face masks, hand
hygiene, and social distancing (Afolabi and Ilesanmi, 2022). Those who can navigate
the healthcare system will understand the need to comply with these measures, and
that is why the correlation between this domain and knowledge of COVID-19 is not

surprising.

In the same vein, the ability to find good health information, which is positively
correlated with knowledge about COVID-19; is not far-fetched. During the pandemic,
there was a massive release of information, including misinformation. It was so bad that
the director general of WHO described the situation as not just a pandemic but also
an infodemic(Joint statement by WHO, UN, UNICEF, UNDP, UNESCO, UNAIDS,
ITU, UN Global Pulse, and IFRC, 2020). This was coupled with different conspiracy
theories that increased the confusion and panic around the pandemic(Oleksy et al.,
2021). Finding good health information implies that the HCU recognises what good
health information is (Diviani et al., 2020). They also take the pain to look for it
(Dodson et al., 2014). This is why they can have good knowledge about COVID-19, as

shown in this study.

Furthermore, understanding health information well enough to know what to do
can be considered critical health literacy (Thomas, 2021). Critical health literacy
enables the HCU to make decisions based on their understanding of the information
available. This explains the positive correlation between knowledge about COVID-19

and the ability to understand health information well enough to know what to do.

Finally, the ability to actively engage with the healthcare provider, which is significantly
related to knowledge of COVID-19, can be traced to the fact that the safest health
information is linked to the HCP (Xie et al, 2022). Also, good interpersonal relationships



8.7 Conclusion 187

between the HCP and the HCU are important in determining the patient’s experience

and outcome (Drossman and Ruddy, 2020).

8.6.2 Summary

As shown in this study and corroborated in the literature, there is a positive correlation
between health literacy and COVID-19 knowledge (Tao et al., 2023). This implies that
measures to increase people’s health literacy can be a positive way to prepare them

against any future pandemic.

8.7 Conclusion

The findings from the data collected were discussed in this chapter. In the next chapter,

the conclusion and recommendations from the study are presented.
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Chapter 9

Study Overview, Conclusions,

Limitations, and Recommendations.

9.1 Introduction

This chapter summarises the project and discusses the study’s possible conclusions. It

also details the study’s limitations and recommendations.

9.2 Study Overview

This research explored health literacy among the general population and the healthcare
providers in Nigeria. Healthy literacy has been recognised as a determinant of health,
healthy living, and outcomes for the general population, among others. Different
countries have conducted research on their people’s health literacy. In Nigeria, there
have been various studies on the health literacy of different sections and groups of
individuals, such as adolescents and those with mental health literacy issues. This
study is unique because it used mixed methods to explore health literacy among the
general population in Nigeria from the perspectives of both the HCU and the HCP.
Using mixed methods makes the study rich in context and depth, which characterises

qualitative studies, while also leveraging the large survey sample.

The quantitative data for the study were collected using the JISC online survey
platform and a face-to-face questionnaire. The data collection tool is the health literacy
questionnaire, which has been used in several countries. This questionnaire has nine

domains to assess health literacy, each of which could be used exclusively. A self-
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developed questionnaire was also used to collect data on COVID-19 knowledge. The
target localities for the study were the Southwest, the Northwest, and the Southeast
regions of Nigeria. This selection was based on the study’s time constraints, the
ongoing COVID-19 pandemic at the time of data collection, and, most significantly,
the insecurity and violence in the other three regions of Nigeria. For face-to-face data
collection, trained hands were used to cover different regions, yielding over 3500 returns
when compared with the online survey. The data was analysed using SPSS, multiple
regression, and bivariate correlation. The selected independent variables that the
nine domains of health literacy were tested against are age, education, disability, not
having a disability, and geopolitical zones. Others are employment status, the use of

emergency services in the last year, and the ability to speak English.

The qualitative data were collected by interviewing sixteen healthcare professionals
in Nigeria. These comprise four medical doctors, three pharmacists, and nine nurses.
The interview was conducted online via Microsoft Teams, primarily via audio. This is
due to network issues during video calls in some areas of Nigeria. The recorded data
was transcribed and read three times to provide context and get detailed information
from the interview, especially those expressed through voice tone, pauses, and prompts.
The data were transferred to NVIVO, a tool for analysing qualitative research, where
themes and subthemes were identified. The three general themes developed from the
data are the relationship between the HCP and the HCU, the interactions of the HCU
with the healthcare system, and health information. The research questions that this

study addressed are:

1. How is the relationship between the healthcare providers and the healthcare users

in Nigeria?

2. What are the interactions of the healthcare users with health information in

Nigeria?

3. How is the experience of the healthcare users with the healthcare system in

Nigeria?

4. What is the relationship between COVID-19 knowledge and Health literacy

among adults in Nigeria?

The qualitative and quantitative data findings were combined equally to address
research questions one to three. Additionally, the findings from the correlational

analysis were utilised to address the fourth research question.
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9.3 Conclusions from the Study

The conclusions that could be drawn in answering the research questions are presented

as follows:

9.3.1 Research Question 1: What is the relationship between
the Healthcare Providers and the Healthcare Users in
Nigeria?

