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Abstract 

Understanding determinants of health behavior engagement is key to promoting health outcomes. 

One such determinant is health literacy, the capacity to obtain, process, and understand basic 

health information and services needed to make appropriate health decisions (Baker et al., 2006). 

In this study we aimed to meta-analyze the effect of health literacy on health behavior 

engagement and outcomes across studies. We conducted a systematic search of published and 

unpublished literature (k = 203) to examine the overall relationship between health literacy, 

health behaviors, and health outcomes as mediated by social cognition constructs (attitudes, self-

efficacy, knowledge, and risk perceptions). Meta-analysis indicated significant correlations 

between model constructs, particularly health literacy with knowledge and well-being, between 

self-efficacy and knowledge, attitudes, risk perceptions, and health behavior, and between risk 

perceptions and attitudes. A structural equation model based on the synthesized correlations 

indicated that self-efficacy and attitudes mediated the relationship between health literacy and 

health behavior. There were also total indirect effects of social cognition constructs on the health 

literacy-health behavior relationship. Analysis of health literacy measure type, sample origin, and 

behavior type revealed few differences in model results. Findings support that health literacy is 

associated with health behavior engagement, and this relationship may be explained by various 

health beliefs. Understanding the effects of health literacy or health beliefs on health behaviors 

may potentially be informative for future research aiming to promote health outcomes broadly.    

 

Keywords: health literacy; health behavior; self-efficacy; meta-analytic structural equation 

modeling
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Health Literacy, Social Cognition Constructs, and Health Behaviors and Outcomes: 

A Meta-Analysis 

Non-communicable diseases such as heart disease, cancer, and type II diabetes are 

responsible for considerable morbidity and mortality worldwide (Hyde et al. 2012; Lippke et al. 

2012; World Health Organization, 2014). Epidemiological research indicates that incidence of 

these diseases is associated with participation in health behaviors such as engaging in regular 

physical activity, eating a healthy diet, adhering to medication, not smoking, and drinking only in 

moderation (Hales et al., 2018; Hyde et al., 2012; Li et al., 2019; Mesas et al., 2012; Onat, 2001; 

Ouyang et al., 2012). However, population level participation in health behaviors and abstinence 

from health risk behaviors remains low and insufficient to reduce disease risk (Murimi & Harpel, 

2010). Importantly, research has also indicated that underserved populations in particular have 

disproportionately higher rates of incidence of these diseases (Braveman, 2006) and lower 

incidence of health behavior participation (Hyde et al., 2012; Lee & Loke, 2005; Lippke et al., 

2012; Mojtabai & Olfson, 2003). For example, studies have shown that socio-structural variables 

that represent disadvantage such as racial/ethnic group, socioeconomic status, or education level 

are related to higher disease risk and poorer health outcomes (Braveman, 2006). In addition, 

these variables have also been associated with lower participation in health behaviors (Schüz et 

al., 2017; Schüz et al., 2020; Wardle et al., 2016). Governments and health practitioners have, 

therefore, recognized the need to develop efficacious behavioral interventions aimed at 

promoting health behavior participation (Haider et al., 2016). This has been identified as a 

particular priority in underserved populations such as those of lower socioeconomic status or in 

racial/ethnic minority groups, with the goal of addressing observed disparities in health behavior 

participation and disease risk. 

Development of efficacious behavioral interventions necessitates a fundamental 

understanding of the behavior and, in particular, potentially modifiable determinants, that may be 

targeted for change through intervention content (Hagger et al., 2020; Nielsen et al., 2018). A 

prominent approach to identifying these determinants is through the application of social 

cognition theories from psychology, which outline how individuals’ beliefs regarding a given 

target health behavior relate to their intention toward, and actual participation in, the behavior in 

future. The value of identifying these determinants is that they may signal potential targets for 

change in behavioral interventions. Social cognition theories have been applied extensively in 

health behavior research, and meta-analyses have demonstrated consistent associations between 

social cognition constructs such as attitudes, self-efficacy, social norms, and risk perceptions and 

health behavior participation (Brewer et al., 2007; Sheeran et al., 2016; Zhang et al., 2019). 

Recent research has also investigated relations between social cognition beliefs with 

respect to health behaviors and socio-structural variables that represent disadvantage. The 

research may assist in providing an explanation of observed disparities in disease incidence and 

poorer health outcomes in disadvantaged and underserved populations. For example, chronic 

disadvantage reflected in lower socioeconomic status or education level has been shown to be 

related to individuals’ beliefs regarding their illness risk or the efficacy of behavior in promoting 

health (Adams et al., 2013; Orbell et al., 2017; Sawyer et al., 2012). These relationships may be 

because individuals from these disadvantaged groups attach less value to health, do not have 

adequate knowledge or understanding of the link between behavior and health, or perceive they 

have limited access to means to engage in health behaviors (e.g., cost of food, access to 

facilities). Taken together, these findings imply that social cognition variables may form part of 

the mechanism by which socio-structural variables representing disparity relate to health 
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behavior participation. To this end, researchers have proposed and tested mediation models in 

which relations between socio-structural variables and health behavior participation are mediated 

by social cognition constructs (Adams et al., 2013; Hagger & Hamilton, 2021). For example, 

Adams and colleagues (2013) demonstrated that relations between health literacy and 

participation in health behaviors (cigarette smoking, fruit and vegetable consumption, physical 

activity) were mediated by risk perceptions. Similarly, Hagger and Hamilton (2021) further 

supported this idea by conducting a meta-analysis on the effects of socioeconomic status and 

constructs from the theory of planned behavior on intention and engagement in health behavior. 

Although model tests indicated residual effects of the socio-structural variables on intention and 

behavior, these data demonstrated that relations between socio-structural variables and health 

behavior participation were at least partially accounted for by social cognition beliefs such as 

attitudes, perceived behavioral control, and attitudes, and offer a mechanistic explanation for 

observed disparities in health behavior (for review see McKinley et al., 2020). 

A socio-structural variable that has been shown to indicate substantive disadvantage in 

health contexts is health literacy. Health literacy is defined as the degree to which individuals 

have the capacity to obtain, process, and understand basic health information and services 

needed to make appropriate health decisions (Baker et al., 2006). Individuals with ‘adequate’ 

health literacy are better able to comprehend health information and are able to make informed 

personal health decisions and understand health consequences (Beauchamp et al., 2015; Sentell 

et al., 2014). Importantly, health literacy reflects disadvantage as lower or ‘inadequate’ levels are 

associated with lower education and socioeconomic status (Beauchamp, 2015; Sentell, 2013). 

Inadequate levels of health literacy are highly prevalent; a study of American adults found only 

12% of adults to have proficient levels of health literacy, while 36% have only very basic levels 

of health literacy (Cutilli & Bennett, 2009). Inadequate health literacy has consistently been 

linked with poorer health outcomes and higher rates of all-cause mortality (Hawkins et al., 2011; 

Liu et al., 2015; Peterson et al., 2011). Meta-analyses have shown an association between health 

literacy and overall health status, as well as an association between health literacy and all-cause 

mortality (Mayberry et al., 2018; Wolf et al., 2005). In addition, inadequate health literacy is 

associated with lower levels of participation in health behaviors. For example, lower levels of 

health literacy are associated with decreased engagement in physical activity and medication 

adherence (Lim et al., 2021; Zhang et al., 2014). 

Considering research proposing that belief-based constructs from social cognition 

theories may provide a mechanistic explanation for observed disparities in health behavior 

engagement, as indicated by socio-structural variables, it follows that these constructs may offer 

a potential explanation for the association between adequate health literacy and health behavior 

participation and, by extension, health outcomes. Specifically, individuals with adequate levels 

of health literacy may be more likely to hold adaptive beliefs with respect to health behavior 

engagement, beliefs which theory and research have been shown to be related to health behavior 

engagement (Peterson et al., 2007; Soones et al., 2017). As a consequence, the belief-based 

constructs from social cognition theories may serve to mediate the observed association between 

health literacy and health behavior participation and outcomes. For example, individuals with 

inadequate levels of health literacy may lack the knowledge, interpretive capacity, or ability to 

translate risk-related information, particularly, for example, information linking health with 

behavior (e.g., linking foods labeled as high in dietary fat or sugar with heart disease risk). This 

will then be reflected in their evaluations of utility (e.g., attitudes) and risk (e.g., risk 

perceptions) with respect to their dietary choices. Consistent with theory, these beliefs will be 
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implicated in their decisions to participate in dietary behaviors. In the long run, this may impact 

health outcomes (e.g., risk of heart disease). Taken together, this implies a mediational model in 

which effects of health literacy on health behavior and health outcomes is mediated by belief-

based social cognition theories. 

To date there is no research has studied the proposed mediation of effects of health 

literacy consistent with the proposed mediation model and with previous research testing social 

cognition constructs as mediators of effects of other socio-structural variables on health behavior 

participation and outcomes. However, an emerging body of research has tested associations 

among health literacy, social cognition constructs, and health behavior participation and 

outcomes. This affords the opportunity to test effects of the proposed model by pooling 

correlations among model constructs from this research using meta-analysis with the synthesized 

data. In the current study we aimed to do precisely that; leveraging the body of existing research 

reporting correlations among health literacy, social cognition constructs, health behavior, and 

health outcomes to evaluate the tenability of our unique mediation model. The value of the 

research lies in its potential to provide a mechanistic explanation for the effect of health literacy 

on health behavior and health outcomes mediated by social cognition constructs. 

Examining relations among health literacy, social cognition constructs, and health 

behavior, including the mediating effect of social cognition constructs on the health literacy-

health behavior and health outcomes relationships across studies using meta-analysis will 

provide estimates of the size and associated heterogeneity of the effects. Estimation of these 

overall effects it useful in a general sense as it will provide information the precision of the 

estimates across studies and whether or not they differ from the null. However, given studies are 

likely to have been conducted in multiple populations, contexts, and behaviors, variability in 

effects across studies according to these variables is expected. For example, effect of social 

cognition constructs relating to normative beliefs may vary by behavior type; behaviors that are 

likely to affect others (e.g., smoking) or are likely to be co-acting or frequently performed in 

social contexts (e.g., eating) may be more subject to normative influences than behaviors less 

likely to affect others (e.g., screening attendance) or usually performed solo (e.g., physical 

activity). Similarly, effects of health literacy may also be larger for certain behaviors, particularly 

those where understanding of health information is likely to be central to decisions perform them 

(e.g., screening, vaccination). We therefore aim to test the moderating effects of key moderator 

variables on relations among constructs in the proposed model and, by extension, the extent to 

which social cognition constructs mediate health literacy effects. These proposed moderation 

effects notwithstanding, we expect observed variability in the correlations among these variables, 

and in the effects of the proposed model, across levels of the moderator variables to vary in size 

rather than presence or absence. This is because social cognition models are proposed to 

represent general decision-making processes, so the expected pattern of effects is expected to be 

consistent regardless of population, context, and behavior even though the size of the observed 

effects may differ. 

