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Abstract

Background: Gender is one of the major factors that shape our social lives. As men and women
have been found to handle information differently, gender may also influence the ability to
access, understand, appraise, and apply health-related information. This ability is called health
literacy. Persons with a migration background consistently report lower health literacy than the
general population. Low health literacy, however, is connected to worse health outcomes.
Moreover, migration, which continues to take place on a high level worldwide, causes persons to
move between different cultures with different understandings of gender and gender roles that
may affect their health literacy. Therefore, the aim of this dissertation is to explore how gender

influences the health literacy of persons with a migration background.

Methods: This dissertation applies a multi-method approach. It entails three studies. Study |, a
systematic review and meta-analysis, was conducted to find out whether gender differences of
health literacy exist in persons with a migration background, assessed with standardized
instruments. For Studies Il and Ill, two different qualitative content analyses of the same focus
group discussions with German healthcare professionals were conducted to explore their views
on a) how gender as a personal determinant of health literacy affects interactions with migrant
patients (Study Il) and b) how societal and environmental determinants, situational conditions,

and personal factors influence health literacy in transcultural treatment settings (Study Ill).

Results: In Study |, twenty-two studies were meta-analyzed, finding a small, but significant
difference in favor of female migrants' health literacy and a clear shortage of studies on the
health literacy of male migrants. Study Il found gender aspects such as severe language issues in
women of the first Turkish immigrant generation, or husbands restricting their wives to receive
treatment by male healthcare professionals, to hinder the effective exchange of health
information. Study Il revealed general issues, e.g., systemic lack of time, cost pressure and a high

workload as especially detrimental to the communication between healthcare professionals and



migrant patients. Healthcare professionals reported to need more time and funding for

translators and cultural mediators.

Discussion Five main findings were derived from the joint examination of the three studies: 1)
Health literacy seems higher in female than in male migrants, 2) health literacy is gender-specific,
with men and women facing different challenges and especially women providing gender-specific
solutions to these challenges, 3) the genders' health literacies are interdependent, as men’s and
women'’s health literacy can limit (husbands restricting access of their wife) or enhance (women
as pioneers for the acceptance psychotherapy also by men) each other, 4) there is little known
about men'’s health literacy, and 5) health literacy issues concerning the general population can
be seen in persons with a migration background as if under a magnifying glass. More gender-
sensitive, participative research on health literacy in migrants is necessary to explore the
particular advantages of females and males and shortcomings in this realm. This allows to
investigate the concrete interactions of the genders’ health literacies, to shed light on the
neglected health literacy of male migrants, and to learn about health literacy-related challenges

and solutions that concern the whole population but may be seen clearer and earlier in migrants.



Studies included in this cumulative thesis

Study |

Chakraverty, D., Baumeister, A., Aldin, A., Seven, U. S., Monsef, ., Skoetz, N., Woopen, C., Kalbe,
E. (2022). Gender differences of health literacy in persons with migration background: A
systematic review and meta-analysis. BM/J Open, 12(7), e056090. doi:10.1136/bmjopen-2021-

056090
Study Il

Chakraverty, D., Baumeister, A., Aldin, A., Jakob, T., Seven, U. S., Woopen, C., Skoetz, N., Kalbe, E.
(2020). Gender-specific aspects of health literacy: Perceptions of interactions with migrants
among health care providers in Germany. International Journal of Environmental Research and

Public Health, 17(7),2189. doi:10.3390/ijerph17072189
Study Il

Baumeister, A., Chakraverty, D., Aldin, A, Seven, U. S., Skoetz, N., Kalbe, E., & Woopen, C. (2021).
“The system has to be health literate, too” - perspectives among healthcare professionals on
health literacy in transcultural treatment settings. BMC Health Services Research, 21(1), 716.

doi:10.1186/512913-021-06614-x
Related publications

Baumeister, A, Aldin, A., Chakraverty, D., Monsef, |, Jakob, T., Seven, U. S., Kalbe, E., Skoetz, N.,
Woopen, C. (2019). Interventions for improving health literacy in migrants. The Cochrane Database

of Systematic Reviews. doi:10.1002/14651858.CD013303

Aldin, A., Chakraverty, D., Baumeister, A., Monsef, ., Noyes, J., Jakob, T., Woopen, C., Kalbe, E.,
Skoetz, N. (2019). Gender differences in health literacy of migrants: A synthesis of qualitative

evidence. The Cochrane Database of Systematic Reviews, 5(1), 8. doi:10.1002/14651858.CD013302



Scientific contributions (Studies | - 1)

Table 1.

Overview of the scientific contributions

Study | Study Il Study 11I**

Study design All authors All authors All authors

Data collection Chakraverty, D., Chakraverty, D.*, Baumeister, A.¥,
Baumeister, A. Baumeister, A.* Chakraverty, D.*,
Aldin, A. Aldin, A.* Aldin, A.*

Data analysis Chakraverty, D., Chakraverty, D. Baumeister, A.,
Baumeister, A. Baumeister, A. Chakraverty, D.,
Aldin, A. Aldin, A. Aldin, A.

Data Interpretation Chakraverty, D., Chakraverty, D., Baumeister, A,
Baumeister, A. Baumeister, A. Chakraverty, D.,
Aldin, A. Aldin, A. Aldin, A.

Manuscript preparation ~ Chakraverty, D. Chakraverty, D. Baumeister, A.

Manuscript revision All authors All'authors All'authors

Note. More detailed information on the contributions can be found in the contributorship statements of the respective studies.

* These authors equally contributed to the corresponding part. ** Study Il is based on the qualitative data retrieved in Study II.



List of abbreviations

AXIS

BHLS

cl

CINAHL
COVID-19
HCP

HLQ
HLS-EU-Q
IOM
MEDLINE
NVS
PROSPERO
Psycinfo
REALM
REALM-SF
RevMan
RQ

SILS

SMD
S-TOFHLA

TOFHLA

Appraisal Tool for cross-sectional Studies

Brief Health Literacy Screen

Confidence interval

Cumulative Index to Nursing and Allied Health Literature
Coronavirus disease 2019

Healthcare professional

Health Literacy Questionnaire

European Health Literacy Survey Questionnaire
International organization for migration

Medical literature analysis and retrieval system online
Newest Vital Sign

International prospective register of systematic reviews
Psychological information database

Rapid Estimate of Adult Literacy in Medicine

Rapid Estimate of Adult Literacy in Medicine-short form
Review manager

Research question

Single Item Literacy Screener

Standardized mean difference

Short Test of Functional Health Literacy in Adults

Test of Functional Health Literacy in Adults



List of tables

Table 1. Overview of the scientific CONTrIDULIONS ......c.ooiiiiiiieiiie e 4
Table 2. Most popular health literacy measurement inStrumMents ........ccccevevererninenenenneseneeenes 18
Table 3. Studies Il & lI: Participants CharaCteriStiCs .......coeirirereinieee e 33
Table 4. Condensed overview of the categories and subcategories used in Study Il.........cc.cc........ 36
Table 5. Condensed overview of the categories and subcategories used in Study lll...................... 39

List of figures

Figure 1. Integrated model of health [ITeracy ... e 15

Figure 2. Forest plot depicting gender differences in health literacy ........cccoevevvenneineinnennenees 29



Preface

Imagine a well-educated woman who lives in an environment familiar to her. She is proficient in
her language, and she can effortlessly handle the complex social relations of her society. She is
so acquainted with the intricate ways in which the sexes interact that she hardly needs to think
about it. And she knows what is healthy for her and which sources of health information she can
trust if she is not sure after all. Then, something makes her move to a totally alien place - a
drought, a war, political persecution, unemployment, it could be any reason. She becomes sick,
as many of us do when traveling. Let's assume she somehow finds out that there is a doctor she
may consult. But the doctor is a man. Can she risk being alone with this man? What if she is
expected to undress for examination? Is there even a danger of her losing her social reputation
(in the receiving country, her country of origin, or both)? In her home country, she may have
known what to do, whom to turn to, where to look for information. She may have been what we

call health literate. Here, in this foreign place, she is not.

Imagine a man in a similar situation, health literate at home, coming to a new country, after
a while suffering from depression due to being unemployed or not even being allowed to work.
Will his reputation as a man suffer from admitting his mental problems? In many countries, most
psychotherapists are female - can he, as a middle-aged man, seek counselling from a young

woman?

Both imaginary persons are standing at the focal point of gender, health literacy, and

migration.



Disclaimer

This dissertation focuses on three major themes: gender, health literacy, and migration. Two of
these, gender, and migration, are subjects to a wide, emotionally charged public discourse.
Therefore, and due to what is regarded as good scientific practice at least in qualitative research

(Berger, 2015), it seems important to me to shortly describe my position on both phenomena.

Gender. | consider myself a cisgender male person, i.e., | feel in line with my birth-assigned
gender, as opposed to transgender persons (Aultman, 2014). To me, gender equality, as
described in the declaration of human rights (United Nations General Assembly, 1948), entitles
persons of any gender, be it men, women, transgender, non-binary persons, and any other
gender, to equal rights under any circumstance. | acknowledge that, to the detriment of non-
male persons, these rights are still far from being fulfilled and that, as a man, | am in a privileged
position. | also do acknowledge that there is a general, biologically determined sexual dichotomy
in humans. Nevertheless, my interpretation of the current state of research and that of my own
work may be biased towards the assumption that systematic differences in behavior of the

different genders are mainly based on social processes.

Migration. My father was of Indian nationality and migrated to Germany around 1960. My
mother is German. Therefore, | am what the German authorities call a “person with migration
background” (Bundesamt flr Migration und Flichtlinge, 2017). | grew up in the 1970s and 1980s,
when most migrants in Germany were factory workers from southern countries (Steinhardt,
2016). As my father was a sociologist and used to work as a journalist with the German radio, |
was raised in a socially relatively privileged environment. Although coming from what was
considered a so-called “third world country” (Goldstein, Schuler, & Ross, 1983) in those times, my
father was fortunate, as he stemmed from a high-caste (“Brahman”) family (Srinivas, 1957).
Furthermore, by genetic coincidence, | do not look like most Germans imagine a person with a
migration background to look (Chakraverty, 2013; Elrick & Farah Schwartzman, 2015). Hence, |

have never been the target of discrimination or racism by strangers in public, other than many



persons with a migration background in Germany (Bednaschewsky & Supik, 2018). At last, | did
not grow up bicultural, because the Indian community in Germany was very small at this time -
when | was born in 1968, there were about 7000 persons of Indian nationality in all Germany
(Statistisches Bundesamt Deutschland, 2021). Thus, acculturation or feeling torn apart between
two cultures (Moffitt, Juang, & Syed, 2018) was never an issue for me. All in all, despite my name
and lineage, my experience of having a migration background probably differs from that of many
other children of immigrants. Again referring to the declaration of human rights, | believe
humans should be granted equal rights regardless of their nationality or origin (United Nations
General Assembly, 1948). In line with current research, | reject the notion of “race” (Yudell,
Roberts, DeSalle, & Tishkoff, 2016); systematic differences between persons of different origins

cannot be tracked down to biological roots.