The two domains used to address these questions are "feeling understood and supported
by a healthcare provider” and “ability to engage with healthcare providers actively."
From the data collected, it can be inferred that more work is needed on the relationship
between the HCP and the HCU. Starting with the first domain that was explored,
which is “feeling understood and respected by the HCP," of importance to this domain
is the need for a good interpersonal relationship between the HCP and the HCU. It is
important to understand the HCA’s needs from the HCA’s own point of view, not from
the HCPs’. This is necessary, considering the trend of patient-centred care and “no
decision about me without me", which are being advocated across the globe now. Of
significance to the patient’s “feeling” of being understood and respected by the HCP is
their financial status, with those who are financially disadvantaged scoring lower in
this domain. This calls for a better healthcare system structure that accommodates
everyone without anyone feeling judged based on their financial status. Also, there
may be a need for specialised training for the HCP on how to make the HCU feel

welcomed and unjudged.

Interestingly, the HU’s level of education does not determine whether they feel
understood or respected by the HCP. While having no disability is related to the
domain, having a disability is unimportant. There may be a need to explore the issue
of disability and patients’ feelings regarding being understood and respected in more
depth. For the domain “ability to actively engage with the HCP”, the effect of gender as
related to the personalities of the HCU was found to be significant. The two identified
genders are male and female. While males enjoy a level of understanding with the HCP,
even when they are arrogant and tend to be violent, females are regarded as being
manipulative and sometimes uncooperative. This can serve as a pointer to the need to
investigate gender inequality in the engagement of the HCP with the HCU in Nigeria.

The same level of understanding should be applied to all, regardless of gender. Also
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significantly related to this domain are the employment and the educational status of
the HCU. Completing the survey without help is also a measure of the HCU’s ability
to engage with the HCP actively. Having one chronic disease or the other and having
used the emergency service in the last year also affects the relationship between the
HCP and the HCU.

9.3.2 Research Question 2: What are the interactions of

Healthcare Users with Health Information in Nigeria?

This was addressed using the findings from the domains “Having sufficient information
to manage my health,” “Appraisal of health information,” “Ability to find good health
information,” and “Understanding health information well enough to know what to
do.”

For the domain “having sufficient health information to manage my health," age
was found to be a determining factor. However, it may be worthwhile to explore this
further, given the different age groups in this domain. Health literacy is always linked
to education and financial status in the literature. The higher the HCU’s level of
education, the better their understanding of the HCP. Being financially stable also helps
the HCU relate freely with the HCP. This can be a pointer to the need to ensure that
children are encouraged to go to school, seeing that Nigeria was one of the countries
with more out-of-school children. Having a chronic disease or some disabilities was
shown to be of importance in the HCU having sufficient health information. This also
applies to the use of emergency services in the last year. This may be due to their
ongoing needs and interactions with the healthcare system. However, other studies
have linked the use of emergency services to poor health literacy. This is because the
use of emergency services can be due to poor health practices. There may be a need

to explore the use of emergency services and their impact on HCU information gathering.

The geopolitical zone is a determining factor for the HCU, and having sufficient
health information to manage their health may not be treated singularly as other
factors can contribute to this. One of such is education and finances. The northern
part of Nigeria is known to have more out-of-school children because of its preference
for religious study over Western education. There may be a need to consider means to
incorporate literacy into the Quranic study to address this challenge. Also, more people

live below the poverty line in the northern regions of Nigeria than in the other areas.
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Measures to combat this challenge should contribute to the HCU having sufficient

information to manage their health.

For the domain “critical appraisal of health information," geopolitical zones and
education came into play again. There are skills needed in appraising health information.
Some of these are knowing and finding the right source for health information, and
interpreting it correctly to meet health needs. Some cognitive skills required for this
are developed through education, so geopolitical zones with low education uptake may
have challenges around this domain. Age was also significant to this domain. Different
age groups source, access, and are exposed to disease burdens differently. Also, in
terms of location, various age groups are distributed differently. There is a need to
explore critical appraisal of health information and age in Nigeria. It is also important
to consider health literacy in relation to the migration status of the HCU and the
critical appraisal of health information, as immigrants across the geopolitical zones in
Nigeria appear to be at a disadvantage in health literacy. Having no disability and
having some disabilities being of significance shows that there may be a need for more
actions in providing information based on the specific disabilities being suffered by

individuals in Nigeria, which is the focus of patient-centred care.