The Present Study 

The purpose of the present study was to synthesize relations among health literacy, social 

cognition constructs, and health behaviors and outcomes using meta-analysis, and use the meta-

analytically synthesized relations among these constructs to test our unique model in which 

effects of health literacy on health behavior and outcomes is mediated by social cognition 

constructs, consistent with previous primary research testing similar models (e.g., Adams et al., 

2013). Our analysis was conducted in two stages. In the first stage, we aimed to synthesize 
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correlations among health literacy, social cognition constructs, and health behaviors and 

outcomes across studies using meta-analysis. To do so, we identified relevant studies that 

included measures of the key variables, and coded the health literacy, social cognition constructs, 

and health behaviors and outcomes measures into relevant categories. Next, we estimated 

averaged bias-corrected correlations among these variables using meta-analysis. We 

hypothesized non-zero correlations among health literacy, social cognition, health behavior and 

health outcomes. 

Next, we evaluated the predictions of our proposed mediation model using the 

synthesized correlation matrices among health literacy, social cognition, health behavior and 

health outcomes using meta-analytic structural equation modeling. The generalized proposed 

model is presented in Figure 1. We hypothesized non-zero indirect effects of health literacy on 

health behavior and health outcomes mediated by the social cognition constructs. In addition, we 

tested the effects of candidate moderator variables on correlations among the health literacy, 

social cognition, health behavior and health outcome variables using meta-regression. Candidate 

moderators included behavior type, type of health literacy scale used, and sample education 

level. We expected model effects may vary according to behavior type given previous research 

that has indicated variation in effect of health literacy on behavior (Levin-Zamir et al., 2016), 

and between social cognition constructs and health behavior and outcomes (Sheeran et al., 2016), 

even though the pattern of model effects is expected to generalize across behaviors, consistent 

with the premises of social cognition theorists (e.g., Ajzen, 1991). We also expect the effect of 

health literacy on behavior to vary according to health literacy measure type, as measurement 

type varies in predictive capacity (Rudd, 2015) and according to education level, as health 

literacy is highly correlated with education level (Beauchamp et al., 2015). Data permitting, we 

aimed to estimate our proposed model through meta-analyses of groups of studies defined by 

levels of each moderator. The moderator analyses are exploratory in design, and we did not make 

hypotheses regarding directionality of potential effects. In addition, we also controlled for effects 

of key demographic and study design covariates in our model tests: sample gender and age, 

sample type (clinical or non-clinical), study design, and study quality. 

Method 

Search Strategy and Study Selection 

We searched four prominent online databases (PubMed, Web of Science, Scopus, 

PsycInfo) for articles reporting associations among health literacy, social cognition variables 

(i.e., health beliefs), health behavior, and health outcomes. Search strings for each database are 

available in Appendix C (supplemental materials). In addition to the database searches, reference 

sections of other health literacy meta-analyses were searched to ensure all relevant articles had 

been identified. Prominent authors in the field were also contacted to identify unpublished data. 

The initial pool of articles was screened for duplicates by four researchers. After 

duplicates (k = 9,222) were removed, the remaining pool of articles (k = 14,077) were screened 

according to title and abstract screening protocols. Articles remaining after title and abstract 

screening were subjected to a full-test screening by two researchers each to examine their 

eligibility against a full-text inclusion criterion. Screening protocols were validated by having 

each researcher screen of a sub-set of the articles according to protocol and estimating 

agreement. At each stage, agreement between researchers was good (average Cohen’s κ = .85). 

Disagreements were discussed and resolved among the group of researchers and the screening 

protocol updated accordingly. When the researchers identified articles that satisfied inclusion 

criteria but did not report sufficient data to compute effect sizes for analysis, article authors were 
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contacted by email to request the relevant data. Authors were contacted a minimum of two times 

requesting data access. Flow of articles through the search and screening procedures is reported 

in the PRISMA diagram in Appendix B (supplemental materials). 

Inclusion Criteria 

Studies were included in the current analysis if authors reported associations between a 

measure of health literacy and measure of a social cognition construct, health behavior, or health 

outcome (e.g., health status, health related well-being). Health literacy measures were included if 

assessed valid scale. Studies utilizing proxy measures of health literacy (e.g., education level, 

socioeconomic status) were excluded. Qualitative studies, reviews including narrative and 

conceptual reviews, systematic reviews, and meta-analyses, study protocols, and editorials were 

excluded. 

Included Studies and Study Characteristics 

Article search and screening processes identified 365 articles meeting the inclusion 

criteria. Articles (k = 162) that did not report sufficient data to compute effect sizes for analysis 

and for which data from study authors were unavailable were excluded, leaving 203 articles 

eligible for analysis. A list of included articles is provided in Appendix C (supplemental 

materials). A number of studies reported data from multiple studies or samples, yielding 

additional independent samples for analysis (k = 6). The final pool of studies consisted of 209 

samples and an overall sample size of 210,622. Behaviors were grouped into health promoting 

behaviors (k = 180; e.g., physical activity, screening behaviors) or health risk behaviors (k = 45; 

e.g., smoking, alcohol consumption). Sixty-five percent of studies reported samples with 

approximately equal proportions of men and women, with 30% comprised predominantly 

women (> 75% women) and 5% comprised predominantly men (≤ 25% women). In addition, 

63% of studies were on samples originating from countries classified as those with a high level 

of education according to education rankings from online sources (Organisation for Economic 

Co-operation and Development, 2021). 

Effect Size Data Extraction and Classification of Constructs 

Data Extraction 

Effect size data were extracted from the included studies for relations between health 

literacy, social cognition constructs, health behaviors, and outcome variables. The zero-order 

correlation coefficient was identified as the effect size metric as all data relevant to the current 

analysis was correlational. Where zero-order correlations among study variables were not 

reported, we computed zero-order correlations from other available effect size data (e.g., odds 

ratios, mean differences, chi-square tests) using relevant conversion formulae. 

Construct Classification 

A perennial problem in meta-analysis is ensuring that measures used in studies were 

sufficiently representative of the key variables included in the analysis. To address this, we 

applied a classification procedure to ensure measures of health literacy, social cognition 

constructs, and behaviors were equivalent across studies. Our classification procedure was 

informed by a priori definitions of study constructs based on theory and conceptual reviews of 

the relevant variables. The construct definitions and coding protocol are available in Appendix X 

(supplemental materials). 

Health literacy. A number of health literacy measures have been adopted in previous 

research (for review see Mancuso, 2009). Due to the large number and variation in health 

literacy measures used in included articles, each measure of health literacy was read and 

examined by the researchers in order to ensure consistency in measurement. Throughout this 
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process, two broad categories of health literacy measures emerged: confidence measures and 

comprehension measures. Validated measures of health literacy typically assess the construct by 

either asking participants to rate their confidence understanding health-related information in 

medical contexts or to complete health-related tasks and include the Health Literacy 

Questionnaire (Osborne et al., 2013) and Single Item Literacy Screener (Morris et al., 2006). 

Alternative approaches prompt completion of health comprehension tasks such as identifying 

familiar health terms, responding to comprehension questions based on a short health passage, or 

by interpreting food nutrition labels. The Test of Functional Health Literacy in Adults (Parker et 

al., 1995), Rapid Estimate of Adult Literacy in Medicine (Murphy et al., 1993), and Newest Vital 

Sign (Weiss et al., 2005) utilize these health comprehension methods to assess health literacy. 

Full categorization of health literacy measures is available in supplemental materials (Appendix 

X). All health literacy measures were sorted into confidence or comprehension categories based 

on the content of the items. Health-comprehension measures comprised 44% of the included 

studies and health information-related confidence measures were used in 56% of the studies. 

Social cognition constructs. We screened studies to identify available measures 

specifically developed to tap constructs from leading social cognition theories including social 

cognitive theory (Bandura, 1977), the health belief model (Rosenstock, 1974), protection 

motivation theory (Rogers, 1975), and the theories of reasoned action and planned behavior 

(Ajzen, 1991). We also identified constructs that were measured using bespoke measures of 

constructs that made reference to social cognition constructs but were not developed according to 

theory guidelines or adopted more integrated theoretical approaches. Alongside the extraction, 

we developed a set of definitions of key social cognition constructs informed top-down by prior 

classification systems used to develop ‘core’ sets of social cognition constructs from leading 

theories (e.g., Hagger et al., 2017; McMillan & Conner, 2007; Protogerou et al., 2018) and 

bottom-up by the reported measures of social cognition constructs from the included studies and 

the theories on which they were based. The classification system was then used to develop a 

coding system, which was used to assign measures of social cognition constructs from each 

study to a defined social cognition construct in the classification. In all cases, we ensured that the 

assignment was based on the content of the measures rather than the terms used to describe the 

constructs, as researchers’ construct definitions often do not necessarily match the content of the 

items used (Block, 1995; Hagger, 2014). Coding of study measures in accordance with the 

classification protocol was conducted by one researcher with a sub-sample of studies 

independently coded by a second researcher to confirm validity. Inter-coder agreement was high 

(Cohen’s κ = .89). A majority of studies included measures of specific constructs from typical 

social cognition constructs with measures of self-efficacy (k = 32), knowledge (k = 42), attitudes 

(k = 3), and risk perceptions (k = 8) occurring most frequently. The classification protocol and 

definitions of the social cognition constructs are available in Appendix X (supplemental 

materials).  