Chapter one: Introduction

At the current point of time, humanity is facing multiple major crises (Martin, Martinelli, & Clifton,
2022; Timmis & Verstraete, 2022). Two of these crises, both of which began after the research
presented in this thesis had been conducted, may serve to underline the relevance of this
dissertation’s topic: the Russian attack on Ukraine (Ramirez & Durén, 2022) and the COVID-19
pandemic (Lundstrom, 2022). The war in Ukraine forces millions of Ukrainians to migrate to other
countries (Marchese et al., 2022). As men of 18 to 60 years are currently not allowed to leave the
country (Armitage, 2022), most of the adult Ukrainian refugees are women (Brlcker et al., 2022).
These women move through a world that is still struggling with the global COVID-19 pandemic
(Alexandridi, Mazej, Palermo, & Hiscott, 2022). To deal with this pandemic and to cope with
general and gender-specific health needs, it is of vital importance for the refugees to competently
handle health-related information and to quickly learn navigating through foreign health systems
- in other words: to be health literate (Paakkari & Okan, 2020). Therefore, it seems highly relevant
to explore gender aspects of health literacy in persons with a migration background, which is the

aim of this dissertation.

When dealing with issues of gender, health literacy, and migration, one encounters three
definitional challenges. Gender is a controversial term in the public and academic spheres
(Webster, 2000), health literacy is a relatively new and much debated concept (Mackert,
Champlin, Su, & Guadagno, 2015), and the question of who can and should be considered a
migrant is a politically explosive issue (Anderson & Blinder, 2019). Therefore, the next paragraphs
highlight the background of the three terms, their relevance, their interconnections, and the

definitions used for the purpose of this dissertation.

Gender

Gender is one of the major factors shaping our social lives. Even before a human being is born,
gender influences what name the person will be given (Bauer & Coyne, 1997), how his or her

10



movements are interpreted in the mother’'s womb (Rothman, 1987) and what kind of toddler
clothes parents buy (Barnes, 2015). Gender determines, for instance, how we are addressed
when spoken to or about (Holmes, 1991). In the German language, it is virtually impossible to talk
about a person without using gender markers, while in other languages, e.g., Spanish, persons
cannot even talk about themselves without revealing what gender they ascribe themselves to
(Pountain, Kattan-Ibarra, Pountain, & Kattdn-lbarra, 2004). Thus, even on the most basic levels of

communication, gender is ubiquitous. But what is gender exactly and how is it different from sex?

Sex vs. Gender

Sex and Gender are closely connected, but they are not the same. A very simple and common
definition denotes sex as the biological difference between male and female persons, while
gender regards the social aspects of sex (Schlittler, 2015). But to distinguish one from the other is
no trivial task. In biology, mammals such as human beings, develop testes and are called males if
they have one x and one y chromosome; those with two x chromosomes develop ovaries and are
referred to as females (Ainsworth, 2015). While there is a fraction of up to 1% of persons, who are
born with inconclusive biological sex markers (Arboleda, Sandberg, & Vilain, 2014), the vast
majority of humans develop into one of these two biological sexes, in a complex, interactive
process (Loof, 2018; Sanchis-Segura & Becker, 2016). The resulting dichotomy has to be
understood as a two-peaked distribution of mainly physiological features, most of them related
to sexual reproduction (Sanchis-Segura & Becker, 2016). Those features determine that it is the
female persons who can get pregnant, give birth to babies, and who are able to breastfeed them,
while men’s necessary contribution to reproduction is restricted to the supply of functional
sperm (Mawhinney & Mariotti, 2013). While this biological division of the sexes regarding
reproduction seems relatively clear, the question if and to what extent this dichotomy influences
or even determines personality traits and behavior, is a highly disputed field of research, closely
related to the debate about nature and nurture (Fausto-Sterling, 2005). Furthermore, the social
environment modulates biological processes such as the production of sexual hormones (Forney
et al., 2019; McCarthy & Arnold, 2011; van Anders & Watson, 2006), which feed into the

developmental process of becoming a man or a woman (McCarthy & Arnold, 2011). Thus, sex and
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gender overlap and interact, as do nature and culture (Fausto-Sterling, 2005). Cautiously put, the
more we move away from physiological features of the human body and into the realm of
experience and behavior, the more it seems appropriate to use the term gender instead of the
word sex. Psychology is usually understood as “the science of the mind and behavior” (American
Psychological Association, 2021). Therefore, the term gender will be used throughout this

dissertation.

Gender and social roles

From the view of social role theory (Eagly, 1987), the different roles of men and women in

reproduction biology were the basis of two interconnected social and cultural phenomena:

e the division of labor, which, in the overwhelming majority of known cultures, led to
women being bound to domestic work (e.g., child rearing) and men fulfilling non-

domestic tasks (e.g., hunting); and

e social hierarchy within groups, putting men into more powerful positions due to being

able to acquire more resources based on their work (Rudman & Glick, 2008).

Against this background, stereotypical expectations of specific characteristics became
established, ascribing communal traits (e.g., warmth and nurturance) to women, and agentic
traits (e.g., competence, leadership) to men (Fiske, Cuddy, Glick, & Xu, 2002). Male characteristics
were related to power and status and were valued higher than female ones. These social
psychological aspects were closely connected to the rise of patriarchal orders which have been
analyzed, all above, by feminist scholars from multiple fields. A basic definition of patriarchy is “a
system where men and masculine bodies dominate because power and authority are in the
hands of adult men.” (Shaw & Lee, 2019, p. 6). While a deeper investigation of patriarchy is far
beyond the scope of this dissertation, it is necessary to mention one of its important aspects that
links patriarchal thinking to the relation of gender and health. This aspect is called androcentrism

(i.e., male-centeredness).
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Gender, androcentrism, and health

Within patriarchal societies, “males and male experience are treated as a neutral standard or
norm, and females and female experience as a sex-specific deviation from that norm” (Bem,
1993, p. 7). This also shaped the view on humans in medicine (Bueter, 2017) and psychology
(Bem, 1993). Androcentrism has led to the neglect of women in research, diagnosis, and
treatment (Merone, Tsey, Russell, & Nagle, 2021) with even deadly consequences, e.g., in the case
of underdiagnosis of cardiovascular diseases in women due to the focus on symptoms typically
found in men (Beery, 1995). As a reaction, a field called gender medicine was established in the
United states, Europe, Canada, and Australia (Nachtschatt, Steinboeck, & Hochleitner, 2018),
focusing on gender aspects of health. Applying a gender lens to health proved to be beneficial for
men as well (Gemmati et al., 2019). Their gender-specific health issues and needs had been
neglected for a long time - gender used to be something that belonged to women, not to men
(Hearn, 2019; Marcos-Marcos, Gasch-Gallén, Mateos, & Alvarez-Dardet, 2021). Still, gender
medicine has often been criticized for focusing too much on biological aspects and sex
differences, while at the same time ignoring societal aspects (Shai, Koffler, & Hashiloni-Dolev,
2021). When centering on health behavior, the biological aspects become less dominant. For
example, evidence for differences in health behavior of men and women has been found
regarding health risk behavior (Ricciardelli & Williams, 2011), substance abuse (Buu, Dabrowska,
Heinze, Hsieh, & Zimmerman, 2015), engagement in preventive measures (Hiller, Schatz, &
Drexler, 2017), and responsiveness to health-related interventions (B. T. Johnson, Scott-Sheldon,
& Carey, 2010). Gender differences were also reported on the topics of handling health-related
information, i.e., concerning the general interest in health information (Ek, 2015), strategies for
searching such information online (Bidmon & Terlutter, 2015), understanding the information
found (Rowley, Johnson, & Sbaffi, 2017) and appraising self-assessed health information
(Benyamini, Leventhal, & Leventhal, 2000). These differences in handling health information

connect gender to a construct called health literacy.
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Health Literacy

First mentioned in in 1974 (Simonds, 1974), the concept of health literacy has been subject to
many different definitions and understandings ever since (Mackert et al., 2015), as it was
developed in different areas such as school health education, adult education, health care
research, and public health. While the educational approaches focused on “skills, knowledge and
further cognitive and social abilities” (Okan, 2019, p. 32), both public health and health care
research were more centered around improving health outcomes. In an influential paper, Don

Nutbeam (2000) proposed to categorize health literacy into three sequential levels:

1. Functional health literacy, i.e., the basic ability to obtain health information and apply it
within the health system.

2. Interactive health literacy, denoting the advanced capacity to extract and interpret health
information from different sources, exchange, apply and act upon them.

3. Critical health literacy, defining the ability to critically analyze information from different

fields and relate them to health-related areas of life (Nutbeam, 2000).

During the following years, health literacy drew more and more attention in research and
practice, with the number of publications listed in the Web of Science collection rising from four
in 1995 to 1141 in 2019 (Qi, Hua, Xu, Zhou, & Liu, 2021), and new health literacy definitions and
frameworks being introduced (Cudjoe, Delva, Cajita, & Han, 2020). In 2012, Kristin Sgrensen et al.
undertook a content analysis of the existing definitions and frameworks, resulting in the

following comprehensive definition of health literacy:

Health literacy is linked to literacy and entails people’s knowledge, motivation and
competences to access, understand, appraise, and apply health information in order to
make judgments and take decisions in everyday life concerning healthcare, disease
prevention and health promotion to maintain or improve quality of life during the life
course. (p. 3)

(Serensen et al., 2012)
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In this seminal paper, an integrated model of health literacy was proposed, which also

incorporated the influence of societal, environmental, situational, and personal factors (which

were denoted as “determinants”) of health literacy (see Figure 1). These determinants were

categorized into distal determinants, i.e. societal and environmental factors including culture,

language, and societal systems, and proximal factors, including personal determinants as gender,

race, and education as well as situational determinants, e.g. family and peer influence and the

physical environment (Sgrensen et al., 2012). As opposed to functional health literacy, which is

commonly described as “the ability to read and understand health-related materials” (D. W. Baker

et al., 2002, p. 1278), this broad understanding of health literacy is often referred to as

comprehensive health literacy (Serensen et al., 2013). For the purpose of this dissertation, | refer to

this broad conception of health literacy, while acknowledging that defining health literacy is

subject to a lively discourse which makes it a work in progress (Pleasant et al., 2016; Sgrensen,

2019).

Figure 1
Integrated model of health literacy
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Furthermore, a considerable number of specialized types of health literacy have emerged, such
as oral (Horowitz & Kleinman, 2008), cancer (Dumenci et al., 2014), diabetes (Black, Maitland,
Hilbers, & Orinuela, 2017), and mental health literacy (Furnham & Swami, 2018). These types of

health literacy are not part of this dissertation.

The impact of high and low health literacy

Different degrees of health literacy are associated with different impacts on the individual as well
as on the health systems. Low health literacy was found to predict increased numbers of
hospitalizations and usage of emergency care, and decreased numbers of mammography
screenings and influenza immunizations (Berkman, Sheridan, Donahue, Halpern, & Crotty, 2011;
McDonald & Shenkman, 2018). In the realm of disease management, a number of systematic
reviews examined health literacy in patients with certain diseases: For example, in patients with
coronary heart diseases, low health literacy was consistently associated with more hospital
readmissions, lower health related quality of life, higher anxiety and lower social support (Ghisi,
Da Chaves, Britto, & Oh, 2018). Diabetes patients with higher health literacy achieved more
positive results regarding diabetes knowledge, physical activity, self-efficacy and quality of life
(Dahal & Hosseinzadeh, 2019). A recent systematic review and meta-analysis found higher health
literacy to be associated with higher screening participation for breast, cervical and colorectal
cancer (Baccolini et al., 2022). Analyses in health economics concluded that low health literacy
might be an important contributor to high health system costs (Eichler, Wieser, & Brigger, 2009;

Howard, Gazmararian, & Parker, 2005; Palumbo, 2017).