In exploring the domain “ability to find good health information," a crucial point
addressed is the need to critically assess the patient’s health record keeping in Nigeria,
considering the concerns raised about it. In sourcing health information, the importance
of the HCU in finding suitable health information may determine the effort they are
ready to put into it. There has been an increasing availability of health information.
However, the quality differs and cannot be generally guaranteed. The different sources
of health information that are available to the HCU, such as the internet, social media,
media, publications, family and friends, traditional healers, and the HCP, to mention a
few, are of different qualities, with the location of the HCU being a determinant to the
sources that the HCU could access. The age of the HCU is a factor in their ability to
find good health information, while speaking English does not count. This is contrary
to what was found in other studies where those speaking different languages at home
have lower health literacy than English-speaking folks. However, the peculiarity of this
study compared to that one is that Nigeria uses English as its official language. At the
same time, other local languages are used in the country, unlike the country in the other
study, which is English-speaking. As regards language, however, emphasis is the need

for the HCP to choose their words based on their understanding of their patients, most
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eventually avoiding medical terminologies that the patient may find hard to understand.

Employment status has a role in the HCU’s ability to find good health information.
There are benefits associated with being employed, which those on benefits or out of a
job may not have access to. This may indicate the need to encourage those who can
still work but are on benefits to consider returning to work to improve their health
literacy. Needing help to fill out the survey can imply challenges in finding good health
information, depending on the reason for needing help. Whatever the reason why the
HCU needed help to fill out the survey, which can be physical or cognitive, there may
be a need to consider it in the accessibility of the available health information to the
HCU.

For the domain “understand health information well enough to know what to do," the
HCP in Nigeria could attest to the increased availability of health information, as it is
the trend globally; however, there is a concern about the HCU’s understanding of the
information. This can be attributed to concerns about most health information sources
that do not allow for clarification. The influence of culture in the interpretation of
health information can also affect the utilisation of health information, which can be
misinterpreted as the HCU not understanding the information gathered. While the
HCU finds it difficult to understand health information and know what to do, older
adults may be at a better advantage due to the source of health information they tend
to choose, which is the HCP. Choosing the HCP as the source of their information
allows for interactions and allows asking questions as needed. The information can
also be tailored to their needs, unlike the younger adults who rely on the internet, even

though they may still patronise the HCP.

The effect of education in understanding health information well enough can be
seen in the influence of education on a man’s mind. Being educated implies that the
HCU can read and write health information, which are components of health literacy.
Also, education can affect the cognitive power of a person, helping their understanding
of information. While education can determine the sources of health information that
the HCU can explore, it also affects how they interact with the sources. Furthermore,
the higher the level of education, the better the cognitive skills that can be developed,
which can help understand health information. Another identified factor in this domain
is the level of employment of the HCU. Better health literacy is related to employment,

while those on benefits or not working are likelier to suffer low health literacy. This is
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because there is the possibility of increased reasoning power due to the exposure to
the day-to-day challenges at work. No or low employment status can translate to low
economic power, an identified factor in determining health literacy. Financial status
and level of education can also be related in some ways, as those with low economic
power may find it difficult to fund their education, which makes the two factors worth
further exploration regarding their effect on understanding health information well

enough to make decisions.

9.3.3 Research Question 3: How is the Healthcare users’

Experience with Nigeria’s Healthcare system?

The healthcare system describes the physical and organisational structures that supply
health resources and services. Three tiers of healthcare in Nigeria (primary, secondary,
and tertiary) are identified, each saddled with different scopes of care. However, the
HCUs still struggle to determine the right level to contact for their health concerns.
There is also concern about the accessibility of the secondary and tertiary levels of
care. At the same time, primary healthcare, which is the most accessible, lacks the

essential equipment and personnel.

Of concern are the disparities that are noticeable in the private compared to the
government-funded care. Individually or privately funded care is better in terms of
the quality of care, the structures, and the personnel, while government-funded care is
plagued with an incomparable ratio of the healthcare personnel to the patients, long
waiting hours, and overall poor quality of care. What could be part of the solution to the
long waiting hours and queues at government-funded healthcare is online consultations
instead of having all care rendered face-to-face. However, challenges have been identified
to its maximisation due to its limitations and lack of the necessary equipment for its
utilisation. Additionally, health policies in Nigeria have been faulty in that most lack
thorough investigations and planning, leading to problems with their actualisation.
There is also ambiguity around some of them. For instance, government-funded care
has been causing chaos in some settings in that, even though the care is said to be
government-funded, it is only available at different levels of subsidisation, which most
HCUs do not understand. This sometimes leads to misunderstandings between the
HCU and the HCP, which should not be so.

There is a level of inequity associated with navigating the healthcare system by
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the HCU. One of the causes of this is finances. For instance, the employment/economic
status of the HCU has been identified as one of the determining factors for navigating
the healthcare system. This is quite understandable when considering how healthcare
can be funded. Those who are financially low may need healthcare more because they
may not be able to get the appropriate information or take the necessary precautions for
healthy living. This can, in turn, result in their needing expensive medical interventions,
which they may not be able to afford. In terms of interactions with the HCPs, who
are also part of the healthcare system, the HCUs that are financially unstable find it
difficult to interact with them, unlike those that are financially stable. This can also
be seen in the patronisation of private versus public care, which is not determined by

the healthcare needs of the people but by their financial capacity.