Behavior measures. We identified the target behavior or behaviors of each study and 

classified them into broader categories based on prior research (McEachan et al., 2011). The 

categories included health-promoting and health risk behaviors.  The most frequently reported 

health-promoting behaviors were physical activity, nutrition, medication adherence, illness 

management behaviors, oral health behaviors, and other general preventive health behaviors (i.e., 

preventive screening). The most frequently reported health risk behaviors were smoking and 

alcohol consumption. A number of studies reported multiple target behaviors (k = 38). The vast 

majority of studies measured behavior using self-report methods (k = 245) and few adopted non-
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self-report measures (k = 43). Behavior measures were assessed by standardized validated scales 

in some cases, but many studies adopted bespoke, single-item frequency measures.  

Health outcome measures. Health outcome measures included self-report and non-self-

report assessments of health status. Examples of non-self-report measures included glycosylated 

hemoglobin (HbA1C) in diabetics, blood pressure, asthma quality, or the presence of an illness. 

Self-report measures included previously validated measures of physical and psychological well-

being such as RAND-36 (Hays et al., 1993) and the Quality of Life in Epilepsy Inventory 

(Cramer et al., 1998). Validated measures of self-rated health included the Short Form 12 Health 

Survey (Ware et al., 1996), the Addiction Severity Index (McLellan et al., 1992), and the CAGE 

Questionnaire (Ewing, 1984). We classified outcome measures into two broad categories: health 

status measures (k = 95) and well-being measures (k = 18). The basis for classification into 

health status was measures that assessed some sort of physical health outcome, while measures 

of well-being encompassed those measures assessing psychological outcomes (e.g., health-

related quality of life). Identified measures and their classification into status and well-being 

categories are summarized in Appendix X (supplemental materials). 

Moderator and Covariate Coding 

Three candidate moderators were selected and coded as potential influences on the 

relation between health literacy and health behaviors and outcomes: health literacy measure type 

(comprehension or confidence), health behavior type (protective or risk behavior), and country of 

origin (based on country’s education level; dichotomized as high or low). In addition, a series of 

study characteristics were coded for covariate assessment, including demographic characteristics 

of study samples, sample type, and study quality. Moderator and covariate coding is summarized 

in Appendix X (supplemental materials).   

Moderator Variables 

We aimed to evaluate whether relations between health literacy, social cognition 

constructs, and health behavior and outcomes varied according to three candidate moderators: 

health literacy measure type, sample education level, and health behavior type. We therefore 

coded studies into meaningful categories according to these moderator variables and aimed to 

estimate the proposed model in groups of studies in each moderator category. 

Health literacy measure type. A number of measures of health literacy were identified 

in the present sample of studies, with the Short Test of Functional Health Literacy in Adults 

(Baker et al., 1999) and the Rapid Estimate of Adult Literacy in Medicine (Murphy et al., 1993) 

measures the most frequently adopted. Content analysis of the items used in these measures in 

our construct classification identified two broad categories: health-comprehension measures (k 

=121) and health information-related confidence measures (k = 88).  

Education level. We reasoned that relations between health literacy, health beliefs, 

health behaviors and outcomes would differ across samples according to education level. In the 

absence of sample-level data on education level, we used national-level data as a broad indicator 

of sample education level. We therefore coded studies according to the national education level 

ranking of the country of origin based on the global education indicator published by the 

Organization for Economic Co-operation and Development (OECD, 2021). Samples were 

assigned to a high or low education category if the country of origin appeared top or bottom 50% 

of OECD global education rankings, respectively. 

Health behavior type. Included studies targeted multiple health behaviors, and these 

were classified into health promoting (k = 180) and health risk (k = 45) behaviors for our 

moderator analysis, consistent with previous research (McEachan et al., 2011). Health promoting 
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behaviors were defined as those expected to lead to improvement in health outcomes (e.g., 

physical activity engagement, healthy eating behaviors, medication adherence, screening 

attendance), and health risk behaviors were defined as those likely to have deleterious health 

consequences (e.g., tobacco smoking, excessive alcohol consumption, sedentary behavior). 

Covariates 

Demographic characteristics. Each sample included in the analysis was assessed for 

demographic characteristics that were included as covariates in the final analysis. Samples were 

classified as older (k = 45) if the reported average age of the sample was 40 years or above with 

a standard deviation below 15, younger (k = 54) if the average sample age was under 40 years 

with a standard deviation less than 15. Studies with samples with a high range or variability in 

the age of the included participants were coded as balanced age samples. Consistent with 

previous meta-analyses (Hamilton et al., 2020), samples were coded as majority female (>=75% 

female; k = 52), majority male (<=25% female; k = 14), or balanced gender profile (>25% 

female and < 75% female; k = 138). Age and gender coding were included as covariates in 

subsequent analyses. 

Sample characteristics. Samples of the included studies were identified as clinical (k = 

109) if studies took place in a hospital or healthcare setting or if diagnosis of a specific health 

condition (i.e., diabetes, heart disease) was a pre-requisite for inclusion in the study. Non-clinical 

samples (k = 94) comprised all other samples.  

Study quality. The methodological quality of each included study was assessed using the 

Quality Assessment Checklist for Survey Studies in Psychology (Q-SSP) checklist (Protogerou 

& Hagger, 2020). The Q-SSP is a twenty-item checklist assessing the quality of reporting of four 

different categories of the assessed study: introduction, participants, data, and ethics. Assessment 

of studies using the checklist yields an overall quality score out of 20, which was used as 

continuous covariate in subsequent analyses. The Q-SSP checklist is available in supplemental 

materials (Appendix X). 

Study design. All data used in this meta-analysis were correlational in design. The 

majority of studies utilized a cross-sectional design in which all variables were measured on a 

single occasion (k = 187). A minority of studies longitudinal designs which included a time lag 

between collection of data on measures of health literacy or social cognition constructs and 

health behavior or outcome (k = 16). Classification of studies into cross-sectional or longitudinal 

design was included as a dichotomous covariate in subsequent analyses. 

Data Analysis 

Multi-level meta-analysis of correlations 

In the first stage of the analysis, we estimated the averaged bias-corrected correlations 

among the health literacy, the social cognition constructs, and health behavior and health 

outcome measures across studies using random-effects multi-level meta-analysis. Multi-level 

meta-analysis was used to account for dependency for studies that included multiple effect sizes 

within each study, such as multiple measures of health literacy, behavior, or outcomes, or 

measured multiple correlations between variables over time. The multi-level approach is a 

elegant means to account for dependency as other means such as aggregation results in data loss. 

The analysis yielded point estimates for each correlation after correcting for sampling error with 

accompanying confidence intervals and percentage of the total variability attributable to each 

level of the analysis (Cheung, 2014). Cochran’s Q provided a formal estimate of heterogeneity in 

the effect size for each averaged correlation with an estimate of true variability given by the τ2 

coefficient. 
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Meta-analytic structural equation models 

We tested the predictions of our proposed model in which the effect of health literacy on 

health behavior and health outcomes was mediated by the social cognition constructs using meta-

analytic structural equation modeling (MASEM; Cheung, 2015a, 2015b). In the analysis, the 

matrix of correlations of model constructs extracted from the included studies in the analysis was 

pooled using meta-analysis and the fit of a model specifying the proposed relations among the 

constructs of the proposed model evaluated. The analysis yields overall model fit statistics as 

well as standardized point and variability estimates of the proposed relations among the 

constructs as stipulated in the model. The analysis was implemented using two-stage multi-level 

MASEM using the metafor (Viechtbauer, 2010) and metaSEM (Cheung, 2015b) packages in R. 

As our data included multiple effect size estimates within studies, we used Wilson et al.’s 2016) 

procedure to correct each correlation in the matrices used in the MASEM analysis using multi-

level meta-analysis. This procedure also allowed for the adjustment of each correlation in the 

matrix for key covariates: sample age and sex, sample type, study type, and study quality. 

Analysis of Moderators 

Effects of moderator variables on the effects in our proposed model were tested by 

separate MASEM estimation of the model in groups of studies at each level of the moderator 

variables. As with the overall model tests, we used multiple criteria for goodness of fit to 

evaluate the adequacy of the model in each moderator group. Also consistent with the overall 

analysis, we estimated models in moderator groups that were adjusted and unadjusted for 

covariates. We evaluated differences in the standardized parameter estimates for model effects 

including the indirect effects of health literacy on health behavior and outcomes mediated by the 

social cognition variables by comparing effect sizes of parameter estimates across moderator 

groups. We therefore computed the 95% confidence intervals of the difference in the parameter 

estimates across the models (Schenker & Gentleman, 2001). A statistically significant difference 

in the parameter estimates across moderator groups was confirmed when the confidence interval 

did not include zero. A formal difference test is provided using Welch’s t-test. Finally, in the 

event of small numbers of studies in the cells of the synthesized correlation matrices precluded 

model estimation in some moderator groups, we conducted sensitivity analyses instead which 

enabled us to determine whether our conclusions with respect to model effects changed when the 

studies at a specific level of the moderator were omitted from the analysis. 

Assessment of Bias 

Evaluation of potential selective reporting bias on each averaged correlation among study 

variables was assessed using a panel of bias-correction methods (Carter et al., 2019). The first set 

of analyses were based on ‘funnel’ plots of study effect sizes against an estimate of their 

precision (e.g., the inverse standard error. These included Begg and Mazumdar’s (1994) rank 

correlation test, Duval and Tweedie’s (2000) ‘trim and fill’ analysis, regression tests including 

Sterne et al.’s (2001) ‘classic’ regression test and two alternatives, the precision effect test (PET) 

and the precision effect estimate with standard error (PEESE) (Stanley & Doucouliagos, 2014). 

A significant rank correlation test, a large number of imputed studies in the trim and fill analysis, 

and significant effects of the precision estimate in the regression models signal significant bias. 

The trim and fill and regression tests also provide ostensibly ‘bias’ free estimates of the 

correlation. These analyses were implemented using the metafor package in R. 

A second set of analyses were based on selection methods derived from Hedges’ (1984) 

original model and modifications thereof (Iyengar & Greenhouse, 1988; Vevea & Hedges, 

1995). These methods estimate the extent of bias in an effect size by comparing a selection 
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model in which certain parameters of bias are present with a data model. The models used 

included Vevea and Hedges’ three-parameter selection model, and two recent implementations, 

known as the p-curve and p-uniform* procedures. The three-parameter selection model, p-curve, 

p-uniform* analyses were implemented using the weightr (Coburn & Vevea, 2019), dmetar 

(Harrer et al., 2019), and puniform (Van Aert, 2020) functions, respectively, in R. 