With the onset of the COVID-19 pandemic and wildly spreading misinformation (Barua,
Barua, Aktar, Kabir, & Li, 2020), researchers underlined the importance of health literacy as the
ability to competently handle and communicate health information (Abdel-Latif, 2020; Paakkari
& Okan, 2020; Sentell, Vamos, & Okan, 2020). Existing evidence for low health literacy being
connected to difficulties in health information seeking (Chen et al., 2018) was now supplemented
by COVID-19-specific research: Endorsement of misinformation beliefs about COVID-19 and

vaccination was more often found in persons with low health literacy (McCaffery et al., 2020), and
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higher health literacy was shown to be connected to more accurate knowledge about the disease

(Naveed & Shaukat, 2021; Nguyen et al., 2020).

Today, the relevance of health literacy is a consensus in public health. This renders the

availability of methods for its objective measurement even more important.

Measuring health literacy

As of today, the Health Literacy Tool Shed, a database maintained by the Boston University
(Harnett, 2017), lists 217 different instruments measuring health literacy

(http://healthliteracy.bu.edu/all). These instruments differ in certain aspects, depending on what

purpose the respective tool was designed for (quick screening or in-depth assessment), what kind
of health literacy it aims to measure (functional or comprehensive health literacy), and whether
the measurement is performance-based or self-evaluated. For example, the Brief Health Literacy
Screen (BHLS) by Chew, Bradley, & Boyko (2004), was designed for the quick identification of
patients with low health literacy in clinical settings by asking them to estimate, e.g., “How
confident are you filling out medical forms by yourself?” Answers range from 1 (Extremely) to 5
(Not at all). Thus, the BHLS is a screening tool used for the self-evaluation of functional health
literacy (as it focuses on understanding written health information, see Health Literacy, p. 14).
Performance-based instruments such as the Test of Functional Health Literacy in Adults (TOFHLA)
by Parker et al. (1995) pose some kind of test to the participants. For example, one task in
TOFHLA is to correctly complete a sentence regarding how to act before having an X-ray test of
the stomach: “Do noteat ", with the correct answer being “breakfast”. An example for the
assessment of comprehensive health literacy is the HLS-EU-Q, short for European Health Literacy
Survey Questionnaire (Pelikan, 2012). It is based on the integrated model of health literacy by
S@rensen et al. (2012).

For an overview, the most frequently mentioned or cited measurement instruments according to

Pleasant et al. (2019) are listed in Table 2.
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Table 2.

Most popular health literacy measurement instruments according to Pleasant (2019)

Abbreviation
. Number Type of health . L.
(original Name . . Versions Short description
L. ofitems literacy

publication)

TOFHLA Test of 67 Functional S-TOFHLA (Short Performance-based assessment:

(Parker, Baker, Functional TOFHLA; 40items)  Patients complete sentences from

Williams, & Nurss, Health Literacy medical instructions and answer

1995) in Adults number-related questions regarding
e.g. monitoring of blood glucose levels

REALM Rapid Estimate 66 Functional REALM-SF (REALM-  Performance-based screening:

(Davis et al., 1991) of Adult Literacy Short Form; 7 items)  Participants are to read health-related

in Medicine words aloud to test pronunciation and
understanding

NVS Newest Vital 6 Functional - Performance-based screening:

(Weiss et al., 2005) Sign Participants answer six questions
related to the information given ona
nutrition label presented to them

BHLS Brief Health 3 Functional Single Item Literacy ~ Self-evaluated screening:

(Chew etal., 2004) Literacy Screen Screener (SILS, one  Participants answer questions about

item) their ability to understand written
medical information

HLS-EU-Q European Health 47 Comprehensive  HLS-EU-Q 86 Self-evaluated assessment:

(The HLS-EU Literacy Survey (extended version;  Patients answer questions about how

Consortium, 2012) Questionnaire 86 items) difficult they find dealing with different

HLS-EU-Q 16 (short  aspects of health information handling
version; 16 items)

HLQ Health Literacy 44 Comprehensive - Self-evaluated assessment:

(Osborne, Batterham,
Elsworth, Hawkins, &
Buchbinder, 2013)

Questionnaire

Patients answer questions about health
communication, information,
management, and availability of social
support for health

Note. All instruments are available as validated, translated versions in multiple languages.

Applying such measures, nation-wide studies have been conducted in many countries during the

last two decades. These studies revealed limited (i.e. insufficient or problematic) health literacy
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levels in considerable parts of the respective populations (Vamos, Okan, Sentell, & Rootman,
2020), including 47% of persons in the U.S. (U.S. Department of Health and Human Services &
Office of Disease Prevention and Health Promotion, 2010), 60% of adults in Canada (Murray,
Hagey, Willms, Shillington, & Desjardins), more than 90% of residents in China (Wu et al., 2017),
and 47.6% across eight countries in Europe (Sgrensen et al., 2015). Given both the strong
relationships between health literacy and health outcomes and high costs of insufficient health
literacy for the health systems indicated by first studies (Eichler et al., 2009; Howard et al., 2005),
policy makers were alarmed by those numbers. The United Nations called for the development of
national action plans to promote health literacy (United Nations Economic And Social Council,
2009). Today, such action plans or similar nation-wide programs have been implemented in
several countries such as the United States (Baur, 2011), Australia, Scotland and Wales (Weishaar,
Hurrelmann, Okan, Horn, & Schaeffer, 2019), China and New Zealand (Trezona, Rowlands, &

Nutbeam, 2018), and Germany (Schaeffer, Gille, Vogt, & Hurrelmann, 2021).

The “silent epidemic” (Parker & Ratzan, 2010, p. 20) of low health literacy provoked the
question what factors could be related to low health literacy and for what reasons. A
representative study in the U.S. found male gender, lower educational attainment, racial/ethnic
minority status, older age, lower income, and recent immigration to the U.S. to be associated with
lower estimated health literacy (Kutner, Greenberg, Jin, & Paulsen, 2006). A systematic review of
85 studies revealed low level of education, non-white ethnicity and older age to be connected to
low health literacy (Paasche-Orlow, Parker, Gazmararian, Nielsen-Bohlman, & Rudd, 2005). First
and foremost, education proved to be a stable predictor of health literacy (Stormacq, van den
Broucke, & Wosinski, 2019). As access to education is a key factor in gender inequality, it could be
expected that gender might also play a significant role regarding health literacy. However, the
calls to examine gender as a possible influencing factor (Kickbusch, 2001; Ratzan, 2001) took

place against a backdrop of puzzling results.
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Health literacy and gender

In health literacy research, correlations were found between health literacy scores and gender,
with ambiguous findings regarding strength and direction of these correlations. For example,
Clouston et al. (2017) found 47.5% of men in a U.S. sample (N = 2,122) to have low health literacy
as compared to 39% of women (p <.001) when measured using the NVS. Lee et al. (2014) applied
an eight-item version of the BHLS to a Korean sample (N = 585) and found men to perform worse
on all three subscales. In contrast, Son & Won (2020) measured health literacy in another Korean
sample (N = 286) using the three-item version of the BHLS and found men to achieve higher
scores (p =.02), and a study undertaken in Kosovo by Toci et al. (2013) measuring health literacy
in elderly adults using TOFHLA (N = 1,735) also reported higher scores for men than for women (p
<.001). To complete this heterogeneous picture, some studies found no gender differences at all
(D'Cruz & Shankar Aradhya, 2013; Gausman Benson & Forman, 2002; Geboers, Reijneveld,
Jansen, & Winter, 2016; Wilson, Yu, James, Bennett, & Boyle, 2017). These ambiguous results
suggest that, if gender is an important factor influencing health literacy, it might be necessary to
investigate its role in connection with other meaningful influences (Hankivsky, 2012). As recent

research indicates, one of these influences might be migration.

Migration

In a representative, cross-sectional study in Germany, 71% of persons with a migration
background as compared to 52.8% of the general population reported insufficient or problematic
levels of health literacy (Quenzel & Schaeffer, 2016). This is in line with research undertaken in
the U.S. (Kutner et al., 2006), Canada (Ng & Omariba, 2011), and Australia (Beauchamp et al.,
2015). The massive movement of persons into countries with customs, languages, and health
systems unknown to them poses a great challenge to the migrants themselves as well as the

receiving countries.

According to the latest report on worldwide migration, issued by the International

Organization for Migration (IOM), the number of migrants is rising steadily, from 174 million in
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1995 to 272 million in 2019 (International Organization for Migration, 2019). A constant high level
of global migration is expected for the near future (Sander, Abel, & Riosmena, 2013) and may
even rise due to the increasing instability of the world’s ecosystem forcing people to leave their
place of residence (Kaczan & Orgill-Meyer, 2020; McLeman, 2018). Currently, the Russian attack
on Ukraine forces millions of Ukrainians to leave their country (Brucker et al., 2022). Apart from
these examples of forced migration, many persons leave their home country on a (more or less)
voluntary basis, e.g. for work (Fauri & Tedeschi, 2018). To cover all these forms of migration, the

IOM defines a migrant as follows:

. . any person who is moving or has moved across an international border or within a
State away from his/her habitual place of residence, regardless of (1) the person’s legal
status; (2) whether the movement is voluntary or involuntary; (3) what the causes for the
movement are; or (4) what the length of the stay is. (International Organization for

Migration, 2018).

In Europe, the term migratory background additionally denotes persons of whom “at least one of
their parents previously entered their present country of residence as a migrant” (European
Commission, 2019), thus including second-generation migrants. As the experience of migration
has been found to be very present in the second generation as well (Deepak, 2005; L. S.-H. Park,
2016), | refer to this definition by the European Commission (2019), albeit using the more
common term migration background. In Germany, this term refers to people who were born with
a nationality other than German and those for whom this applies to at least one parent
(Bundesamt fur Migration und Fltchtlinge, 2017). As nationality is only an indirect indicator of

migration, this definition is not used in this dissertation.

Gender, health literacy and migration

Gender-related behavior, values, identity, and roles can differ considerably between cultures
(Best & Puzio, 2019). Different indices have been developed to measure and compare gender
equality internationally (Mills, 2010). Applications of these measures revealed profound

differences between countries worldwide, e.g. as reported in the Human Development Report
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issued by the United Nations (United Nations Development Programme, 2020). Here, gender
differences regarding the access to education - which is, as described above, one of the most
important predictors for health literacy - form one of central factors of gender inequality (Gaye,
Klugman, Kovacevic, Twigg, & Zambrano, 2010). In regions where women have less access to
education, their unemployment rates are higher and their income is lower than that of men, they
have less autonomy regarding the handling of resources, and less political participation (Gaye et
al., 2010; Merten et al., 2015). As many migrants, especially women, move from areas with high
levels of gender inequality into more gender egalitarian societies (Perales, Lee, Forrest, Todd, &
Baxter, 2021; Ruyssen & Salomone, 2018), the contrast between the different concepts of gender
in the home countries versus the receiving countries might be especially clear in migrant
populations. Furthermore, persons who migrate into a different culture do not instantly adapt to
the gender norms of the receiving country; it rather seems that gender-related values and norms
of the home country can persist even into the second generation (Blau, 2015). Thus, if gender and
health literacy are connected, this relationship may be seen more clearly in persons with a
migration background and may help to identify reasons for the comparably low health literacy in

this subpopulation.

To summarize, gender is a major factor shaping our social lives, including health-related
experiences and behavior. Its impact on health literacy has not yet been clarified and may reveal
itself in certain subpopulations. Persons with a migration background have shown lower scores
on health literacy scales than the general population, and their gender-related norms, values,
practices, and access to education often differ from that of the receiving countries. Therefore,
looking into gender aspects of health literacy in persons with a migration background may help
to find out whether gender contributes to the health literacy of this group and to explore how its

influence is manifested.