While gender is not a determining factor for navigating the healthcare system, age is
found to be of importance. As society is ageing more due to improvement in healthcare
and technology, there is also an increase in the cases of chronic diseases and conditions
associated with old age. This makes the older adults need the healthcare system more,
and this can make them feel the challenges around navigating the healthcare system,
from sourcing information to practically moving around in the physical structures.
This calls for the need to explore older adults in Nigeria and their navigation of the

healthcare system while incorporating age-sensitive services and activities.

Although having a disability is not a factor in navigating the healthcare system,
not having a disability is crucial to it. This calls for further probe into the navigation of
the healthcare system by those with disabilities. This is because those with disabilities,
either physical or mental, most of the time need the healthcare system more, and they

should be able to access it with ease.

To navigate the healthcare system, the HCU needs education. The higher their
education level, the easier it can be for them. Education helps the interactions between
the HCP and the HCU. It is also needed to access most health information sources and
can help the HCU move around the healthcare system’s physical structures. However,
the right considerations should be put in place to help all healthcare users, no matter

their level of education.
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9.4 Conclusion

9.4.1 Introduction

In this section, the strength of this study will be explored. The study’s limitations will
follow this, while its contributions to knowledge will be highlighted. The researcher’s

general recommendations and suggestions for future studies will then be presented.

9.4.2 Contributions of the Study to the Body of Knowledge

This study explored health literacy in Nigeria among the general population and from
the perspective of healthcare providers in Nigeria. Health literacy is regarded as one of
the determinants of health, with its acceptance and exploration across both developed
and developing countries (Wang et al., 2020; Simpson et al., 2020). The field of health
literacy is expanding, with quality of life and healthcare increasingly measured against
it (Nguyen and Gilbert, 2019; Allen-Meares et al., 2020). Health literacy is also a
broad field of research for professionals in healthcare and other fields, such as the
librarians (Nwafor-Orizu et al., 2020; Ekoko, 2020). Nigeria is not left out in using
health literacy to measure health and health issues. Different studies have sought to
explore different aspects of health literacy in Nigeria, such as diseases related to health
literacy (Nwafor-Orizu, Emelumadu and Nwabueze, 2020; Olayemi, Madukoma and
Yacob, 2022; Afolabi and Ilesanmi, 2022; Aluh, Okonta and Odili, 2019); age group as
related to health literacy (Ofole and Ohakwe, 2021); gender (Ekoko, 2020); locality
(Afolabi and Ilesanmi, 2022; Kuyinu et al, 2020); and so on.

The identified gaps in the study of health literacy in Nigeria that this study addresses
begin with the scope. Unlike other studies, this study examined health literacy among
the general adult population in Nigeria. Also, in terms of the research population, this
study was conducted across three of Nigeria’s geopolitical zones, which has not been
done in any other study. Additionally, a mixed-methods approach was adopted for this
study, given the advantages of a large quantitative dataset and rich, in-depth qualitative
data. While a survey was conducted among the general population, healthcare providers
were interviewed to explore their perspectives on the’ health literacy of adults in Nigeria.
This is essential because the HCP are the ones who deal with HCU first-hand. With
this approach, as much overall information as possible about health literacy among
Nigerian adults could be captured. Notably, the researcher, a nurse, explores health

literacy from a nurse’s perspective within the Nigerian healthcare system. This is unlike
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the other studies, which were carried out primarily by non-medical professionals. Also,
a health literacy study attributed to a nurse in Nigeria is yet to be found. Another
contribution of this study to understanding health literacy in Nigeria is its coverage of
three important aspects of health literacy. Three aspects of health literacy explored in
this study are the relationship between the HCU and the HCP, the interaction between
the HCU and health information, and the HCU’s navigation of the healthcare system.
This study revealed different types of relationships that could exist between the HCP
and the HCU. It also highlighted the challenges in the relationship between the HCP
and the HCU, with suggested ways to improve it. The importance of the HCU-HCP
relationships could not be overemphasised (Sabety, 2023), from determining where
the HCU will seek care to how well they can engage with and understand the HCP,
including their outcomes. This study has shed more light on the topic, providing a

better understanding of health literacy in Nigeria.

This study revealed different ways the HCU interact with health information, providing
a better understanding of how the HCU sources and applies health information. Having
the correct information can help the patient to actively participate in their care, which

is important in the delivery of healthcare.

Navigating the healthcare system is beyond the scope of human resources. It includes
the structures, their accessibility, the choice of words used for signposting and so on. A
health organisation may not be health-literate, as evidenced in its structures, activities,
policies, services, processes, and so on. Health literacy goes beyond medical care and
encompasses how care is delivered, which ultimately shapes patients’ experiences of
the healthcare system. This is another area that makes the study highly relevant to

understanding health literacy in Nigeria, as it reveals the current state of this aspect.

Overall, this study has contributed to the understanding of health literacy in Nigeria,

opening up a wide area for further studies, as discussed in a later section.