The bias correction methods were implemented in the zero-order correlations using 

conventional random effects meta-analysis because bias detection techniques have not been 

implemented with multi-level models. We therefore aggregated effect sizes within studies using 

Hunter and Schmidt’s (2015) formula and set the within-study correlation between effect sizes at 

0.50 (Wampold et al., 1997) using the MAc package (Del Re & Hoyt, 2018) in R. 

Results 

Meta-Analysis of Correlations 

Averaged bias-corrected zero-order correlations and corresponding variability statistics 

from the multi-level multivariate meta-analysis among health literacy, social cognition 

constructs, and health behavior and outcomes are presented in Table 1. In all cases, correlations 

were non-zero and most were small-to-medium in size (range r = .060 to .309) with moderate-to 

high heterogeneity in most cases and statistically significant Q-values. The largest correlations 

were between health literacy and knowledge and well-being, between self-efficacy and 

knowledge, attitudes, risk perceptions, and health behavior, and between risk perceptions and 

attitudes (rs > .200, p < .001). There were insufficient studies in the current sample to estimate 

averaged correlations between the social cognition constructs and well-being, and between risk 

perceptions and health status. 

Tests of the Proposed Model  

Standardized parameter estimates and 95% confidence intervals for the direct and indirect 

effects the proposed model from the multi-level meta-analytic structural equation model for the 

full sample of studies are presented in Table 5. Focusing on the direct effects, we found 

statistically significant effects of health literacy on each social cognition construct with small-to-

medium effect sizes. There were also statistically significant effects of attitudes, risk perception, 

and self-efficacy on behavior with small-to-medium effect sizes, while effects of the remaining 

social cognition constructs on behavior were no different from zero. In addition, direct effects of 

social cognition effects on health status were no different from zero. Finally, there were direct 

effects of health literacy on both behavior and health status. 

Importantly, there were statistically significant indirect effects of health literacy on 

behavior mediated by self-efficacy and attitudes. That there was a residual effect of health 

literacy on health behavior indicated that the indirect effects of health literacy on behavior 

through self-efficacy and attitudes represented partial mediation. However, the sum of indirect 

effects of health literacy on health behavior accounted for a substantive proportion of the total 

effect of health literacy on health behavior. The mediation proportion statistic (PM; Ditlevsen et 

al., 2005), which provides ratio of the total effect to a mediated effect, indicated that the sum of 

indirect effects of health literacy on behavior through these social cognition constructs accounted 

for over one half of the total effect of health literacy on health behavior (PM = .569). 

By contrast, there were no significant indirect effects of health literacy on health status 

through any of the social cognition constructs. However, we found a statistically significant sum 

of indirect effects of health literacy on health status through all of the social cognition constructs. 

Although each of the constituent indirect effects were small and not statistically significant, 

when added together they yield a significant total indirect effect. In fact, the sum of indirect 
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effects of health literacy on health status through the social cognition constructs accounted for 

over one-third of the total effect of health literacy on health status (PM = .391). These findings 

indicate that while health literacy contributes uniquely to health behavior participation and health 

outcomes, social cognition constructs explain substantive proportions of these effects.  

Analysis of Moderators 

We planned to examine effects of our candidate moderator variables (behavior type, 

health literacy moderator type, country of origin) on relations among constructs in our proposed 

model by estimating the model separately in groups of samples at each level of the moderator. 

However, there were insufficient studies at some levels of the moderator analyses leading to 

empty cells in the pooled matrix of correlations used as input for the meta-analytic structural 

equation model. As a consequence, we were unable to estimate the model in groups of studies at 

the health risk behavior level of the behavior type moderator, at the comprehension measures of 

health literacy level of the health literacy measure moderator, and at the high education country 

level of the country-of-origin moderator. Our alternative approach was to conduct sensitivity 

analyses to evaluate the extent to which excluding studies from the sample at these levels of the 

moderator affected our conclusions on model effects based on the analysis in the overall sample. 

Overall model results of the models estimated in the sensitivity analysis are presented in Table 3 

and parameter estimates, 95% confidence intervals, and formal comparison of effects across the 

sensitivity analysis models with the model estimated in the overall sample are presented in Table 

6. 

For the health literacy measure type analysis, results indicated larger effects of health 

literacy on self-efficacy and knowledge in the model excluding studies using comprehension 

measures of health literacy relative to the overall model. In addition, sums of indirect effects and 

total effects of health literacy on behavior were also larger in this group compared to the model 

in the overall sample. For the education level sensitivity analysis, result revealed a smaller effect 

of health literacy on knowledge for the model excluding studies from countries with higher 

education level compared to the model in the overall sample. In addition, the indirect effect of 

health literacy on behavior through self-efficacy, and the sums of indirect effects and total effects 

of health literacy on behavior, were smaller compared to the model in the overall sample. 

Finally, for the behavior type sensitivity analysis, we found no differences in model parameter 

estimates in the model excluding health risk behavior relative to the model estimated in the 

overall sample. Overall, high heterogeneity was observed in all models in the sensitivity analyses 

based on statistically significant Q-values and I2 values greater than 50%. 

Assessment of Publication Bias 

Results of the publication bias analyses applied to the averaged correlations among study 

variables are presented in Table 4. Taken together, the profile of estimates across the panel of 

bias analyses suggests limited evidence of systematic bias in the correlations in the present study, 

a small number of idiosyncratic findings of significant bias excepted. For the analyses based on 

the funnel plot, we found non-significant rank correlation tests, non-significant z-tests from the 

Sterne’s regression analyses, and low numbers of imputed studies in the trim and fill analyses. 

Similarly, for the analyses based on selection models, we found significant skewness and non-

significant flatness estimated for the p-analyses, non-significant bias estimates from the p-

uniform* analysis, and non-significant bias estimates from the 3PSM analysis. Correlations 

corrected for bias from these analyses were also not appreciable different from the original 

correlation in most cases. It is important to note that we cannot rule out the possibility of 

significant publication bias for correlations effects where we were unable to compute publication 
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bias statistics due to small sample sizes. Furthermore, it is also important to note that substantive 

heterogeneity was observed in most of the averaged correlations, and some bias analyses do not 

provide precise estimates under conditions of high heterogeneity. These limitations 

notwithstanding, the current analyses provided limited evidence of extensive bias among the 

correlations in the current analysis.  

Discussion 

The purpose of the present study was to synthesize relationships between health literacy, 

belief-based constructs from social cognition theories (attitude, self-efficacy, norms, self-

efficacy, treatment beliefs), health behaviors, and health outcomes (health status, psychological 

well-being) across samples using meta-analysis. In addition to estimating the averaged zero-

order correlations among these variables and their heterogeneity across studies, a key aim of the 

study was to estimate a proposed model in which relations between health literacy and health 

behavior and outcomes were mediated by social cognition constructs using meta-analytic 

structural equation modeling. Results indicated statistically significant averaged correlations 

among the study variables across studies, with particularly strong correlations between health 

literacy and knowledge, attitudes, and well-being, between self-efficacy and attitudes and health 

behavior, and between risk perceptions and attitudes. Tests of the proposed model indicated that 

relations between health literacy and health behavior were mediated by attitude and self-efficacy, 

leading to significant sums of indirect effects of health literacy on health behavior. There were 

also significant sums of indirect effects of health literacy on health outcomes mediated by social 

cognition constructs, even though none of the specific indirect effects exceeded conventional 

levels of statistical significance. Sensitivity analyses used to examine moderator effects in the 

proposed model revealed larger effects of health literacy on self-efficacy and knowledge, and 

larger sums of indirect effects and total effects of health literacy on behavior, when studies using 

comprehension measures of health literacy were excluded. In addition, effects of health literacy 

on knowledge, the indirect effect of health literacy on behavior through self-efficacy, and the 

sums of indirect effects and total effects of health literacy on behavior, were smaller when 

studies conducted in countries with higher education level were excluded. Taken together, 

current results yield important information on potential mechanisms by which health literacy 

may relate to health behavior and health outcomes, and the contextual variables that likely affect 

these relations. 

Health Literacy, Social Cognitions, and Health Behavior and Outcomes Relations 

Current findings corroborate results of previous studies examining relations between 

health literacy and participation in health behavior and health outcomes. For example, research 

has demonstrated that adequate health literacy is associated with better diet quality and food 

label use (Cha et al., 2014), decreased smoking incidence (Husson et al., 2015), and higher rates 

of physical activity participation (Husson et al., 2015). Our research extends these findings by 

demonstrating that adequate levels of health literacy are associated with increased participation 

in behaviors that promote health (e.g., physical activity, healthy eating, screening attendance) 

and inadequate levels of health literacy are associated with increased participation in health risk 

behaviors (e.g., screening avoidance, smoking, excessive alcohol consumption). In addition, 

previous research has shown that adequate health literacy is associated with better health 

outcomes including subjective reports of health, and lower incidence of, or effective 

management of, chronic conditions (Kim, 2009). Consistent with this research we found positive 

associations between health literacy and health status across studies. Taken together our findings 

further corroborate the notion that individuals who lack capacity to comprehend or interpret 
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health-related information are less likely to participate in behaviors that are likely to support 

good health, and more likely to report poor health outcomes and lower levels of psychological 

well-being. Our further contributes to the evidence base indicating considerable disparities in 

health behavior participation and health outcomes, particularly among underserved populations 

with lower levels of income and education (Crook & Peters, 2008; Freedman et al., 2011; 

Mackenbach et al., 2008). 

A further important finding of the current study is the significant correlations between 

health literacy and social cognition constructs across studies. These findings are also consistent 

with observed relations between socio-structural variables that may indicate inequality (e.g., 

socio-economic status, race, education level) and social cognition constructs that are likely 

implicated in previous behavioral engagement (Adams et al., 2013; Hagger & Hamilton, 2021; 

Orbell et al., 2017). Specifically, our results indicated that adequate levels of health literacy were 

associated with increased self-efficacy, knowledge, and attitudes, and lower risk perceptions, 

with respect to health behavior participation across studies. This further extends research that has 

identified disparities in health behavior among those with inadequate health literacy by 

indicating that similar disparities exist in individuals’ beliefs known to be implicated in health 

behavior participation (Adams et al., 2013). Individuals with inadequate health literacy, 

therefore, may be less likely to express beliefs with respect to the utility, risk, capacity, and 

know-how when it comes to health behaviors. Prior research on health disparities has speculated 

that this lower endorsement of beliefs may be attributable, for example, to disenfranchisement or 

prejudice in the healthcare system or, as in the case of the health literacy effects observed in the 

current study, inadequate provision of, and clarity in, health-related information by the health 

education systems that serve these communities. 