22



Chapter two: The present thesis project

The present thesis project draws on research conducted during the project GLIM - Gender-
specific health literacy in individuals with migration background: Systematic review including a
meta-analysis of individual participant data, funded by the German Federal Ministry of Education

and Research (Bundeministerium fur Bildung und Forschung, grant number 01GL1723).

Aim of the present thesis project

The aim of this dissertation is to explore how gender influences the health literacy of persons

with a migration background.

Research questions (RQ)

RQ 1: Are there gender differences of health literacy in persons with a migration
background, assessed with standardized instruments to measure health literacy?

In order to investigate gender aspects of health literacy in persons with a migration background it
is vital to find out whether different genders score differently on established, quantitative
measurement instruments to assess health literacy. Therefore, we conducted a systematic review
and meta-analysis on gender differences of health literacy in persons with a migration
background (Study ). This study is described in Chapter three: Study | - Gender differences of

health literacy in persons with a migration background.

RQ 2: How are gender-specific and systemic aspects of health literacy in intercultural
treatment settings experienced by healthcare professionals in Germany?

The exchange of health information is a central component of health literacy. It takes place, first
and foremost, in the treatment situation. To explore the perceptions of experts regarding health
literacy in intercultural treatment settings, we conducted focus groups with healthcare
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professionals serving persons with a migration background on a regular basis. This is described
in Chapter four: Studies Il and Il - Gender-specific and systemic aspects of health literacy in the
context of migration. A general category system for structuring the data was built based on the

following two detailed research questions:

RQ 2a: How does gender as a personal determinant of health literacy affect interactions

with migrant patients from the perspective of healthcare professionals in Germany?

Applying qualitative content analysis, we further organized the data into inductively generated
gender-related subcategories and analyzed the gender aspects of health literacy in transcultural
treatment settings. The qualitative data derived from the FGD were analyzed from two different
angles, resulting in two refined versions of the basic category system described in the methods
section. Therefore, the results of these two analyses are reported separately below for Study I

and Study Il1.

RQ 2b: How do societal and environmental determinants, situational conditions, and
personal factors influence health literacy in transcultural treatment settings from the

perspective of healthcare professionals?

Another qualitative content analysis took a broader perspective, using inductively built
subcategories representing factors that influence health literacy i.e., societal and environmental,
situational, and further personal factors. This analysis focused on the systemic aspects of health
literacy in transcultural treatment settings and is described in Study Ill: Systemic aspects of health

literacy in the context of migration.
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Chapter three: Study | - Gender
differences of health literacy in persons
with a migration background

Chakraverty, D., Baumeister, A., Aldin, A,, Seven, U. S., Monsef, |., Skoetz, N., Woopen, C., Kalbe,
E. (2022). Gender differences of health literacy in persons with migration background: A
systematic review and meta-analysis. BMJ Open, 12(7), e056090. doi:10.1136/bmjopen-2021-

056090

The full manuscript can be found in the appendix, original publications, Fehler!

Verweisquelle konnte nicht gefunden werden..

Introduction

Men and women migrate for different reasons, and their experiences during and after migration
differ as well, including their interactions with the health systems of the receiving countries
(Brabete, 2017). Given these differences between men and women, researchers have repeatedly
called for consideration of gender issues when examining health literacy among immigrant

populations (Villadsen et al., 2020; Ward, Kristiansen, & Serensen, 2019).

Therefore, this systematic review aimed to investigate gender differences of health literacy
in persons with a migration background, assessed with standardized instruments to measure

health literacy.
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Methods

This systematic review was conducted following the PRISMA guidelines (Moher et al., 2015). The
protocol has been registered in advance (Chakraverty et al., 2018) on the preregistration platform
PROSPERO (International Prospective Register of Systematic Reviews; Booth et al., 2012). The
search was conducted in OVID (MEDLINE), PsycINFO and CINAHL using search strings containing
a set of terms addressing the main components (e.g., “health literacy”, “migration”). The first
search ran in March 2018, followed by an update search in July 2020. The complete search
strategy can be found in the supplemental material appended to the original manuscript (see
original publications, Fehler! Verweisquelle konnte nicht gefunden werden.. Two researchers
independently screened title and abstracts of the retrieved studies for eligibility. In a second step,
they individually reviewed the full texts of the studies identified in the screening process using
the predefined inclusion and exclusion criteria. Disagreements were resolved through

involvement of a third author.
The following inclusion criteria were applied:

e Studies had to include health literacy data collected with a standardized, validated
instrument.

e Studies had to provide gender-specific health literacy scores or levels.

e Participants of the individual studies had to be adults (aged > 18 years) with a

migration background.

In case health literacy and gender were assessed without reporting gender-specific scores or

levels, we requested the gender-specific data from the respective authors.

Our primary outcome was gender differences in health literacy of persons with migration

background, assessed with standardized instruments to measure health literacy.

Study characteristics and results were extracted for each study, including authors, country
of research, description of the population, number of male/female participants, type of health
literacy measurement instrument, baseline mean and standard deviation of health literacy scores
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for men and women. All extracted data were double-checked by a second researcher.
Furthermore, two authors independently assessed risk of bias for the studies included in the
meta-analyses by using the Appraisal Tool for Cross-sectional Studies (AXIS; Downes, Brennan,
Williams, & Dean, 2016). Differences were reconciled discursively. The results of the assessment
(Risk of bias table) are appended in the supplemental material added to the original manuscript

(see original publications, Fehler! Verweisquelle konnte nicht gefunden werden..

Meta-analyses were carried out using the software RevMan 5.4 (The Cochrane Collaboration,
2020). We used standardized means and a random-effects model (Hedges, 1983) to estimate the
gender differences in health literacy scores. Heterogeneity between studies was assessed using Q
and P2 statistics (Higgins & Thompson, 2002). Tests for subgroup differences were carried out for
region of origin, type of health literacy assessment tool, and functional vs. comprehensive health
literacy. We undertook two kinds of sensitivity analyses: 1) excluding studies having high risk of

bias and 2) applying a fixed-effect model (Higgins et al., 2022).

Results

We identified 5742 studies, of which 2013 were excluded as duplicates. Thus, 3729 articles were
checked for titles and abstract, of which 3437 were excluded, leaving 292 studies for full text
screening. At the full text review stage, we excluded 268 studies with reasons, including 56
otherwise eligible studies whose authors did neither report gender-separated health literacy
scores nor provided these data upon our request. Notably, we had to exclude 27 studies which
included female participants only. As no studies with exclusively male participants met our
inclusion criteria, there were no comparable counterparts for these studies. Finally, 24 studies

were included.

Of the 24 studies included in this review, 16 were conducted in the U.S., six studies in
Europe, and two in Asia. Participants included in the studies were of Hispanic/Latin (n = 14),
diverse (n = 5), Korean (n = 2), Chinese, Somali, and Russian (each n = 1) origin. Most studies (n =

20) measured functional health literacy, while comprehensive health literacy was measured in
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five studies (one study reported results for both functional and comprehensive health literacy).
Health literacy was measured using different instruments, with the most commonly used tools
being varieties of the BHLS that were applied in seven studies and versions of the HLS-EU-Q,

employed in five studies.

Two of the included studies (Geltman et al., 2013; Wangdahl, Lytsy, Martensson, &
Westerling, 2014) reported health literacy categories (e.g., low vs. high health literacy) instead of
numeric scores and were not included in the meta-analysis. Risk of bias was low in 16 studies,
medium in four studies, and one study was rated to be at high risk of bias. We meta-analyzed 22
studies with 13,392 participants reporting health literacy scores for women (n = 8,012; 59.8%) and

men (n = 5,380; 40.2%).

A small but significant gender difference (SMD = .08; 95% Cl [0.002 - 0.159]; p = .04) in health
literacy scores could be identified, with women achieving higher scores than men. A considerable
level of heterogeneity (1 = 65%; p <.0001) between studies was found. Detailed results and a

forest plot are depicted in Figure 2.
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Figure 2
Forest plot depicting gender differences in health literacy

Gender differences of health literacy in persons with a migration background

Study Women (n) Men (n) SMD [95% CI]
smith2012 25 25 - ~0.40[-0.96,0.16]
Song 2018 293 106 L] -0.20 [-0.43, 0.02]
Schaeffer 2017 80 77 = -0.19[-0.51, 0.12]
Sudore 2018 314 119 ] -0.17 [-0.38, 0.04]
Lubetkin 2015 63 22 = -0.08 [-0.57, 0.40]
Baird 2018 118 60 L] -0.07 [-0.38, 0.24]
Rayan-Gharra 2019 116 82 ] -0.05 [-0.34, 0.23]
Soto Mas 2015 143 38 L -0.05 [-0.41, 0.31]
Sarkar 2016 1453 1468 | 0.01 [-0.06, 0.08]
Svendsen 2020 310 289 L] 0.07 [-0.09, 0.23]
Soto Mas 2017 79 10 - 0.08 [-0.58, 0.74]
van Rosse 2014 218 309 | 0.09 [-0.09, 0.26]
Miranda 2019 2385 1601 B 0.13[0.06, 0.19]
Merchant 2020 1001 604 | 0.17[0.07, 0.27]
Trubitt 2018 68 41 L 0.17 [-0.21, 0.56]
Gibbs 2018 36 1 = 0.17 [-0.50, 0.85]
Chen 2018 247 158 = 0.22[0.02,0.42]
Hahn 2014 85 58 L 0.25[-0.09, 0.58]
Fernandez-Gutiérrez 2019 37 34 L] 0.35[-0.11, 0.82]
Hall 2016 25 20 = 0.41[-0.18, 1.01]
Aguirre 2005 833 233 | 0.45[0.30, 0.60]
Guntzviller 2017 83 15 L] 0.51[-0.04, 1.07]
Total 8012 5380 ’ 0.08 [ 0.0023, 0.1589]

highénrﬂin men higher inn:Jvomen

Heterogeneity: Tau? = 0.02; Chi* = 60.64, df = 21 (P < 0.0001), I# = 65%
Test for overall effect: Z=2.02 (P = 0.04)

In a sensitivity analysis excluding the one study we found to be of high risk of bias (Guntzviller,
King, Jensen, & Davis, 2017) the gender difference ceased to be statistically significant (SMD =
0.07; 95% CI [-0.005 - 0.152]; p = .07; I>= 66%), whereas it appeared more pronounced when a
fixed-effect model was applied (SMD = 0.10; 95% CI [0.10 - 0.13]; p <.001). Subgroup analyses for
region of origin, health literacy measurement instrument and type of health literacy measured

revealed no significant group differences.
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Discussion

Overall, we found health literacy in female persons with a migration background to be higher
than in their male counterparts. However, this difference was very small (SMD = 0.08, p = .04),
there was a substantial heterogeneity between studies ( = 65%), and statistical significance
vanished when excluding the one study considered to be of high risk of bias. Therefore, these
results must be interpreted with caution. We found 27 studies, which investigated the health
literacy of female migrants, but did not include them as we could not find studies on the health
literacy of migrant men only. Furthermore, even within the studies included in the meta-analysis,
the number of female participants (n = 8012) far exceeded that of men (n = 5380). None of the
studies included in this review provided a definition of gender. Most studies (n = 30) did not
mention how gender was assessed and only one study (Merchant, Marks, Clark, Carey, & Liu,
2020) reported having assessed gender beyond the male/female dichotomy. Not considering the
social aspects of gender strikes as a severe omission in health literacy research. Future research
should provide thorough theoretical foundations for examining gender in this context and
operationalize the construct gender accordingly. Furthermore, there is an urgent need for more
research on the health literacy of migrant men in general, who may have lower health literacy
than women. Further research should aim at finding out about the causes of this possible
disadvantage. A gender-sensitive methodology might help to improve the effectivity of
interventions aimed at promoting the health literacy of migrant men and further strengthening
that of migrant women (Oliffe et al., 2016; Vila-Candel, Martinez-Arnau, La Camara-de Las Heras,