9.4.3 Limitations of the Study

The study aims to explore health literacy in Nigeria. Starting with the qualitative
data, the interview conducted among the HCP provided only the opinions of the
interviewees and may not be generalised to all HCP in Nigeria. However, it can provide
direction on what health literacy in Nigeria can be from the perspective of the HCP.

Furthermore, the convenient purposive sampling method employed in this study was
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particularly useful for selecting appropriate participants, which may have influenced
the selected participants. Also, the researcher being a licensed nurse in Nigeria, which
the participants were aware of, might affect the responses. This can be inferred from
some of their word choices. For example, instead of explaining further on a point, they
sometimes use the phrase “you know", although this was controlled by ensuring that
the participant explained further what they were trying to communicate. Another
limitation of this study is that not all participants were able to put on their videos
during the interviews due to network issues. The concern is that some nonverbal
communication cues might have been missed. However, this was compensated for by
listening actively and probing further when it seemed the participant was not expressing
themselves fully. For the participants, only three types of professionals were considered:
doctors, nurses, and pharmacists. The implication is that the other HCPs’ thoughts
are not captured in this study, so it cannot represent all the HCPs. There are also
more nurses among the participants than in the other two professions. This may not
be far-fetched, as nurses consistently have higher numerical values than all other HCPs.
Also, there is the possibility that the researcher, being a nurse, could have influenced
this. This may mean that the opinion expressed is more from the nurses’ perspective

than from the others’.

One of the beauties of quantitative studies is the possibility for generalisation due to the
substantial number of participants that could be gathered. Over three thousand adults
took part in this study, which is an advantage to this study. However, it is important
to mention that with large data, there can be a multiplication of any biases within the
study, which were well guided against. The figure would have been higher, but some
questionnaires with incomplete data had to be removed. The concern around this is
that some of those participants might have contributions to make to the study, but
that could not be harvested. Also, those questionnaires with missing values replaced

with the mean could cause exaggeration or under-reporting of the findings.

Data could not be collected from some of Nigeria’s geographic zones due to limited
resources and time constraints. This is coupled with security issues in these zones,
which can limit the generalisation of the findings from this study to the general adults
in Nigeria. However, it is important to note that all the geopolitical zones in Nigeria
were represented in the study, which may be due to migration from zones of violence

to other zones.
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9.4.4 Areas for Further Studies.

Given the purpose of this study, which is to explore health literacy among general
adults in Nigeria, it is necessary to further investigate the findings, especially in the
areas commonly highlighted across all domains of health literacy on the HLQ. There
is a need to critically consider age and age groupings across all domains of health
literacy. This will allow for a further understanding of how age and ageing relate to
health literacy in Nigeria. Disability has diverse effects on health literacy in Nigeria,
given its global increase among the general population. This can result from improved
healthcare and technologies now available. Furthermore, there is an increase in the
aged population, with the burden of health challenges associated with old age. This
emphasises the need to probe health literacy in Nigeria with respect to disability, using
each domain of the HLQ. Gender needs to be investigated further in relation to all
domains, especially the “ability to actively engage the HCP.” Other areas that need to
be explored include financial status, education, the need to help complete the HLQ via

the survey, and the attendant effects on health literacy.

9.4.5 Recommendations
Relationship between the HCP and the HCU

1. Regarding the HCP’s relationship with the HCU, there is a need to assess those
things that can cause friction between the HCP and the HCU to tackle the issue
of aggression and violence. This is important because the HCPs should be able

to work without fear, while the HCUs should also receive the best care available.

2. Continuous professional training will be of great benefit. It will go a long way in

guarding against inequality and prejudices.

3. Education for all should also be continually advocated, while regions that value
religious education over literacy can incorporate a literacy curriculum into their
schedules. This should mitigate the effect of no or low education on health

literacy.

Health Information and the HCU

1. Even though health information is more readily available than it used to be in
the past, there is a need to enlighten people on checking the quality of health

information before adopting it for their decision-making.
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2.

Healthcare stakeholders, especially government agencies, to ensure that health
information is made available in different formats that everyone can access. There
should be health education and information based on the preferred sources that
the different groups in society tend to utilise so that no one is at a disadvantage

or risk of misinformation.

The other side of this issue of health information is health record keeping
in healthcare facilities. Training and equipment for effective health record
management should be put in place at all levels of healthcare services, while
patients should be allowed access to their health records as may be required.

This will promote patient-centred care and involvement.

Interaction of the HCU with the Healthcare system.

1.

There is a need to educate the healthcare users on the different levels of care and
their focus. This will help to reduce burdens on the secondary and tertiary levels
of care, which are sometimes burdened with conditions that could be treated at

the primary healthcare level.

Primary healthcare is supposed to be the first point of call for care for the general
population. Currently, most people have lost trust in this level of care. This can

be corrected by supplying better equipment and workforces to these centres.

To avoid exploitation of the HCU, investigations and better regulation of private

hospital operations in Nigeria should be conducted.