In addition, our analysis also indicated that self-efficacy, risk perceptions, knowledge, 

and attitudes were associated with participation in health behavior across studies, supporting 

research indicating that these constructs are consistent predictors of health behavior consistent 

with social cognition theories (Brewer et al., 2007; McEachan et al., 2011; Zhang et al., 2019). 

Further, our findings are also consistent with research identifying attitudes and self-efficacy as, 

generally, having the largest effects across studies – indicating that beliefs in behavioral utility in 

producing outcomes and capacity in performing behavior are central to the decision-making 

process that leads to future participation. We also observed that self-efficacy and knowledge 

were correlated with health status, which corroborates prior research on links between social 

cognition constructs and health outcomes (Kumsar et al., 2021; Sarkar et al., 2007). Although not 

immediately apparent in correlational findings, the belief-outcome associations are presumably 

because these beliefs line up participation in behaviors likely to be consequential, in the long run, 

to adaptive health outcomes. 

Tests of the Proposed Model 

A unique aspect of the current research is that it enabled us to leverage the synthesized 

correlations to demonstrate that social cognition constructs mediated relations between health 

literacy and health behavior across studies. This is consistent with previous primary studies 

indicating that beliefs mediated the relationship between health literacy and participation in 

certain health behaviors (e.g., Adams et al., 2013), and, more broadly research demonstrating 

that social cognition constructs mediate effects of other socio-structural variables that indicate 

inequity on health behavior (e.g., Orbell et al., 2017). Specifically, we found that attitudes and 

self-efficacy mediated the health literacy-health behavior relationship and accounted for a 

substantive proportion of the effect. These findings implicate beliefs relating to the utility of the 
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behavior in producing outcomes (i.e., attitudes), and beliefs in capacity to perform it (i.e., self-

efficacy), are key to explaining this relationship. Individuals with adequate health literacy are 

more likely to be better equipped to access, interpret, and apply health information, such as 

messages linking health outcomes with behavior, and modify their beliefs and actions 

accordingly. By contrast, those with inadequate health literacy may not have the capacity to 

process health-related information, which is likely to be reflected in their beliefs with respect to 

health behaviors, such as valuing the behavior less or not having sufficient confidence to perform 

it, and their subsequent participation in health behaviors.  

Our model findings also suggest that this pattern of effects extends to health outcomes. 

The social cognition constructs also mediated the relationship between health literacy and health 

status, although indirect effects through specific beliefs were not statistically significant. This 

finding demonstrates that individuals’ beliefs about future participation in health behavior 

effectively account for the variance shared between health literacy and health outcomes (e.g., 

self-reported health status, HbA1c). Adequate levels of health literacy, or, adequate 

understanding of health information, is not only reflected in adaptive beliefs regarding health 

behaviors and actual participation in health behavior, but also in actual health outcomes, likely 

the consequence of health behavior participation. These are important findings given that 

explaining variance in health behavior participation does not necessarily imply concomitant 

explanation in health outcomes. 

Effects of Moderators 

The current analysis also provided important information on the potential conditions that 

may determine the magnitude of effects in the proposed model. Sensitivity analyses revealed 

larger effects of health literacy on self-efficacy and knowledge, and larger indirect effects of 

health literacy on behavior through these variables, when estimating the model in the sample of 

studies excluding comprehension measures of health literacy compared to when it was estimated 

in the full sample. Confidence health literacy measures reflect estimates of capacity when it 

comes to interpreting and applying health-related information and is likely to be closely aligned 

with general motivation toward health and its determinants, particularly estimate of capacity to 

perform health behaviors. Confidence measures may also represent levels of generalized self-

efficacy. Similarly, such beliefs reflect greater confidence in applying health information. 

Our sensitivity analyses also revealed a smaller effect of health literacy on knowledge, a 

smaller indirect effect of health literacy on behavior through self-efficacy, and a smaller sum of 

indirect effects and total effect of health literacy on behavior, when the model was estimated in 

the sample of studies excluding those from countries with higher education level compared to the 

model estimated in the full sample. The pattern of effects may indicate that individuals from 

lower education backgrounds may, therefore, may be more likely to discount, or be less reliant 

on, their capacity to understand health information when estimating their beliefs about health 

behaviors. This may indicate the importance of accounting for general education levels when 

considering the potential impact of health literacy as a source of information when individuals 

estimate their beliefs about health behaviors, and their future engagement in health behaviors. 

Finally, we found no differences in model effects when the model was estimated in a 

sample of studies that excluded health risk behaviors. This provides some evidence that the 

pattern of effects in the model is consistent across behaviors, and provide some initial, albeit 

limited, support for the premise that effects of belief-based constructs in social cognition theories 

present a generalized decision-making process that precedes behavior. 
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Contribution, Limitations, and Avenues for Future Research 

The current study is the first to synthesize relations among health literacy, social 

cognition constructs, health behaviors and outcomes in the extant literature, and leverage these 

synthesized data to test effects of a proposed model in which health literacy relates to health 

behavior mediated by social cognition variables. These findings have value because they 

contribute to the emerging evidence indicating that health literacy is not only related to health 

outcomes and health behavior participation, reflecting disparities in observed health, but also to 

the sets of beliefs that likely inform decisions to participate in health behavior based on social 

cognition theories. The research makes an important initial contribution to an evidence base of a 

potential mechanism by which health literacy is associated with health behavior and health 

outcomes. 

Current findings should be interpreted in light of several limitations. One notable 

limitation was the relatively small number of included studies that reported relations between 

health literacy and treatment beliefs and well-being. Not only did this mean small samples sizes 

when estimating the averaged correlations for these variables, but also empty cells in the matrix 

of correlations among study variables when they were included. These variables were therefore 

dropped from the proposed model. In addition, only small numbers of studies were available at 

each level of our proposed moderators which precluded full moderation analyses, so we had to 

resort to sensitivity analyses. Although the sensitivity analysis allowed us to make inferences 

regarding the potential moderator effects, they precluded drawing definitive conclusions. As the 

research literature on relations among health literacy, social cognition constructs, and health 

behaviors and outcomes, future syntheses that extends to other potential mediators, such as 

treatment beliefs, and other outcomes such as well-being, and that conducts more complete 

moderator analyses should be possible. 

An additional limitation of the current research is the sole reliance on correlational data, 

which precluded inference of causality in the predictions of our proposed model. This means that 

other, equally plausible models may fit the data even though they may be contraindicated 

theoretically. It should therefore be stressed that the proposed directional relations among model 

constructs, and the associated mediated effects, are inferred from theory alone, not the data. 

Future researchers should prioritize longitudinal or experimental tests of the proposed model that 

will better enable directional and causal inferences in effects of health literacy on social 

cognition variables, health behaviors, and outcomes. 

Conclusion 

Overall, this meta-analysis is the first to provide information on the overall association 

between health literacy and health behavior and outcomes mediated by social cognition 

variables. Specifically, health literacy, attitudes, and self-efficacy have been found to have 

unique effects on health behavior and may therefore be viable determinants of health behavior 

engagement. Based on findings from this study, researchers should investigate additional 

proposed mechanisms by which health literacy influences health behavior, as social cognition 

variables did not explain the total variance seen in the effect of health literacy on health 

behavior. To improve health behavior engagement, this study researchers could design 

interventions in order to target self-efficacy, attitudes, risk perceptions, and knowledge of health 

behaviors, as the sum of these social cognition constructs help explain how health literacy 

influences health behavior. Researchers could also design large scale education interventions, 

especially in disenfranchised communities as a way to bolster health literacy levels, which will 

have a positive effect on health beliefs, health behavior engagement, and health status.  
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Table 1 

Results of Multi-Level Meta-Analysis of Zero-Order Correlations Among Study Variables Including and Excluding Moderators 

Model k r 95% CI 
2 

within 

2 

between 

Q (residual 

heterogeneity) 
AIC 

I2 
var 2  

Moderator 

tests 
 ANOVAa 

   LL UL      within between Q df LRT 

HL-SE 120 .198*** .165 .231 .008 .002 392.591*** -139.955 69.59 53.01 16.58 - - - 

  .333*** .140 .524 .006 .001 263.518*** -138.634 63.73 54.97 8.75 17.561* 8 14.679 

  .336*** .145 .527 .006 .001 263.517*** -136.767 64.00 55.66 8.34 17.809* 9 14.811 

HL-KN 78 .296*** .247 .344 .003 .019 810.954*** -80.460 92.63 12.12 80.51    

  .184 -0.152 .520 .003 .014 566.263*** -73.524 91.27 15.84 75.44 10.493 8 9.064 

  .155 -0.217 .527 .003 .013 535.906*** -71.644 91.31 16.01 75.30 10.713 9 9.184 

HL-RP 8 .177** .068 .286 .023 .000 116.135*** -0.927 93.43 93.43 0.00 - - - 

 - - - - - - - - - - - - - - 

 - - - - - - - - - - - - - - 

HL-AT 50 .144*** .073 .216 .007 .008 179.509*** -52.064 73.65 32.52 41.12 - - - 

  1.101*** .587 1.614 .003 .000 77.846** -64.582 35.29 35.29 0.00 57.281*** 6 24.518** 

  1.190** .348 2.032 .003 .000 77.465** -60.751 35.77 35.77 0.00 58.064*** 8 24.687** 

HL-TB 9 .144 -.002 .290 .005 .018 98.079*** -5.833 96.88 19.89 76.99 - - - 

 - - - - - - - - - - - - - - 

 - - - - - - - - - - - - - - 

HL-BEH 570 .150*** .129 .170 .006 .012 5475.542*** -747.697 93.66 31.84 61.82 - - - 

  .153* .021 .285 .006 .010 4818.260*** -741.688 93.32 34.15 59.17 10.484 8 9.991 

  .156* .024 .288 .006 .010 4535.567*** -748.754 93.13 33.98 59.16 22.030* 10 21.057* 