Castro-Sanchez, & Pérez-Ros, 2020).
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Chapter four: Studies Il and Il - Gender-
specific and systemic aspects of health
literacy in the context of migration

This chapter is based on two independent qualitative analyses of the same data. Therefore, they
share the same sections on background and methods, and the discussions are grouped under a

common heading. The chapter is based on the following two publications:

Study II. Chakraverty, D., Baumeister, A, Aldin, A., Jakob, T., Seven, U. S., Woopen, C., Skoetz, N.,
Kalbe, E. (2020). Gender-specific aspects of health literacy: Perceptions of interactions with
migrants among health care providers in Germany. International Journal of Environmental Research

and Public Health, 17(7),2189. doi:10.3390/ijerph17072189

Study Ill. Baumeister, A., Chakraverty, D., Aldin, A,, Seven, U. S., Skoetz, N., Kalbe, E., & Woopen,
C. (2021). “The system has to be health literate, too” - perspectives among healthcare
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Background

To further investigate gender aspects of health literacy in persons with a migration background,
we set out to explore how these aspects could be examined in Germany. Each country has its
own, unique history of inbound and outbound migration. In the recent history of Germany, there
have been two major phases of intense migration into the country: In the 1950s, massive

numbers of workers, most of them from Turkey, were recruited to work in the factories of the up-
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and-coming German industry (Gokturk, Gramling, & Kaes, 2007). In 2015, the country received a
large amount of refugees mainly from Syria and Iraq (Karakayali, 2018)'. These relatively new
subgroups of the country’s population naturally interact with the German health system. In these
interactions, health information is exchanged; it must be obtained, understood, appraised, and
applied. Many healthcare professionals communicate with persons with a migration background
on a regular basis. Therefore, their experiences can help to gain an understanding of health
literacy in the context of migration. Using a qualitative research design, we explored the
perspectives of healthcare professionals on gender aspects as well as on systemic aspects of

health literacy in the context of migration.

Methods

Study design

We conducted five focus group discussions (FGD) with healthcare professionals (N = 31) between

January 2018 and March 2019.

Participants and recruitment

We applied purposive and snowball sampling to recruit participants around Cologne, a
metropolitan city in West Germany, mainly drawing on the Health Guide for Migrants
(Kommunale Gesundheitskonferenz Koln, Arbeitsgruppe Migration und Gesundheit, 2013), a
local list of registered health care professionals and institutions with diverse language
competencies. The main inclusion criteria were a degree in a health-related profession, at least
two years of work experience and regular medical-therapeutic or counselling contact with

persons with a migration background. Participants were recruited via email until saturation was

' The research presented in this dissertation was conducted before the Russian invasion of Ukraine;

therefore, the influx of refugees from Ukraine could not be considered.
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reached with regard to the research questions (Guest, Namey, & McKenna, 2016). In total, 31
healthcare professionals participated in the FGD. Table 3 provides an overview of the
participants’ characteristics.

Table 3.
Studies Il & IlI: Participants characteristics (N = 31)

Men Women

25-34 1 4

35-44 4 7
Age (years)

45-55 5 3

>=55 5 2

Yes 8 8
Migrant background

No 7 8

Physicians 8 5

Psychologists 1 1
Occupation midwife/pediatric 0 )

nursing

nursing care 3 2

Other healthcare professionals* 3 6
Total 15 16

*including e.g., ergo therapist, physio therapist, trauma counsellor or speech therapist

Our focus was to explore the participants’ perceptions about their interactions with persons with
a migration background. The participants reported almost exclusively on their experiences with
first-generation migrants, predominantly of Turkish and Arab origin. Patients' affiliations with the

Islamic faith were also frequently mentioned.

Study setting and data collection

To develop and refine a semi-structured interview guide, we conducted two pre-tests with

researchers, some of them with additional working experience in a medical-therapeutic
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profession. The interview guide entailed the opening question (“Now you all have to do with
persons with a migration background in the healthcare context. Please take two minutes to
remember specific situations from your everyday work - what challenges do you encounter
there?”) and deepening questions to be asked in case the moderators felt some aspect had not
yet been elaborated on, e.g., “How did you solve the situation eventually?”. The FGD were
conducted at the University of Cologne. Each session lasted 120 minutes. Audio recordings of the

discussions were transcribed verbatim in German language.

The basic category system

The data analysis followed the process of theory-guided qualitative content analysis which
included a deductive-inductive categorization procedure (Kuckartz, 2019). Two researchers

deductively developed a basic set of categories that reflected

e the research question: The healthcare professionals’ perceived challenges, needs, and
applied solutions in communicating and interacting with patients with a migration
background, and

e the four steps of health information processing: access, understand, appraise, and
apply health information, as described in the underlying comprehensive model of

health literacy (Serensen et al., 2012).

These two deductive category groups were dimensionally ordered, i.e., a subcategory or text
passage was always assigned to an aspect of the research question and to a processing step. For
example, statements problematizing language barriers were assigned to the categories challenge
and understanding health information. Based on this category framework, we conducted two
analyses of the data, extracting inductive categories relevant for the respective research

question.
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Results

The qualitative data derived from the FGD were analyzed from two different angles, resulting in
two refined versions of the basic category system described in the methods section. Therefore,

the results of these two analyses are reported separately below for Study Il and Study llI.

Study II: Gender-specific aspects of health literacy in the context of migration

Research question

How does gender as a personal determinant of health literacy affect interactions with migrant

patients from the perspective of healthcare professionals in Germany?

The category system

In the process of data analysis, we identified gender-related statements of the participants and
grouped them into subcategories. These inductive categories were then subordinated into the
predefined, deductively built category framework. The subcategories describe the connection of

gender to health literacy:

a) asadirectinfluence, described by gender-related subcategories or

b) as anindirect influence, which is represented by general subcategories.

An overview of the most important categories is shown in Table 4. As the deductive category
named needs usually mirrored challenges or applied solutions (e.g., the need for more time

mirrored the challenge systemic lack of time), needs are not reported on here.
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Table 4.
Condensed overview of the categories and subcategories used in Study I/

Categories derived from Categories derived from the objective of the study
the guiding model
(Serensen et al, 2012) Challenges Applied Solutions
Access — Husbands as gatekeepers

— The gender of healthcare
professionals as a factor

— Shame in the health care situation — Covering parts of the body to mitigate shame
Understand — Language barriers — Cultural and language mediators / interpreters
— Systemic lack of time

— Gender-specific aspects of language
barriers

Appraise — Skepticism towards psychotherapy — Women as pioneers for the acceptance of
psychotherapy

Note. Categories were derived deductively. Subcategories were inductively generated from the statements of the participants. General
subcategories are displayed in italicized font, gender-related subcategories are displayed in non-italicized font.

STEPS OF HEALTH INFORMATION PROCESSING

The statements made in the FGD were mainly related to the processing steps access, understand,
and appraise. None of the major subcategories related to applying health information.
Nevertheless, a clear-cut decision was often hard to make, as in the participants’ descriptions
some of the processing steps seemed to overlap, and the sequential order of the steps as
proposed in the model could not always be reproduced. For example, language barriers clearly
harm the understanding of health information, but this lack of understanding can also hinder
access to health information as it may not even be recognized as such. For clarity, subcategories
are assigned to the processing steps to which they correspond in the majority of cases. In the
following paragraphs, the results of the analysis are ordered by processing step and related to

challenges or applied solutions.
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Access. The participants reported several gender-related challenges. Some described
situations with husbands as gatekeepers who controlled or even prohibited the healthcare
professionals’ interaction with migrant women. While the husband's motivation to control access
to his wife was not always clear to the participants, in most of the cases his aim was to ensure his
wife would not be treated by a male person. In these cases, the gender of healthcare
professionals as a factor influenced migrant women'’s access to treatment by male persons, while
in some situations female participants reported their expertise being questioned due to their
gender by male migrants. Examination of female migrants was sometimes hindered by the
women's shame in the health care situation. Covering parts of the body to mitigate shame was
described as a time-consuming, but viable applied solution in case nudity was the reason for

shame.

Understand. As a general challenge, language barriers further complicated overcoming the
gender-related issues, which was even more difficult due to the almost unanimously described
systemic lack of time. Gender-specific aspects of language barriers were also reported, especially
for first-generation migrant women of Turkish origin, whose level of education and German
proficiency was perceived as low. A much demanded and, in some cases, already applied solution
to improve understanding was the availability of health insurance-funded cultural and language

mediators/interpreters.

Appraise. As a gender-related challenge, skepticism towards psychotherapy was seen as
more prevalent in male than in female migrants. An emerging solution was observed in migrant
women as pioneers for the acceptance of psychotherapy, with females of the second generation
persuading their mothers to accept psychotherapy and a normalization of this kind of treatment

subsequently spreading to men.
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Study I11: Systemic aspects of health literacy in the context of migration

In our first analysis, we noticed the influence of gender on health literacy being strongly
connected to systemic factors. Therefore, we set out to perform a second qualitative content

analysis of the data. This time, we took a broader perspective.

Research question

How do societal and environmental determinants, situational conditions, and personal factors
influence health literacy in transcultural treatment settings from the perspective of healthcare

professionals?

The category system

From the integrated model of health literacy, we derived categories representing factors that
influence health literacy (called determinants in the model), i.e., societal and environmental,
situational, and personal factors. As these factors had a general influence on health literacy, we
did not subordinate them to the processing steps, but created them as separate main categories.

Table 5 provides a condensed overview of the category system.
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Table 5.

Condensed overview of the categories and subcategories used in Study llI

Categories derived from the guiding
model (Serensen et al, 2012)

Categories derived from the objective of the study

Challenges Applied solutions
Factors that influence health literacy
Societal and environmental factors — Systemic lack of time and economic  — Investment of additional, unpaid time
pressure — Falling back on stereotypes and

Situational factors

Personal factor: healthcare professionals’
migration background

prejudices to save time

— Planning and controlling the current
workload in outpatient care

— Ad hocinterpreting outside one’s ~ — Refusal of interpreting for others or
own treatment situation providing treatment in native language
— List of staff who speak foreign languages

Processing steps

Access

Understand

Appraise

Apply

— Mismatch between provisionand ~ — Easily accessible services and outreach
actual use of health services counselling

— Uncertainty about the causes of — Recourse to professional interpreters
unsuccessful communication and cultural mediators

— Recourse to lay interpreters (medical
staff, relatives)

— Insecurity in dealing with patients’  — Initiating unnecessary examinations to
needs and expectations regain patients’ trust

— Patients’ distrust in healthcare
professionals and the German health

system
— Patients’ non-compliance with — Patience in communicating health
medical appointments information to patients

Note. Categories were derived deductively. Subcategories were inductively generated from the statements of the participants.

Following the structure of the category system, the results drawn from the participants’

statements are subordinated to the different factors that influence health literacy, or to the

processing steps access, understand, appraise, and apply. Furthermore, their classification as

either a challenge or an applied solution is described.
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FACTORS THAT INFLUENCE HEALTH LITERACY

Societal and environmental factors. The participants reported that, in the context of migration,
challenges related to the delivery of healthcare appeared to be intensified. Systemic lack of time
and economic pressure were mentioned as particularly stressful when trying to overcome

linguistic or cultural barriers.