The government is to ensure a proper process for policy establishment, ensuring

that only workable policies are made.

Regarding the physical structures of the healthcare facilities, buildings should
be marked with simple language that people can understand and not some

ambiguous medical terminology.

Healthcare structures should be designed to account for different age groups.

Pandemic Preparation through Health Literacy

Governments at all levels should deliberate about preparing their people for pandemics.

One measure to achieve this is to strategise to improve people’s health literacy, especially

as regards health information and navigating the healthcare system. Of importance is
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also ensuring good interpersonal relationships between the HCU and the HCP.
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APP 1: Summary of the Health Literacy Tools Reviewed

MODE OF ADMINSTRATION:
DOMAINS: NUMERACY (6) FACE TO FACE (11)
PRONOUNCIATION (4) PEN AND PAPER (5)
COMPREHENSION/ INFORMATION SEEKING (11) COMPUTER BASED (1)
MAIL SURVERY (1)

HEALTH LITYERACY TOOLS

COUNTRY OF VALIDATION:
USA (12)
CHINA (2)
NETHEERLAND (1)
ITALY (1)

LANGUAGE: ENGLISH (12)
SPANISH (2)
MANDARIN (1)
DUTCH (1)
ITALIAN (1)

Fig. 1 Summary of the Health Literacy tools reviewed

APP. 2: Health Literacy Questionnaire

Participant ID Thank you for taking the time to complete this questionnaire. We hope

the results will help us to improve the way we provide care for our community.

Section A

Some details about yourself
1. What is your date of birth?
2. What is your sex?
3. What is your state of origin?
4. What are your languages of communication
5. What is the highest level of education you have attended? (Check only one box):

6. What is your current employment status? (Check only one box)
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7. Have you attended a hospital emergency

8. Do you have a long-standing illness or disability? (Check all boxes that apply)

Section 1

Understanding Health and Healthcare Questionnaire We want to learn about how you
find, understand and use health information, and how you manage your health and
interact with doctors and other healthcare providers. In this questionnaire, the term
healthcare providers means doctors, nurses, physiotherapists, dieticians and any other
health worker you seek advice or treatment from. Information about this questionnaire
and how to fill it in This questionnaire contains two parts. In Part 1 you are asked to
indicate how strongly you disagree or agree with a set of statements. In Part 2 you are

asked to indicate how difficult or easy you find a set of tasks.

For each statement or task check the box that best describes you now. Please ensure

that you check a box for every statement or task.
1. T have at least one healthcare provider who knows me well

2. I compare health information from different sources

w

. I spend quite a lot of time actively managing my health

W

. I feel I have good information about health
5. I can get access to several people who understand and support me
6. When I feel ill, the people around me really understand what I am going through
7. When I see new information about health, I check up on whether it is true or not
8. I have at least one healthcare provider I can discuss my health problems with.
9. I make plans for what I need to do to be healthy.

10. T have enough information to help me deal with my health problems

11. If I need help, I have plenty of people I can rely on.

12. T always compare health information from different sources and decide what is

best for me.
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13.

14.

15.

16.

17.

18.

Despite other things in my life, I make time to be healthy

I am sure I have all the information I need to manage

I know how to determine if the health information I receive is right.

I have the healthcare providers I need to help me work out what I need to do.
I have strong support from family or friends

I ask healthcare providers about the quality of the health information I find.

Part 2 of the questionnaire starts here Please indicate how difficult or easy the following

tasks are for you now. Remember to check only one box for each statement. Check a

box by crossing it like this: Check a box by crossing it

1.

2.

10.

11.

12.

13.

14.

15.

Find health information from several different places

Get to see the healthcare providers you need to

Find the right health care

Make sure that healthcare providers understand your problems properly
Find information about health problems

Feel able to discuss your health concerns with a healthcare provider
Confidently fill medical forms in the correct way

Have good discussions about your health with doctors

Accurately follow instructions from healthcare providers

Get information about health so you are up to date with the best information
Read and understand written health information

Decide which healthcare provider you need to see

Make sure you find the right place to get the health care you need

Get health information in words you understand

Discuss things with healthcare providers until you understand all you need to
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16

17.

18.

19.

20.

21.

Find out which healthcare services you are entitled to

Read and understand all the information on medication labels

Get health information by yourself

Work out what the best care is for you

Ask healthcare providers questions to get the health information you need

Understand what healthcare providers are asking you to do

Section C In this section, you will be asked questions about COVID-19. These will

include your knowledge and perception of the virus and the pandemic. Please indicate

how strongly you disagree or agree with the following statements

1.

2.

10.

11.

12.

13.

14.

15.

COVID-19 is an act of God to destroy some evil people on the earth

There are incidences of COVID-19 in Nigeria

. I believe I have adequate information about COVID-19

I am more conscious about my health with the advent of COVID-19

. I got my information on COVID-19 from the mass media.

COVID vaccines have side effects, unlike other vaccines.