HL-ST 447 .117*** .092 .141 .006 .011 5767.179*** -642.838 94.64 32.19 62.44 - - - 

  .250** .089 .411 .006 .010 5027.656*** -640.010 94.20 35.05 59.15 13.875 8 13.171 
  .245** .086 .403 .006 .009 4185.609*** -639.885 94.05 35.79 58.25 18.276 10 17.047 

HL-WB 26 .228*** .174 .282 .000 .010 83.427*** -53.585 87.39 0.00 87.39 - - - 

  -0.056 -0.475 .363 .000 .007 71.975*** -42.739 87.36 0.00 87.36 5.840 8 5.154 

  -0.006 -0.416 .404 .000 .006 66.782*** -40.782 87.50 0.00 87.50 8.332 10 7.197 

SE-KN 10 .220*** .136 .303 .012 .000 32.785*** -5.124 73.37 73.37 0.00 - - - 

  1.455 -3.836 6.747 .005 .000 21.555** 1.184 73.21 73.21 0.00 4.849 5 3.692 

 - - - - - - - - - - - - - - 

SE-RP 6 .233*** .181 .286 .003 .000 14.822* -11.683 59.52 59.52 0.00 - - - 

 - - - - - - - - - - - - - - 

 - - - - - - - - - - - - - - 

SE-AT 59 .309** .120 .498 .008 .042 217.577*** -51.719 88.40 13.85 74.55 - - - 

  2.878** .987 4.769 .007 .014 158.976*** -48.539 77.54 27.25 50.29 9.518 5 6.820 

 - - - - - - - - - - - - - - 

SE-BEH 83 .240*** .190 .290 .046 .000 886.930*** 0.283 92.68 92.68 0.00 - - - 

  .141 -0.210 .493 .041 .000 506.697*** 6.243 92.45 92.45 0.00 8.482 7 8.040 

  .133 -0.305 .572 .041 .000 506.153*** 9.798 92.60 92.60 0.00 8.975 9 8.485 
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SE-ST 69 .156** .054 .257 .010 .025 484.982*** -58.502 92.08 26.43 65.65 - - - 

  .921*** .504 1.338 .010 .004 331.661*** -58.388 83.84 59.89 23.95 21.565** 6 11.887 

  .945*** .510 1.380 .010 .004 331.657*** -56.570 84.12 59.43 24.69 21.484** 7 12.068 

KN-RP 6 .128 -0.025 .282 .035 .000 126.883*** 1.200 95.27 95.27 0.00 - - - 

 - - - - - - - - - - - - - - 

 - - - - - - - - - - - - - - 

KN-AT 13 .186*** .101 .272 .000 .006 24.844* -24.658 65.75 0.00 65.75 - - - 

 - - - - - - - - - - - - - - 

 - - - - - - - - - - - - - - 

KN-BEH 32 .142*** .093 .192 .011 .003 458.607*** -30.944 92.85 76.29 16.56 - - - 

  .376** .099 .653 .007 .000 195.754*** -31.028 89.21 89.21 0.00 22.267** 8 16.083* 

  .208 -0.105 .520 .005 .000 157.163*** -31.842 87.60 87.60 0.00 32.097** 10 20.898* 

KN-ST 15 .070** .023 .118 .004 .000 39.889** -18.833 68.39 68.39 0.00 - - - 

 - .128 -3.088 3.344 .000 .000 22.584** -14.832 0.00 0.00 0.00 17.304** 6 8.000 

 - - - - - - - - - - - - - - 

RP-AT 13 .239*** .123 .355 .044 .000 336.079*** 2.739 96.17 96.17 0.00 - - - 

 - - - - - - - - - - - - - - 

 - - - - - - - - - - - - - - 

RP-BEH 8 .127*** .054 .199 .008 .000 41.727*** -7.334 80.38 80.38 0.00 - - - 

 - - - - - - - - - - - - - - 

 - - - - - - - - - - - - - - 

AT-BEH 41 .189*** .130 .249 .030 .000 232.408*** -10.857 86.08 86.08 0.00 - - - 

  .183 -0.558 .924 .028 .000 221.402*** -0.714 87.29 87.29 0.00 1.897 6 1.857 

  .130 -0.946 1.206 .028 .000 221.292*** 1.268 87.61 87.61 0.00 1.916 7 1.875 

AT-ST 22 .179 -0.089 .447 .002 .036 87.060*** -25.599 81.88 3.33 78.54 - - - 

 - - - - - - - - - - - - - - 

 - - - - - - - - - - - - - - 

TB-BEH 15 .060* .005 .116 .010 .000 337.534*** -15.935 96.83 96.83 0.00 - - - 

 - - - - - - - - - - - - - - 

 - - - - - - - - - - - - - - 

BEH-ST 124 .084*** .048 .121 .004 .006 768.052*** -213.783 91.42 36.05 55.38 - - - 

  .285* .042 .528 .004 .004 546.802*** -203.304 90.60 43.07 47.52 3.939 7 3.521 

  .245* .020 .470 .004 .003 533.111*** -204.441 89.22 50.28 38.94 10.550 9 8.658 

BEH-WB 8 .189*** .080 .298 .005 .008 33.428*** -3.650 78.19 31.08 47.11 - - - 

  .040 -0.012 0.093 .000 .000 6.132 -8.118 0.00 0.00 0.00 27.295*** 4 12.468* 

 - - - - - - - - - - - - - - 

Note. k = Number of studies; r = Average sample-weighted correlation; 2 between = Between-study variance; 2 within = Within-study variance; Q 

= Cochrane’s Q statistic; df = Degrees of freedom; AIC = Akaike’s Information Criterion; var 2 = Percentage of overall variance attributable to 

within and between study variance components. aDegrees of freedom = 3 in each analysis. HL = Health literacy; SE = Self-efficacy; KN = 

Knowledge; RP = Risk perceptions; AT = Attitudes; BEH = Behavior; ST = Health status. Cells with dashes (-) indicate analyses that were unable to 
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run due to small samples. Associations for the following relations were omitted due to small samples: SE-WB, KN-WB, AT-WB,  RP-WB, RP-ST, 

AT-TB, TB-WB, TB-ST. 

*p < .05 **p < .01 ***p < .001 
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Table 2 

Standardized Parameter Estimates of Direct and Indirect Effects in Multi-Level Meta-Analytic 

Structural Equation Model for the Full Sample Analyses Unadjusted and Adjusted for Covariates 

Effect Model unadjusted for 

covariates 

 Model adjusted for 

covariates 

 β 95% CI  β 95% CI 

  LL UL   LL UL 

Direct effects        

 HL→SE .228*** .196 .260  .219*** .187 .251 

 HL→KN .299*** .265 .333  .290*** .256 .325 

 HL→RP .175*** .091 .259  .166*** .082 .250 

 HL→AT .167*** .122 .211  .158*** .113 .202 

 HL→BEH .064*** .038 .090  .062*** .037 .087 

 HL→ST .074*** .030 .118  .071** .028 .113 

 SE→BEH .218*** .168 .261  .214*** .169 .258 

 SE→ST .030 -.035 .095  .028 -.035 .091 

 KN→BEH .048 -.008 .104  .045 -.010 .101 

 KN→ST .014 -.069 .096  .010 -.071 .092 

 RP→BEH .023 -.070 .116  .020 -.072 .112 

 RP→ST .200 -.049 .450  .193 -.055 .441 

 AT→BEH .124*** .069 .180  .121*** .067 .176 

 AT→ST .025 -.061 .110  .022 -.062 .106 

        

Indirect effects        

 HL→SE→BEH .050*** .036 .063  .047*** .034 .059 

 HL→SE→ST .007 -.008 .022  .006 -.008 .020 

 HL→KN→BEH .014 -.003 .031  .013 -.003 .029 

 HL→KN→ST .004 -.021 .029  .003 -.021 .027 

 HL→RP→BEH .004 -.012 .020  .003 -.012 .019 

 HL→RP→ST .035 -.012 .083  .032 -.013 .077 

 HL→AT→BEH .021*** .010 .032  .019*** .009 .030 

 HL→AT→ST .004 -.010 .018  .003 -.010 .017 

        

Sums of indirect effects        

 HL→BEHa .089*** .064 .113  .082*** .059 .106 

 HL→STb .050* .010 .091  .045* .006 .084 

        

Total effects        

 HL→BEHc .153*** .134 .172  .144*** .125 .163 

 HL→STd .124*** .103 .146  .115*** .094 .137 

        

Correlations        

 SE↔KN .154*** .070 .237  .150** .066 .233 

 SE↔RP .190*** .095 .285  .185*** .090 .280 

 SE↔AT .348*** .307 .389  .342*** .302 .383 

 KN↔RP .073 -.023 .168  .068 -.028 .164 
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 KN↔AT .155*** .082 .227  .150*** .077 .222 

 RP↔AT .202*** .134 .271  .196*** .127 .265 

 BEH↔ST .059*** .026 .092  .056*** .024 .089 

Note. Model parameters are adjusted for the following covariates: publication year, age, gender, 

sample type (clinical vs. non-clinical), study quality, and study design. aSum of indirect effects of 

health literacy on behavior through all variables; bSum of indirect effects of health literacy on status 

through all variables; cTotal effect of health literacy on behavior; dTotal effect of health literacy on 

status. β = Standardized path coefficient; 95% CI = 95% confidence interval of parameter estimate; 

LL = Lower limit of 95% CI. ; HL = health literacy; SE = self-efficacy; KN = knowledge; RP = risk 

perceptions; AT = attitudes; BEH = behavior; ST = status. 
***p < .001 **p < .01 *p < .05 
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Figure 1. Proposed model indicating hypothesized relations between health literacy, social cognition 

constructs, behavior, and status.  

 

 

 

 

 

 

 

 

 

 Behavior 

 

Status 

Health 

literacy 

Self-efficacy 

Knowledge 

Attitudes 

Risk 

Perceptions 



 

 

 

28 

 

Supplemental Materials  

Preferred Reporting Items for Systematic Reviews and Meta-Analyses Diagram for 

Study Inclusion Strategy 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Total sample after 

duplicate screening 

 

k = 14077 

Total sample after 

abstract screening 

 

k = 444 

Total sample after 

title screening 

 

k = 607 

Total sample 

 

k = 23299 

Articles found via 

manual search 

k = +15 
Total sample after 

full-text screening 

 

k = 367 

SCOPUS 

 

k = 2449 

PsycInfo 

 

k =7404 

Web of Science 

 

k = 10110 

PubMed 

 

k =3336 

Final sample after 

data extraction 

 

k = 203 



 

 

 

29 

Studies Included in Meta-Analysis  

Aaby, A., Friis, K., Christensen, B., Rowlands, G., & Maindal, H. T. (2017). Health 

literacy is  

associated with health behaviour and self-reported health: A large population-

based study in individuals with cardiovascular disease. European journal of 

preventive cardiology, 24(17), 1880-1888. 