The most frequently applied solution to tackle this problem was the investment of
additional, unpaid time at the expense of the participants’ personal free time. Sometimes, the
overwhelming pressure could lead to cognitive automatisms on part of healthcare professionals
such as the recourse on stereotypes and prejudices (for example, downplaying pain described by

migrants as “morbus mediterraneus”), leading to inappropriate treatment of migrant patients.

Situational factors. The situational factor of planning and controlling the current workload
in the outpatient care was stated as a challenge in medical (physical) outpatient care, also due to

patients’ non-compliance.

Personal factors. Half of the participants had a migration background, a personal factor
influencing health literacy and often connected to proficiency in the language spoken in their
country of origin. Some reported that being obliged to ad hoc interpreting outside one’s own
treatment situation was a stressful challenge as it added to the high workload and brought
additional responsibility for them. Sometimes, the refusal of interpreting for others or providing
treatment in native language was their applied solution for this dilemma. Lists of staff speaking
foreign languages who could be called for ad-hoc interpreting existed in some of the participants’
organizations and were generally seen as a positive applied solution, as inclusion in those lists

was voluntary.

STEPS OF HEALTH INFORMATION PROCESSING

Access. Regarding access to health information, a challenge described was the mismatch between
the provision and the actual use of health services, and difficulties in reaching persons with a
migration background. Easily accessible services and outreach counselling (direct personal or

telephone contact) were perceived as helpful applied solutions.
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Understand. To mutually understand each other was a major theme in the FGD. Healthcare
professionals described uncertainty about the causes of unsuccessful communication as a
challenge when communicating with migrant patients. One applied solution almost unanimously
described as helpful was the recourse to professional interpreters and cultural mediators.
Interpreting via video conference was regarded as quickly available and timesaving. The recourse
to relatives or medical staff as lay interpreters could help in some situations but was no adequate

replacement for professional interpreters.

Appraise. Many healthcare professionals reported insecurity in dealing with patients' needs and
expectations, especially in cases of patients with low language proficiency, describing the
appraisal of the patients’ information as a tricky challenge. Almost all participants reported
patients’ distrust in healthcare professionals and the German health system in persons with a
migration background, who often suspected they were being discriminated against by German
healthcare professionals. In contrast, healthcare professionals who had a migration background
themselves frequently felt to be regarded as more trustworthy by migrant patients. Some
participants without migration background reported to sometimes initiate unnecessary
examinations to regain patients’ trust when migrant patients seemed to suspect discrimination,

an applied solution regarded as inefficient and costly.

Apply. Regarding the processing step apply, a central challenge in the outpatient care of patients
with a migration background was patients’ non-compliance with medical appointments due to
their lack of knowledge of the German healthcare system. For these patients, some healthcare
professionals emphasized the importance of patience in communicating health information to

patients in a friendly way as an applied solution.
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Discussion

The aim of these qualitative studies was to investigate gender-related aspects and systemic
factors that shape transcultural interactions from the perspective of healthcare professionals in
Germany. Although the term migration background includes second-generation migrants as well,
the participants mostly talked about their experiences with first-generation migrants, mainly

relating to Turkish and Arab migrants.

Study II: Gender-specific aspects of health literacy in the context of migration

Three main gender-specific challenges related to the access to health information emerged from
these statements: Husbands as gatekeepers regulating access of their wives to health care, the
gender of healthcare professionals as a factor that could keep migrant women from receiving
treatment or care from male healthcare professionals, and shame in the health care situation
hindering proper examination especially of Muslim women. The participants rarely tried to
provide explanations for such situations. Even though they often identified respective patients as
Muslims, the role of religion was not discussed. In Islamic regions, health is often perceived as a
family affair (Bose & Terpstra, 2012), and Muslim husbands may feel especially responsible for
the health of their wives (Widiasih & Nelson, 2018). There is some evidence for the importance of
gender concordance with the healthcare professionals for women of Islamic faith in general
(Padela, Gunter, Killawi, & Heisler, 2012) and for Turkish women in Germany in particular (Berens,
Yilmaz-Aslan, Spallek, & Razum, 2016). Some studies also found restraint in Muslim women
concerning nudity (Kawar, 2013). These categories show that the impact of gender on health
literacy within the health care situation depends on the genders of all persons involved and on

their respective interpretations and expectations regarding gender roles.

Against the background of systemic lack of time, the second general challenges subcategory,
language barriers, was described to impair examinations and treatments and seems to be
related to the processing step of understanding. This impact was further reinforced by gender-

specific aspects of language barriers. This finding is in line with research documenting a lower
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level of German proficiency within the group of elderly Turkish women as compared to other
migrant groups (Haug, 2008). Skepticism towards psychotherapy, affecting the appraisal of health
information, has been found as particularly prevalent in migrants from Turkey in former research
(Bretz, Sahin, Brandl, & Schouler-Ocak, 2019). This skepticism is known to be more common in
men than in women in general (J. L. Johnson, Oliffe, Kelly, Galdas, & Ogrodniczuk, 2012; Pattyn,
Verhaeghe, & Bracke, 2015; Yousaf, Grunfeld, & Hunter, 2015). Here, the participants mentioned

it especially regarding men from Turkey and Arabia.

Gender aspects seem to act as a reinforcing factor for the general time problem within
health care in Germany. In the case of migrants, overcoming language barriers during clinical
consultations takes time. If these barriers are higher, for example due to gender-specific reasons
as in the case of the elderly Turkish women'’s low proficiency in the German language,
communication takes even more time. In case it is necessary for these patients to undress in the
health care setting, shame may additionally slow down the process. If the treatment is provided
by a male person, shame may play an even more important role and can stall the process even
further. These phenomena were mostly seen in specific subpopulations, and we may not be able
to understand them without considering cultural and religious aspects that should be analyzed in

further research.

The participants also reported on applied solutions to solve the challenges they had
elaborated on. Regarding access to health care, the gender-specific solution covering parts of the
body to mitigate shame of Muslim women was seen as a feasible, albeit cumbersome solution. As
a general solution for addressing the processing step of understanding, some had already
worked with cultural and language mediators/ interpreters, most of them reporting positive
results, which corresponds to studies focusing on the effectiveness of interpreter services
(Bischoff et al., 2003; Jacobs, Shepard, Suaya, & Stone, 2004). Although being a general solution,
this could also help with gender-specific aspects of language barriers, e.g., by diminishing
misunderstandings. Regarding the processing step of appraisal, the gender-specific solution

women as pioneers for the acceptance of psychotherapy seems especially remarkable in several
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ways, as it is a) a solution coming from the migrants themselves and b) an example for the (self-)

empowerment of women being advantageous to men as well.

Study I11: Systemic aspects of health literacy in the context of migration

Time and resource constraints are well known issues in many health systems worldwide
(Birkhauer et al., 2017). The participants in the present FGD perceived these conditions as highly
stressful. This was even more the case when treating migrant patients - the need for more time
to overcome communication barriers or to explain cultural and organizational issues emphasized
the existing pressure. For healthcare professionals with a migration background this was even
more pronounced when they were obliged to act as ad hoc interpreters for patients with low
language proficiency. Distrust in the German healthcare system and its representatives on the
side of the patients, insecurity or even stereotyping of migrants on the side of the healthcare
professionals further hindered the mutual flow of information and the utilization of health
services. This is in line with research describing distrust as an important barrier to healthcare
access (Santalahti, Sumit, & Perki®, 2020) and the usage of cognitive shortcuts as stereotypes in
situations when people must process complex information under time pressure (Chaiken &
Ledgerwood, 2011). Participants emphasized the need for interpreters and cultural mediators as
they saw mutual understanding in the treatment situation as a cornerstone for improving health
literacy of patients and providers. This finding is supported by other studies that include the
perspectives of either health professions (Suphanchaimat, Kantamaturapoj, Putthasri, &
Prakongsai, 2015) or migrant patients (Hadziabdic, Albin, & Hjelm, 2014). More than half of the
participants had a migrant background themselves. These healthcare professionals found that
this personal factor positively influenced the establishment of trustful relationships and the
acceptance of treatment recommendations. In line with this, a recent study from Germany found
that a shared migrant background improved trust in the physician, reduced reactance-related
outcomes, and improved prevention-related knowledge transfer in patients with a Turkish

migrant background, especially in those with low health literacy (Arendt & Karadas, 2019).
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Implications for research and practice

Further studies in different countries with diverse health systems are needed to develop
appropriate interventions for improving health literacy at the individual and organizational levels.
These studies should involve healthcare professionals and people with a migration background
to ensure equitable healthcare. Health care organizations will continue to serve patients of
increasing diversity and therefore have to be health literate and culture-sensitive and should
maintain a diverse workforce. Financial support, including funds for interpreting services, and

education programs by public institutions can help to achieve these goals.

Strengths and Limitations

To the best of our knowledge, these are the first studies that aimed to investigate the health
literacy-related challenges, needs, and applied solutions in transcultural treatment settings from
the perspective of healthcare professionals by applying an established health literacy framework

(Serensen et al., 2012).

There are several limitations to these studies. First, it might be the case that the research
question provoked generalizations about the diverse group of migrants. We asked the
participants in the FGD to refer to specific situations, as we aimed to prevent this. Second, it
cannot be ruled out that stereotypes about persons of Islamic faith, for example about male
Muslims (Hopkins, 2006; Terkessidis, 2015) shaped some of the statements of the participants,
despite of 50% of them having a migration background themselves, and notwithstanding the
empathic way they talked about their patients. With anti-immigration and anti-Islamic
movements rising all over Europe (Czaika & Di Lillo, 2018; Fekete, 2004), this is a delicate ethical
matter. Nevertheless, as the participants reported situations in which migrant women
experienced serious health care disadvantages, we think these findings are important and should
be reported. Third, qualitative research is not aimed at representativeness (Sandelowski, 2008).
This is also true for this study, as neither the participants are a representative selection of

healthcare professionals, nor the situations they described can be considered representative for
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the interaction with migrants. In most cases, gender-specific observations made by the

participants were limited to migrants from Turkey and Arab countries.

Exploring the challenges, needs and applied solutions with regard to achieving optimal
health care within different subpopulations of migrant men and women by letting them state
their own perspective was outside the scope of this project. From our view, this would be the
logical next step for further research to gain a more complete picture about gender-related

aspects of health literacy in interactions with migrant patients.

Conclusion

Our research provides insights into the special role of gender in health literacy as perceived by
healthcare professionals when interacting with migrant patients mainly from Turkey and Arab
countries. From the participants’ point of view, gender-specific challenges can result in
consequences for the way in which health-related information is accessed, understood, and
appraised in cross-cultural health care situations. Meeting these challenges by reducing time
pressure and providing resources for improving communication may be to the benefit of all
actors within the health care sector. Systemic factors such as lack of time and economic pressure
appear to be intensified in transcultural treatment settings. They interact with situational and
personal factors such as gender. The interplay of these factors leads to an impeded flow of
information in all treatment settings. As health care organizations will continue to serve patients
of increasing diversity, they have to be health literate and culture-sensitive and should maintain a
diverse workforce. Financial support, including public funds for interpreting services, and

education programs can help to achieve these goals.
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Chapter five: General discussion

Main findings

This dissertation applied a multi-method approach to explore gender aspects of health literacy in
persons with a migration background. The first study, a systematic review and meta-analysis,
found slightly better health literacy in migrant women as compared to migrant men. The two
following articles explored health literacy of migrants from the perspective of healthcare
professionals in Germany. One of these qualitative analyses focused on gender-specific aspects
such as the need for gender-concordant doctor-patient-dyads. These gender aspects interacted
with migration-specific problems such as language barriers, both amplifying systemic issues such
as lack of time. The second analysis of the same qualitative data looked further into these
systemic aspects. Here, systemic time pressure was described to have detrimental effects on
healthcare professionals and patients, especially in intercultural treatment settings, and the
fundamental importance of successful communication between healthcare professionals and
patients was emphasized. In the following paragraphs, results from the systematic review and
meta-analysis (Study 1) and those from the qualitative analyses (Study Il and IIl) are discussed in
relation to each other. This led to five major findings, which are mapped to the initially stated

research questions.