. The general precautions for COVID-19 include hand washing, keeping distance

and using a face mask.

COVID-19 is a disease of the rich

Anyone who contracts COVID-19 will definitely die

I seek information about COVID-19

I check the accuracy of information that I get about COVID.

Signs and symptoms of COVID-19 include loss of sense of taste, coughs and fever.
You can have the virus without showing any of the symptoms.

My friends and family cannot contract coronavirus.

It is rude to be discussing with someone with a face mask on
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On the survey
1. Did someone help you complete this questionnaire?

2. If yes, please describe the way in which you were helped.

APP 3: Advert for Quantitative (public)

APP.3: Health Literacy Questionnaire (HLQ) SPSS Scoring Algorithm

Instructions
section Overview

The algorithm produces unweighted scores for each of the 9 scales of the HLQ. The
final score for each scale is an average score across all the questions that form that
scale. The HLQ does not provide one overall summative score; rather it gives you nine
separate scores that indicate a person’s strengths and needs in relation to their health
literacy. For Scales 1 to 5, the score range is between 1 and 4 (there are 4 possible
answers for Scales 1 to 5). For Scales 6 to 9, the score range is between 1 and 5 (there

are 5 possible answers for Scales 6 to 9).

Coding Questions Coding for questions P1Q1 to P1Q23 (the 23 questions for Part 1 of
the HLQ) are as follows:

« Strongly Disagree = 1
o Disagree = 2

o Agree =3

o Strongly Agree = 4

Coding for questions P2Q1 to P2Q21 (the 21 questions for Part 2 of the HLQ) are as

follows:

o Cannot do or always difficult, = 1

Usually difficult = 2

Sometimes difficult = 3

Usually easy = 4

o Always easy = 5
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University of
Northamptor

+» Are you a Nigerian between

) N\ \
]&(GS(eal]r(C]hl the ages of 18 and 657?

+» Are you willing to contribute

]P)(al][‘“lt (L(C lL]P) antcs to the healthcare system in

Nigeria in your own way?

neededM Then this is for you!!

This is a PhD student research
study with the aim of exploring
health literacy in Nigeria.

If you will like more information about this study,
kindly call this number: 08063999286

Or you can send a mail to Deborah.Babalola
@northampton.ac.uk

Fig. 2 Advert for Quantitative study
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Missing Values

o This program uses an algorithm to impute missing values (the Expectation

Maximisation algorithm). Leave missing values as blank in the template spreadsheet.

o Scales with 4 to 5 questions allow for 2 missing values to be imputed If there are
more than 2 missing values for scales with 4-5 questions, the response will not be

included in the results for that participant on that scale.

o Scales with 6 questions allow for 3 missing values to be imputed If there are
more than 3 missing values for scales with 6 questions, the response will not be

included in the results for that participant on that scale.

Before running the program, please make the following modifications to the spreadsheet:
The SPSS syntax only computes HLQ data. It is not set up to compute the demographic
data. You will need to either separate the demographic data before running the scoring

syntax, or modify the SPSS syntax accordingly.

If you are changing the naming convention of your excel file - Make the following
modifications to the syntax P1Q1 to P2Q21 variables in this program refer to HLQ

items in your dataset.

If using a different naming convention for HLQ) items, either change question names in
your data file or modify this syntax by replacing P1Q1 to P2Q21 with the variable
names from your data file. This is necessary for the syntax to run properly.

Procedure for Running the Syntax

1. Open the SPSS syntax in the ‘HLQ Scoring Using SPSS’ folder in your HLQ
User Package (Filename: HLQ scoring SPSS21v2 no demographics). You will
see two files after the SPSS syntax is opened. One is the syntax and the other is
the blank data file (untitled).

2. In the syntax file, change the default directory 'C:.sav’ to the actual directory and
dataset name in which you would like the dataset to be saved (change command
lines 40 and 298)

3. In the blank data file, click on File > Open > Data. This will bring up a window

of your files on your computer.

Under “Files of type”, choose Excel (*.xls, *xlsx, *xlsm) in the drop down
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menu. Select the excel spreadsheet where your HLQ data is saved. (Make sure
the excel file is closed otherwise SPSS will not be able to import it.) Click Open.

A window called Opening Excel Data Source will open.

Click OK and your data will appear in SPSS. You will see two views on the
data file. A Data view (which has your data) and a Variable view (which is the

naming convention for your data).

4. Go to the SPSS syntax file. Click Run > All from the menu and the syntax will

run to produce a new output file.

Your results will appear in the new output file.
For further information on HL(Q) analysis results, please see paper: Distribution
of health literacy strengths and weaknesses across socio-demographic groups: a cross-
sectional survey using the Health Literacy Questionnaire (HLQ) Alison Beauchamp,
Rachelle Buchbinder, Sarity Dodson, Roy W. Batterham, Gerald R. Elsworth, Crystal
McPhee, Louise Sparkes, Melanie Hawkins and Richard H. Osborne https://bmcpublichealth.biomedcentr
015-2056-z

For further queries, please email: hlg-info@deakin.edu.au

.1 Consent form

EXPLORING HEALTH LITERACY AMONG THE
HEALTH CARE PROVIDERS IN NIGERIA

APP 4:Participant’s Information Sheet
Why have I been invited?