Adanri, O. A. (2017). Maternal health literacy, antenatal care, and pregnancy outcomes 

in Lagos,  

Nigeria (Doctoral dissertation, Walden University). 

Al-Ruthia, Y. S., Balkhi, B., AlGhadeer, S., Mansy, W., AlSanawi, H., AlGasem, R., ... 

& Sales, I.  

(2017). Relationship between health literacy and body mass index among Arab 

women with polycystic ovary syndrome. Saudi Pharmaceutical Journal, 25(7), 

1015-1018. 

Altsitsiadis, E., Undheim, T., de Vries, E., Hinrichs, B., Stockfleth, E., Trakatelli, M., & 

EPIDERM  

group. (2012). Health literacy, sunscreen and sunbed use: an uneasy 

association. British Journal of Dermatology, 167, 14-21. 

Aranha, A. N., & Patel, P. J. (2018). Health literacy, preventive health screening, and 

medication  

adherence behaviors of older African Americans at a PCMH. Am J Manag 

Care, 24(9), 428-432. 

Bailey, S. C., Fang, G., Annis, I. E., O'Conor, R., Paasche-Orlow, M. K., & Wolf, M. S. 

(2015). Health  

literacy and 30-day hospital readmission after acute myocardial infarction. BMJ 

open, 5(6), e006975. 

Bains, S. S., & Egede, L. E. (2011). Association of health literacy with complementary 

and alternative  

medicine use: a cross-sectional study in adult primary care patients. BMC 

complementary and alternative medicine, 11(1), 1-8. 

Bains, S. S., & Egede, L. E. (2011). Associations between health literacy, diabetes 

knowledge, self-care  

behaviors, and glycemic control in a low income population with type 2 

diabetes. Diabetes technology & therapeutics, 13(3), 335-341. 

Baker, D. W., Gazmararian, J. A., Williams, M. V., Scott, T., Parker, R. M., Green, D., 

... & Peel, J.  

(2004). Health literacy and use of outpatient physician services by Medicare 

managed care enrollees. Journal of general internal medicine, 19(3), 215-220. 

Baker, D. W., Parker, R. M., Williams, M. V., & Clark, W. S. (1998). Health literacy 

and the risk of  

hospital admission. Journal of general internal medicine, 13(12), 791-798. 

Barsell, D. J., Everhart, R. S., Miadich, S. A., & Trujillo, M. A. (2018). Examining 

health behaviors,  

health literacy, and self-efficacy in college students with chronic 

conditions. American Journal of Health Education, 49(5), 305-311. 

Batista, M. J., Lawrence, H. P., & de Sousa, M. D. L. R. (2018). Oral health literacy and 

oral health  

outcomes in an adult population in Brazil. BMC public health, 18(1), 1-9. 

Bayati, T., Dehghan, A., Bonyadi, F., & Bazrafkan, L. (2018). Investigating the effect of 

education on  



 

 

 

30 

health literacy and its relation to health-promoting behaviors in health 

center. Journal of education and health promotion, 7. 

Bellows Riecken, K. H. (2012). Reading Into physical activity: exploring relationships 

between health  

literacy and physical activity in the community: Study 1: Health literacy, 

physical activity & the theory of planned behaviour; Study 2: Creating an active 

community using collaborative action research methods (Doctoral dissertation). 

Blizniuk, A., Ueno, M., Zaitsu, T., & Kawaguchi, Y. (2015). Association of oral health 

literacy with  

oral health behaviour and oral health status in Belarus. Community dental 

health, 32(3), 148-152. 

Bohanny, W., Wu, S. F. V., Liu, C. Y., Yeh, S. H., Tsay, S. L., & Wang, T. J. (2013). 

Health literacy,  

self‐efficacy, and self‐care behaviors in patients with type 2 diabetes 

mellitus. Journal of the American Association of Nurse Practitioners, 25(9), 

495-502. 

Brega, A. G., Jiang, L., Johnson, R. L., Wilson, A. R., Schmiege, S. J., & Albino, J. 

(2020). Health  

literacy and parental oral health knowledge, beliefs, behavior, and status among 

parents of American Indian newborns. Journal of racial and ethnic health 

disparities, 7(4), 598-608. 

Britt, R. K., Collins, W. B., Wilson, K., Linnemeier, G., & Englebert, A. M. (2017). 

eHealth literacy  

and health behaviors affecting modern college students: a pilot study of issues 

identified by the American College Health Association. Journal of medical 

Internet research, 19(12), e392. 

Cajita, M. I., Denhaerynck, K., Dobbels, F., Berben, L., Russell, C. L., Davidson, P. M., 

... &  

Maddicks-Law, J. (2017). Health literacy in heart transplantation: Prevalence, 

correlates and associations with health behaviors—Findings from the 

international BRIGHT study. The Journal of Heart and Lung 

Transplantation, 36(3), 272-279. 

Campbell, M. L. (2014). Effects of self-efficacy and heatlh literacy on adherence to self-

care behaviors  

in kidney transplant patients (Doctoral dissertation). 

Cha, E., Kim, K. H., Lerner, H. M., Dawkins, C. R., Bello, M. K., Umpierrez, G., & 

Dunbar, S. B.  

(2014). Health literacy, self-efficacy, food label use, and diet in young 

adults. American journal of health behavior, 38(3), 331-339. 

Chahardah-Cherik, S., Gheibizadeh, M., Jahani, S., & Cheraghian, B. (2018). The 

relationship between  

health literacy and health promoting behaviors in patients with type 2 

diabetes. International journal of community based nursing and midwifery, 6(1), 

65. 

Chen, A. M., Yehle, K. S., Albert, N. M., Ferraro, K. F., Mason, H. L., Murawski, M. 

M., & Plake, K.  

S. (2014). Relationships between health literacy and heart failure knowledge, 

self-efficacy, and self-care adherence. Research in Social and Administrative 

Pharmacy, 10(2), 378-386. 



 

 

 

31 

Chen, A. M., Yehle, K. S., Plake, K. S., Murawski, M. M., & Mason, H. L. (2011). 

Health literacy and  

self-care of patients with heart failure. The Journal of cardiovascular 

nursing, 26(6), 446. 

Chen, A. M., Yehle, K. S., Albert, N. M., Ferraro, K. F., Mason, H. L., Murawski, M. 

M., & Plake, K.  

S. (2013). Health literacy influences heart failure knowledge attainment but not 

self-efficacy for self-care or adherence to self-care over time. Nursing research 

and practice, 2013. 

Chen, Y. C., Chang, L. C., Liu, C. Y., Ho, Y. F., Weng, S. C., & Tsai, T. I. (2018). The 

roles of social  

support and health literacy in self‐management among patients with chronic 

kidney disease. Journal of Nursing Scholarship, 50(3), 265-275. 

Chisolm, D. J., Manganello, J. A., Kelleher, K. J., & Marshal, M. P. (2014). Health 

literacy, alcohol  

expectancies, and alcohol use behaviors in teens. Patient education and 

counseling, 97(2), 291-296. 

Cho, H., Han, K., & Park, B. K. (2018). Associations of eH ealth literacy with health‐

promoting  

behaviours among hospital nurses: A descriptive cross‐sectional study. Journal 

of advanced nursing, 74(7), 1618-1627. 

Cho, Y. I., Lee, S. Y. D., Arozullah, A. M., & Crittenden, K. S. (2008). Effects of health 

literacy on  

health status and health service utilization amongst the elderly. Social science & 

medicine, 66(8), 1809-1816. 

Couture, É. M., Chouinard, M. C., Fortin, M., & Hudon, C. (2017). The relationship 

between health  

literacy and quality of life among frequent users of health care services: a cross-

sectional study. Health and quality of life outcomes, 15(1), 1-6. 

Cox, S. R., Liebl, M. G., McComb, M. N., Chau, J. Q., Wilson, A. A., Achi, M., ... & 

Wallace, D.  

(2017). Association between health literacy and 30-day healthcare use after 

hospital discharge in the heart failure population. Research in Social and 

Administrative Pharmacy, 13(4), 754-758. 

Delanoë, A., Lépine, J., Turcotte, S., Portocarrero, M. E. L., Robitaille, H., Giguère, A. 

M., ... &  

Légaré, F. (2016). Role of psychosocial factors and health literacy in pregnant 

women’s intention to use a decision aid for down syndrome screening: A theory-

based web survey. Journal of medical Internet research, 18(10), e283. 

Dennison, C. R., McEntee, M. L., Samuel, L., Johnson, B. J., Rotman, S., Kielty, A., & 

Russell, S. D.  

(2011). Adequate health literacy is associated with higher heart failure 

knowledge and self care confidence in hospitalized patients. The Journal of 

cardiovascular nursing, 26(5), 359. 

Dermota, P., Wang, J., Dey, M., Gmel, G., Studer, J., & Mohler-Kuo, M. (2013). Health 

literacy and  

substance use in young Swiss men. International journal of public health, 58(6), 

939-948. 

Divaris, K., Lee, J. Y., Baker, A. D., & Vann, W. F. (2011). The relationship of oral 

health literacy with  



 

 

 

32 

oral health-related quality of life in a multi-racial sample of low-income female 

caregivers. Health and quality of life outcomes, 9(1), 1-9. 

Doubova, S. V., Infante, C., Villagrana-Gutiérrez, G. L., Martínez-Vega, I. P., & Pérez-

Cuevas, R.  

(2019). Adequate health literacy is associated with better health outcomes in 

people with type 2 diabetes in Mexico. Psychology, health & medicine, 24(7), 

853-865. 

Fang, M. C., Machtinger, E. L., Wang, F., & Schillinger, D. (2006). Health literacy and  

anticoagulation-related outcomes among patients taking warfarin. Journal of 

general internal medicine, 21(8), 841-846. 