RQ 1: Are there gender differences of health literacy in persons with a migration
background, assessed with standardized instruments to measure health literacy?

Finding 1: Female may have higher health literacy than male migrants.

The results of the meta-analysis revealed a slight overall advantage for migrant women in
quantitative health literacy scores as compared to migrant men. This finding was matched by a
phenomenon reported by the participants of the FGD: Self-developed solutions within the

migrant communities came almost exclusively from female migrants. For example, the
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participants described second-generation Turkish women as pioneers for the acceptance of
psychotherapy in their communities, also convincing first-generation women as well. This
corresponds to a recent online survey conducted in Turkey (n=4624) that found women to
primarily rely on friends and family as sources of health information, whereas men rather
preferred newspapers (Gecer, Yildirnm, & Akgul, 2022). The majority of first-generation Turkish
immigrants use media from Turkey (Sauer, 2010) which are unlikely to report on how to get
psychotherapy in Germany, and access to psychotherapy differs profoundly between the two
countries (Cosan, 2015). Thus, the female advantage in this realm may be connected to their
reliance on personal communication when finding health information, which is in line with
studies that found women to generally communicate more with each other about health topics
than men (Ek, 2015; Jackson, Ervin, Gardner, & Schmitt, 2001; Kayser, Hansen-Nord, Osborne,

Tjgnneland, & Hansen, 2015).

RQ 2: How are gender-specific and systemic aspects of health literacy in intercultural
treatment settings experienced by healthcare professionals in Germany?

RQ 2 is further specified into two partial questions, the first regarding gender aspects, the second

focusing on systemic aspects of health literacy in transcultural treatment settings.

RQ 2a: How does gender as a personal determinant of health literacy affect interactions

with migrant patients from the perspective of healthcare professionals in Germany?

Finding 2: Health literacy is gender-specific.

The ways in which male and female migrants access, understand, appraise, and apply health-
related information, were described as very different in the qualitative studies. The participants
of the FGD talked mainly about gender specifics, not so much about gender differences. For
example, shame when undressing in the treatment situation was reported for women only.
Exclusively for men, it was stated that some of them did not recognize the competence of female
healthcare professionals. Relating these qualitative findings to the quantitative results, the

following conjecture emerges: Even if a man and a woman achieved the exact same score

48



measured using e.g., the HLS-EU-Q47, this score might stand for two totally different stories. Men
and women may encounter different health literacy-related challenges and develop specific
strategies to handle them. This pattern - different strategies, similar results in men and women -
may apply to the general population as well, as it has also been found in fields as diverse as
executive functions (Grissom & Reyes, 2019), stress and coping (Gonzalez-Morales, Peir¢,
Rodriguez, & Greenglass, 2006), speech production (Koenig, 2000) and muscle activity (Srinivasan,
Sinden, Mathiassen, & C6té, 2016). In this regard, it seems consistent that the gender differences
we found in our meta-analysis were very small (SMD = .08; 95% Cl [0.002 - 0.159]; p = .04), as it is

the case with most gender differences reported in psychology (Hyde, 2014).

Finding 3: The genders’ health literacies are interdependent.

Men's and women's health literacies may differ quantitatively and qualitatively, but they are not

completely separate entities. They interact, and they are mutually dependent.

Two examples raised in the FGD may underline this conclusion:

1. The phenomenon of women as pioneers for the acceptance of health literacy, with second-
generation female migrants convincing their mothers to accept psychotherapy, and men
slowly starting to do so as well. The second-generation women's high health literacy in this
regard had a positive impact on that of their mothers, and possibly a direct or indirect
positive effect on migrant men'’s health literacy.

2. Husbands as gatekeepers, i.e., a man not allowing his wife to be treated by a male doctor.
Here, the husband's health literacy might have suffered from a lack of trust in the health
system and its representatives, maybe in combination with a rigid understanding of gender
roles. This aspect of the man’s health literacy then diminished his wife's health literacy by
disabling her from accessing the health information she would otherwise have exchanged

with the healthcare professional.

These examples illustrate that health literacy is not a static trait, but a dynamic, interactive

process involving different generations and genders. Health literacy can be contagious, which is
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encouraging in the positive cases, but this finding also has its downside: If a man prevents his
wife from being treated by a male healthcare professional, his health illiterate behavior is the
limiting factor - regardless how health literate his wife might be. It may be that this
interdependence of men’s and women'’s health literacies also contributed to the small effect size

of gender differences of health literacy in migrants as measured in the meta-analysis in Study .

Finding 4: There is little known about migrant men’s health literacy.

One important result of Study | is the scarcity of research on male migrants’ health literacy, as we
found 27 studies on the health literacy of female migrants only but none on that of exclusively
male migrants. This is in line with the observation that there is little research on men’s health
literacy in general (Oliffe et al., 2020). Participants of the FGD did not provide explanations for the
gender-specific behavior they had observed in men. They, too, seemed to lack information on

migrant men's health literacy.

RQ 2b: How do societal and environmental determinants, situational conditions, and
personal factors influence health literacy in transcultural treatment settings from the

perspective of healthcare professionals?

Finding 5: Health literacy of migrants can serve as a magnifying glass.

A repeating pattern emerged in Studies Il and llI: Issues that affect the entire population showed
up in migrants as if under a magnifying glass. For example, communication between healthcare
professionals and patients has been described as challenging for both sides regardless of the
patients’ origin (Moore, Rivera, Bravo-Soto, Olivares, & Lawrie, 2018; Pilnick & Dingwall, 2011;
Tulsky et al., 2017). In the FGD, language issues and gender aspects (e.g., nudity shame) were
described to make communication between healthcare professionals and migrants even more
difficult. Furthermore, a preference for being treated by a gender-concordant healthcare
professional has been found in parts of the general population in Germany, specifically for

women regarding gynecologists (Spaich, Weiss, & Sutterlin, 2019), while it was reported for
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migrant women regardless of the participants’ concrete profession in the FGD. Another example
relates to men exerting power over women's bodies, a topic frequently raised by feminist
scholars (Dworkin, 1989; Sultana, 2012). The criminalization of abortion has been - and still is, as
current events in the U.S. suggest (Harris, 2022) - a common instance for this phenomenon
(Chesney-Lind & Hadi, 2017), also in Germany (Clasen, 2019; Gerstendorfer & Jutte, 1996). Thus,
the unsettling phenomenon of some migrant husbands restricting the treatment of their wives,
as mentioned in the FGD, has an equivalent in the major population, where it is expressed in a
less obvious and direct way. Current research regarding the situation of migrants in Germany
during the Corona pandemic can also be interpreted as supporting the magnifying glass effect. A
higher rate of infections (mostly due to crowded living, commuting and working situations) was
found in migrants worldwide (Jaljaa et al., 2022). In Germany, lower rates of vaccinations
(Wulkotte, Schmid-Kupke, Neufeind, & Wichmann, 2022) and a higher susceptibility for COVID-19-
related conspiracy theories (Jensen et al., 2021) were observed in migrants as compared to the
general population. All these issues can also be found in the general population (Pavela Banai,

Banai, & Miklousi¢, 2021; Wulkotte et al., 2022), albeit in a less pronounced way.

Consequently, the quantitative gender differences in health literacy we found in the meta-
analysis in Study | may be matched by a similar, possibly weaker tendency in the major
population. However, as there is currently no meta-analysis on general gender differences in

health literacy to my knowledge, this remains a hypothesis.

Implications for research

Gender

First of all, a systematic review and meta-analysis of general gender differences of health literacy
is necessary, also to compare the results of Study | to those yielded by examining the general
population. Additionally, it should further be explored which gender-specific strategies (Finding 2)
lead to female migrants’ higher health literacy (Finding 1) in order to further strengthen these

behaviors; that includes the predominantly female refugees from the Ukraine who are currently
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coming to Germany (Bruicker et al., 2022) and who may already be implementing such strategies.
Future research should also look into the gender-specific health literacy of migrant men (Finding
2) to explore the reasons for their slightly lower health literacy (Finding 1). Moreover, the
interactions of gender with variables such as education, culture, class, religiosity, and age should
be investigated, which was not possible with the data we retrieved in Study . It also seems highly
desirable to go beyond the man-woman dichotomy and incorporate measures for gender roles,
femininity and masculinity that may be of greater explanatory power than the mere classification
into a gender category. Furthermore, when conducting Study | it appeared difficult to retrieve the
data from many studies that we assumed to have measured gender-specific health literacy
scores. Still, overcoming the limitations of small sample sizes in single studies and answering
questions not posed by the original research are basic strengths of meta-analyses (Deeks,
Higgins, & Altman, 2022). In many fields of research, simply looking at the data from a gender
perspective has led to surprising results, often revealing serious disadvantages for women (for an
overview, see Criado-Perez, 2020). Therefore, gender-specific results of any research should be
published regardless of their statistical significance in order to allow researchers to pool and
meta-analyze the data. Publishing data in publicly available repositories such as the Open Science

Framework (Centre for Open Science, 2021) can also be helpful in this regard.

In Finding 4, a lack of research on (migrant) men’s health literacy was stated. For a long time,
most health research was research on men, and women were (and still are in many areas)
marginalized (see the section on Gender, androcentrism, and health, p. 13). Nevertheless, there
are serious issues in men's health that should be given more attention (P. Baker, 2020), and in
some areas (e.g., prevention) men’s health behavior lags far behind that of women (Hiller et al.,
2017). The results of our systematic review and meta-analysis, detecting higher health literacy in
female than in male migrants (Finding 1), point in the same direction. Given the interdependence
of men’s and women'’s health literacies as described in Finding 3, a lack of knowledge about men
may also hinder the understanding of women's health literacy. Feminist philosophers have been
arguing for a conception of human beings as relational and interdependent rather than seeing

them as disconnected and atomistic individuals for a long time (Daly, 2021; Mackenzie, 2019).
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Therefore, it seems important that research should examine how such interdependence works

and in which areas it requires particular attention.

Migration

Examining health literacy and health behavior in migrant populations is necessary to ensure an
adequate provision of health care for these groups. At the same time, assuming the postulated
magnifying glass effect (Finding 5) holds true, issues that may concern the whole of society could
be observed more clearly and maybe detected even earlier in migrant populations. Such an
approach to research on migrants could facilitate seeing them not as separate others (Grove &

Zwi, 2006) but as one of the many parts that form society, a part of us.