You are being invited to take part in this research study on Health Literacy in Nigeria.
You are invited because you are a Nigerian and the study is aimed at inquiring
into health literacy among Nigerian adults who by their age can make decisions by
themselves according to the World Health Organization lower age limit for adult and

the retirement age for workers in Nigeria.

Before you decide whether you wish to participate, it is important for you to understand

why the study is being conducted and what it will involve. Please take some time to
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Yes Mo

| have read and understood the information provided to me on the

infarmation Ish eet.

| have had an opportunity to ask questions about this research.

| understand that | can decline to answer any questions.

| understand that | can withdraw my answers in part ar full, anytime

within 15 days of the data being callected.

| am informed of the process to withdraw my data

| understand the project's confidentiality limits. The researcher has
explained that there is & small chance that someone else may identify

my anonymised contribution.

| agree with my data being used in any subsequent work that builds on

thizs current praject.

| am informed of the data storage and safe keeping procass

| can confirm that | am & health care provider in Migeria

Fig. 3 Consent form for qualitative study

read the information provided and discuss it with others if you wish. Please ask if

there is anything that is not clear, or if you would like more information.

What is the purpose of the study?

The aims of this study are to explore the issue of Health Literacy, which has been
identified as one of the determinants of health, among the general population in Nigeria.

The study is part of the researcher’s PhD thesis.

Why have I been chosen?

You have been asked to take part in the study because as a Nigerian, you are part of
the system. It is expected that you are a beneficiary and user of the health care in
Nigeria and that you are an adult (above 18 years), with the capacity to make informed

decision.
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Do I have to take part?

Taking part is entirely voluntary. If you decide to take part, you will be asked to sign a
consent form to conform that you understand the project and are happy to participate.
If you decide to take part and then change your mind, you are free to withdraw from

the study or withdraw any data you have given within 30 days of participating.

What will my participation involve?

Once you have agreed to take part in the study, you will be supplied with any further

information you may need about the study.

What are the possible benefits of taking part?

The information obtained from this study will be used to determine the state of health
literacy in Nigeria, the findings which can be accessed by the stakeholders in health
care in Nigeria. This should contribute to healthcare operations in Nigeria. The study

should also serve to inform further studies on health literacy in Nigeria.

What are the possible risks or disadvantages of taking part?

Participating in this study is not expected to pose any danger nor cause any harm to
the participants. The questions are not sensitive and no identifying information will
be collected. However, if you feel uncomfortable about any aspect of the questionnaire,
you can withdraw from answering the question (s) or from filling the survey altogether

without necessarily having to give any reason.

What if something goes wrong?

If you have any concerns about any aspect of the way you have been approached or
treated during this study, please contact, the Chair of the Research Ethics Committee
(REC) at University of Northampton Professor John Horton available at John.Horton@northampton.ac.uk

Will my information be kept confidential?

All the information collected for this study will be anonymised, encrypted and stored
securely on a password-protected computer. The anonymised participants should not
be identifiable to readers who know the context of the research and the responses

cannot be traced back to the participants.
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Who has responsibility over the data collected?

The researcher has responsibility to the safe keeping of the data all through the period
of the research study. This will be done. The data will be stored on sharedpoint, which
is a secured storage for data. The data will be kept for five years, after which it will be

transferred to the national data bank.

What will happen to the results of the study?

The results from this study will be used in the following ways:

o A report will be produced at the end of the study as part of the researcher’s PhD

thesis.
o The outcome may be presented at conferences.
o It can also be used in further studies on the subject

If you would like to receive a summary of the findings, then please indicate this on the

consent form or contact the researcher.

Who has reviewed the study?

This study has been reviewed and approved by the ethic committee, University of
Northampton, UK.

What if I want to withdraw my data after completing the survey?

You are free to withdraw your data up to a month after completing the survey. You
will have to generate a code from your name and your birth month (e.g if my name
is Deborah Babalola, born on the 15th of August. My code will be DB158). This is
to be written at the space provided for it on your copy of the survey. Note that you
are not to write your name or any other personal details on the survey. You are to
note this code as it is by this that your survey can be identified and retrieved from the
others. Note that the researcher cannot identify any of the code with any participants.

This is optional.

Contact for further information:

If you have any questions about this study or your possible involvement, then please

contact me using the contact details below:
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Deborah Babalola deborah.babalola@northampton.ac.uk
You can also contact my supervisors with the details below: Dr Tracey Redwood
(Assistant Prof.) Tracey.redwood@northampton.ac.uk Dr Josephine Chen-Wilson

Josephine.Chen-wilson@northampton.ac.uk.

Thank you for considering taking part in this study.
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