From a conceptual perspective, the construct of persons with a migration background is
ambiguous and imprecise, as it denotes both first- and second-generation migrants. International
research usually focuses either on first-generation migrants or on ethnic minorities, as we found
when searching for studies to include in the systematic review. Likewise, participants of the FGD
almost exclusively mentioned first-generation migrants. Regarding health literacy, they saw no
differences in second-generation migrants as compared to the major population. This is in line
with results of a recent study on health literacy in persons with Turkish and (former) Soviet
migration background in Germany, which found first-generation migrants, but not second-
generation migrants to have lower health literacy than the general population (Berens, Klinger,
Mensing, Carol, & Schaeffer, 2022). Researchers have argued that the term migration background
generally tends to homogenize a group of persons too diverse to be homogenized (El-Mafaalani,
2017; Will & Nowicka, 2021). For future research, this indicates that the term should not be used
when examining direct migration experiences, as members of the second generation have, by
definition, not migrated themselves. Also, belonging to an ethnic minority (or being categorized
as such by the general population) can include members of more than two generations (Kizilhan,
2012; J. Park, An, Stodolska, & Santos, 2021; Tsuda, 2015). Therefore, it is debatable whether the

term migration background is of any positive utility at all (Will, 2019).
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Health literacy

Applying the integrated model of health literacy (Serensen et al., 2012) helped to structure and to
analyze the data we retrieved from our FGD. Instead of using the model to solely describe one’s
understanding of health literacy, relating research to its components (e.g., the processing steps
access, understand, appraise, and apply health information) can be useful to gain a better
understanding of health literacy, to identify research gaps, and to link the findings from different
studies (also from those using different methods) to each other. Sophisticated assessment tools
such as the HLS-EU-Q (Sgrensen et al., 2013) enable the analysis of their results with regard to
subdomains such as the processing steps or application areas (e.g., prevention). This could also
be helpful for further analysis of gender specifics. Nevertheless, despite incorporating societal
and environmental aspects, the underlying model is limited to individual health literacy. The
same accounts for the measurement instruments mentioned in this dissertation, all of which
measure health literacy of individuals regarding their own health. Still, Finding 3, describing the
interdependence of the genders’ health literacy, hints to an important and rarely examined
aspect of health literacy, namely the ability to access, understand, appraise, and apply
information about the impacts of one’s own behavior on other people’s health which could also
be called social health literacy. During the Corona pandemic the importance of this ability became
particularly clear. COVID-19-related decisions such as wearing a face mask, applying social
distancing, getting vaccinated or staying quarantined when infected (Ullah, Khan, Tahir, Ahmed, &
Harapan, 2021) strongly relate to the health of others. However, up to now, most health literacy
research looks into the social aspects mainly to describe their impact on the individual's health
literacy or the joint effect of the health literacy of individuals on the community (Pitt et al., 2019).
The social aspect of health literacy in the sense of knowing about the impact of one’s own
behavior on other people’s health is rarely investigated. Nevertheless, theoretical and practical
inspiration could come from studies examining parental (Buhr & Tannen, 2020) and caregivers’
health literacy (Yuen, Knight, Ricciardelli, & Burney, 2018), since the health literacy of both
parents and caregivers has a direct impact on the health of the people entrusted to their care.

Social health literacy should be further researched, incorporated into the comprehensive model
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of health literacy (Serensen et al., 2012), and mapped by items in measurement tools such as the

HLS-EU-Q (Serensen et al., 2013).

Methodology

Regarding methodology, a mixed-methods or multi-method approach, as applied in the current
research context, has many advantages. Quantitative measures of health literacy are helpful for
detecting general (gender) disparities (Finding 1) and efficient for clinical screenings. For
exploring the concrete situation of a migrant population and the role of gender in the respective
context, qualitative research methods may be more appropriate to capture complex
interdependencies and contexts, and can help to make sense of the quantitative findings
(Bryman, 2006). As men and women might achieve similar results using different strategies
(Finding 2) and the health literacies of the genders seem interdependent (Finding 3), this should
also be done in case there are no quantitative gender differences. Also, qualitative syntheses, as
described in the first protocol listed in the Related publications (Aldin et al., 2019) can help to
condense existing qualitative results and relate them to quantitative research (Harden et al.,
2018). Especially in the case of migrant communities, who may be skeptical against institutions, a
participatory research approach can help to build trust (Aberdeen, 2015) and should be

implemented in future research.

Implications for practice

Systemic implications

First, as systemic problems such as time pressure have an especially harsh effect on marginalized
groups as migrants (Finding 5), it seems obvious that a better-equipped health care system may
have a particular positive effect on migrant's health literacy - if there is more time, there is more
opportunity to build trust, more time to exchange health information in the treatment setting,
more time to overcome gender-specific barriers such as shame, and probably less stereotyping

on side of healthcare professionals (Stepanikova, 2012). However, time pressure is a well-known
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and often-discussed problem within the German health care system (Scherer, Hierdeis, &
Berghold, 2020), and there is no quick solution in sight. Overcoming the language barrier may be
a more realistic goal. An ad-hoc solution, as suggested in our FGD, can be the involvement of
health-insurance covered medically trained interpreters. Being able to communicate in a shared
language can eliminate major misunderstandings and help to build trust (Binder, Borné,
Johnsdotter, & Essén, 2012), and a lack of trust may be a driving force in some gender-specific
challenges such as the protective behavior of men towards their women. Trust can also be
established by building a health workforce that includes persons with a migration background
(Arendt & Karadas, 2019), as the statements of participants with migration background in the
FGD underlined. In Germany, this would mean to have more persons of Turkish and Arab (and, as
the current situation indicates, Ukrainian) origin as, e.g., doctors, nurses, and psychotherapists.
To achieve this goal, it is necessary to remove the barriers to upward mobility that exist
particularly in the German educational system, especially for persons with a migration
background (El-Mafaalani, 2012). Again, this this is an issue often raised and rarely tackled, and a

huge topic that reaches far beyond the scope of this doctoral thesis.

Gender-specific implications

An important insight of the research presented here is that the health literacies of the genders
are interdependent (Finding 3). Therefore, interventions to strengthen the health literacy of
women may also act on the benefit of the men’s health literacy, and vice versa. However, that
does not mean that it is sufficient to address one gender only. Although the empowerment of
women has been, and still is, a priority in many areas of health education for very good reasons,
it may be a mistake to neglect the male gender, as it currently seems to be the case in health
literacy research (Finding 4). If men perceive the empowerment of women as a zero-sum game,
with themselves in the losing position (Kuchynka, Bosson, Vandello, & Puryear, 2018), this may
lead to tensions within the families (Ruthig, Kehn, Gamblin, Vanderzanden, & Jones, 2017). But if
men are included - e.g., as participants of parallel interventions tailored to men'’s needs - there
may be a higher chance they perceive more equality as a win-win situation (Holter, 2014). For the

development and implementation of interventions targeting health literacy, a participatory
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approach seems most promising (Jagosh et al., 2012). Participatory intervention development
arguably produces solutions that are highly accepted by the communities and can have long-
lasting, positive effects (van den Muijsenbergh et al., 2020). Furthermore, participative methods
allow the participants to provide their own solutions that may also be viable for other
populations. Thus, the view on gender and migration could be switched from a problem-focused

to a resource-oriented approach (Pelters, Lindgren, Kostenius, Lydell, & Hertting, 2021).

General strengths & limitations

A particular strength of this dissertation lies in the application of multiple methods for connecting
quantitative gender differences of health literacy in migrants to the perceptions of healthcare
professionals on how gender exerts its influence on health literacy in transcultural treatment
settings. To my knowledge, Study | is the first systematic review and meta-analysis on gender
differences of health literacy in migrants. It includes previously unpublished data from 15 studies.
Studies Il and Il apply a novel approach to examine health literacy in migrants by using the

integrated model of health literacy as a framework for qualitative content analysis.

There are several limitations to this dissertation. First, the perspective of migrants was not
included for practical reasons. We felt that we could not thoroughly explore the migrants’
perspective with the financial and time resources at hand. One main reason was that dealing with
the language barrier would either involve costly and time-consuming solutions such as hiring
translators or native-speaking research staff, or it would otherwise be necessary to exclude
participants with low levels of German proficiency. However, half of the healthcare professionals
who took part in the qualitative studies had a migration background themselves, and all of them
had worked with migrants of multiple origins, so that a broad range of impressions could be
incorporated into the qualitative data. Ironically, the challenges posed to our research were the
very same challenges as described by the participants in the FGD regarding their own work with
patients with a migration background, namely a lack of time and money. These problems

hindered us from implementing similar solutions as the healthcare professionals had proposed
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for their own work - take more time and/or hire translators to successfully communicate with
migrants. And in the end, the participants of our FGDs who had a migration background were the
ones to step into the breach: as translators for migrant patients in their own work, and as

representatives of persons with a migration background in ours.

As with research on minorities in general, research about migrants always runs the risk of
reproducing stereotypes and contributing to discrimination simply by subordinating them to a
common category. Still, since migrants have been consistently identified as a disadvantaged
group, the only way to address these disadvantages is to examine them as a group in an

appropriately careful and sensitive manner, which is what | have tried to do in this dissertation.

Second, there is a clear man-woman-dichotomy in all parts of this dissertation. Other
genders are not mentioned, and gender roles are not deeply explored. The reason for this is that
gender was not reported beyond this dichotomy in the research we reviewed in Study | - if it was
reported at all. In the FGD described in Studies Il and Ill, participants consistently referred only to
the dichotomy of women and men as well. Furthermore, non-heterosexual persons and
relationships were not mentioned. Hence, the findings of the research presented here are limited
to gender differences and gender specifics in cisgender, heterosexual migrant men and women.
Finally, two major events took place while | was writing this doctoral thesis: the Corona pandemic
and the Russian invasion of Ukraine. These events began after the studies presented here were
conducted. However, as these events are of great importance to my research topics, | relate to

them where it seems appropriate to do so.

General conclusion

To summarize, the present thesis project revealed a slightly higher health literacy in female
compared to male migrants in a systematic review and meta-analysis, and a notable lack of
research on migrant men'’s health literacy. At the same time, instead of making comparisons
between men's and women'’s health literacy, healthcare professionals participating in FGD

described health literacy mainly as gender-specific. They reported different challenges and
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applied solutions for men and women in transcultural treatment situations. Moreover, the
genders’ health literacies seem to be interdependent, as men’s and women's handling of health
information was described to interact and mutually influence each other. Further research
should also look into gender differences in the health literacy of the major population, and into
the influence of gender roles on health literacy. In the context of migration, future research
should explore the strengths and shortcomings of each gender’s health literacy, study the health
literacy of men, and investigate the interdependence of men’s and women'’s health literacies
more deeply. In doing so, the application of mixed-methods approaches and participatory
research can help to better understand the complex interactions of gender, health literacy, and
migration. As researching health literacy in migrants may reveal issues also concerning the
general population as if viewed under a magnifying glass, these findings could apply to the
general populations as well. Interventions for strengthening female and male migrants’ health
literacy should be developed in a participative manner to establish trust and allow for the
creation of solutions coming from the respective migrant communities. Meanwhile, the
establishment of insurance-covered interpreters and cultural mediators is recommended for
mitigating the communication problems that harm the mutual understanding of migrants and

healthcare professionals in a health care system marked by systemic time pressure.
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Epilogue

So what do the findings of this dissertation mean for the imaginary migrants described in the
preface of this document? Both, the woman, and the man, may have different strategies to cope
with their health issues. Maybe the woman has a slight advantage, as she might be more open to
communicate with others about how to solve her medical problem. There is a good chance that
she will be in exchange with other women, who share their own experiences with her. If the man
and the woman are a couple, each one's health literacy could limit that of their partner - or
enhance it. She might persuade her partner to accept psychotherapy. He may try and forbid her
visiting a male physician, or he might offer to accompany her in case she is unsure. At any rate, if
they could find healthcare professionals of the same origin as themselves, or translators able to
solve language issues, they would be in a profoundly better situation. After all, once the language
barrier can be overcome, the problems the two migrants face do not differ much from that of
other patients. Most importantly, one should hope for a welcoming, inclusive society and a well-
equipped health care system awaiting them to jointly deal with the challenges that come with

gender, health literacy, and migration.
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