Fawns-Ritchie, C., Starr, J. M., & Deary, I. J. (2018). Health literacy, cognitive ability 

and smoking: a  

cross-sectional analysis of the English Longitudinal Study of Ageing. BMJ 

open, 8(10), e023929. 

Fazeli, P. L., Woods, S. P., Gakumo, C. A., Mugavero, M. J., & Vance, D. E. (2020). 

Critical, and not  

functional, health literacy is associated with missed HIV clinic visits in adults 

and older adults living with HIV in the deep south. AIDS care, 32(6), 694-700. 

Federman, A. D., Wolf, M. S., Sofianou, A., O’Conor, R., Martynenko, M., Halm, E. 

A., ... &  

Wisnivesky, J. P. (2014). Asthma outcomes are poor among older adults with 

low health literacy. Journal of Asthma, 51(2), 162-167. 

Fletcher, H. F. (2014). The Association of Health Literacy with Self-care Agency in 

Older Adults in  

Jamaica. Loma Linda University. 

Garbers, S., & Chiasson, M. A. (2004). Inadequate functional health literacy in Spanish 

as a barrier to  

cervical cancer screening among immigrant Latinas in New York 

City. Preventing chronic disease, 1(4). 

Garbers, S., Schmitt, K., Rappa, A. M., & Chiasson, M. A. (2009). Functional health 

literacy in  

Spanish-speaking Latinas seeking breast cancer screening through the National 

Breast and Cervical Cancer Screening Program. International journal of 

women's health, 1, 21. 

Gazmararian, J. A., Kripalani, S., Miller, M. J., Echt, K. V., Ren, J., & Rask, K. (2006). 

Factors  

associated with medication refill adherence in cardiovascular-related 

diseases. Journal of general internal medicine, 21(12), 1215-1221. 

Geboers, B., de Winter, A. F., Luten, K. A., Jansen, C. J., & Reijneveld, S. A. (2014). 

The association  

of health literacy with physical activity and nutritional behavior in older adults, 

and its social cognitive mediators. Journal of health communication, 19(sup2), 

61-76. 

Geboers, B., de Winter, A. F., Spoorenberg, S. L., Wynia, K., & Reijneveld, S. A. 

(2016). The  

association between health literacy and self-management abilities in adults aged 

75 and older, and its moderators. Quality of Life Research, 25(11), 2869-2877. 

Geboers, B., Reijneveld, S. A., Jansen, C. J., & de Winter, A. F. (2016). Health literacy 

is associated  



 

 

 

33 

with health behaviors and social factors among older adults: Results from the 

LifeLines Cohort Study. Journal of Health Communication, 21(sup2), 45-53. 

Glassman, S. D., Carreon, L. Y., Brown, M. E., Jones, J. S., Edward, J., Li, J., & 

Williams, M. V.  

(2019). The impact of health literacy on health status and resource utilization in 

lumbar degenerative disease. The Spine Journal, 19(4), 711-716. 

Goodwin, B. C., March, S., Zajdlewicz, L., Osborne, R. H., Dunn, J., & Chambers, S. 

K. (2018). Health  

literacy and the health status of men with prostate cancer. Psycho‐

oncology, 27(10), 2374-2381. 

Guerra, C. E., Krumholz, M., & Shea, J. A. (2005). Literacy and knowledge, attitudes 

and behavior  

about mammography in Latinas. Journal of Health Care for the Poor and 

Underserved, 16(1), 152-166. 

Guntzviller, L. M., King, A. J., Jensen, J. D., & Davis, L. A. (2017). Self-efficacy, 

health literacy, and  

nutrition and exercise behaviors in a low-income, Hispanic population. Journal 

of immigrant and minority health, 19(2), 489-493. 

Hagger, M. S., Hamilton, K., Hardcastle, S. J., Hu, M., Lin, J., Nawawi, H. M., ... & 

Watts, G. F.  

(2019). Predicting intention to participate in self-management behaviors in 

patients with familial hypercholesterolemia: A cross-national study. Social 

Science & Medicine, 242, 112591. 

Halverson, J. L., Martinez-Donate, A. P., Palta, M., Leal, T., Lubner, S., Walsh, M. C., 

... & Trentham- 

Dietz, A. (2015). Health literacy and health-related quality of life among a 

population-based sample of cancer patients. Journal of health 

communication, 20(11), 1320-1329. 

Hansen, H. R., Shneyderman, Y., & Belcastro, P. A. (2015). Investigating the 

association of health  

literacy with health knowledge and health behavior outcomes in a sample of 

urban community college undergraduates. American Journal of Health 

Education, 46(5), 274-282. 

Hoover, D. S., Vidrine, J. I., Shete, S., Spears, C. A., Cano, M. A., Correa-Fernández, 

V., ... & McNeill,  

L. H. (2015). Health literacy, smoking, and health indicators in African 

American adults. Journal of health communication, 20(sup2), 24-33. 

Hosking, S. M., Brennan-Olsen, S. L., Beauchamp, A., Buchbinder, R., Williams, L. J., 

& Pasco, J. A.  

(2018). Health literacy and uptake of anti-fracture medications in a population-

based sample of Australian women. Research in Social and Administrative 

Pharmacy, 14(9), 846-850. 

Hosokawa, C., Ishikawa, H., Okada, M., Kato, M., Okuhara, T., & Kiuchi, T. (2016). 

Gender role  

orientation with health literacy and self-efficacy for healthy eating among 

Japanese workers in early adulthood. Frontiers in nutrition, 3, 17. 

Huang, Y. M., Shiyanbola, O. O., & Chan, H. Y. (2018). A path model linking health 

literacy,  

medication self-efficacy, medication adherence, and glycemic control. Patient 

education and counseling, 101(11), 1906-1913. 



 

 

 

34 

Huang, Y. M., Shiyanbola, O. O., & Smith, P. D. (2018). Association of health literacy 

and medication  

self-efficacy with medication adherence and diabetes control. Patient preference 

and adherence, 12, 793. 

Husson, O., Mols, F., Fransen, M. P., Van De Poll‐Franse, L. V., & Ezendam, N. P. M. 

(2015). Low  

subjective health literacy is associated with adverse health behaviors and worse 

health‐related quality of life among colorectal cancer survivors: Results from the 

profiles registry. Psycho‐Oncology, 24(4), 478-486. 

Hwang, H. (2016). Health literacy, cancer knowledge, and cancer preventive behaviors 

among rural  

older adults. Asian Oncology Nursing, 16(4), 234-241. 

Imanian, M., Hosseini, M., Torab, T. A., Shakeri, N., & Matbouei, M. (2017). 

Relationship between  

health literacy and health-promoting behaviors in patients with heart failure 

referred to clinics of Shahid Beheshti University of Medical Sciences. An 

International Peer Reviewed Open Access Journal For Rapid Publication, 116. 

Ingram, R. R., & Ivanov, L. L. (2013). Examining the association of health literacy and 

health  

behaviors in African American older adults: does health literacy affect adherence 

to antihypertensive regimens?. Journal of Gerontological Nursing, 39(3), 22-32. 

Jacobson, A. F., Sumodi, V., Albert, N. M., Butler, R. S., DeJohn, L., Walker, D., ... & 

Ross, D. M.  

(2018). Patient activation, knowledge, and health literacy association with self-

management behaviors in persons with heart failure. Heart & Lung, 47(5), 447-

451. 

Jansen, T., Rademakers, J., Waverijn, G., Verheij, R., Osborne, R., & Heijmans, M. 

(2018). The role of  

health literacy in explaining the association between educational attainment and 

the use of out-of-hours primary care services in chronically ill people: a survey 

study. BMC health services research, 18(1), 1-13. 

Javadzade, S. H., Sharifirad, G., Radjati, F., Mostafavi, F., Reisi, M., & Hasanzade, A. 

(2012).  

Relationship between health literacy, health status, and healthy behaviors among 

older adults in Isfahan, Iran. Journal of education and health promotion, 1. 

Jayasinghe, U. W., Harris, M. F., Parker, S. M., Litt, J., van Driel, M., Mazza, D., ... & 

Taylor, R.  

(2016). The impact of health literacy and life style risk factors on health-related 

quality of life of Australian patients. Health and quality of life outcomes, 14(1), 

1-13. 

Jeong, S. H., & Kim, H. K. (2016). Health literacy and barriers to health information 

seeking: A  

nationwide survey in South Korea. Patient education and counseling, 99(11), 

1880-1887. 

Jones, J., Rosaasen, N., Taylor, J., Mainra, R., Shoker, A., Blackburn, D., ... & Mansell, 

H. (2016,  

October). Health literacy, knowledge, and patient satisfaction before kidney 

transplantation. In Transplantation proceedings (Vol. 48, No. 8, pp. 2608-2614). 

Elsevier. 



 

 

 

35 

Jung, S. M., Jo, H. S., & Oh, H. W. (2016). Internal motivation, perceived health 

competency, and  

health literacy in primary and secondary cancer prevention. Asian Pacific 

journal of cancer prevention: APJCP, 17(12), 5127. 

Kaboudi, M., Kianipour, N., Ziapour, A., & Dehghan, F. (2017). A study of health 

literacy components  

and their relationships with health-promoting behaviors in students at 

Kermanshah University of Medical Sciences. International Journal of 

Pediatrics, 5(12), 6721-6729. 

Kadivar, H., Kenzik, K. M., Dewalt, D. A., & Huang, I. C. (2016). The association of 

English  

functional health literacy and the receipt of mammography among Hispanic 

women compared to non-Hispanic US-born white women. Plos one, 11(10), 

e0164307. 

Kalichman, S. C., Benotsch, E., Suarez, T., Catz, S., Miller, J., & Rompa, D. (2000). 

Health literacy  

and health-related knowledge among persons living with HIV/AIDS. American 

journal of preventive medicine, 18(4), 325-331. 

Kalichman, S. C., Pope, H., White, D., Cherry, C., Amaral, C. M., Swetzes, C., ... & 

Kalichman, M. O.  

(2008). Association between health literacy and HIV treatment adherence: 

further evidence from objectively measured medication adherence. Journal of 

the International Association of Physicians in AIDS Care, 7(6), 317-323. 

Kanupuru, K. K., Fareed, N., & Sudhir, K. M. (2015). Relationship between oral health 

literacy and  

oral health status among college students. Oral Health Prev Dent, 13(4), 323-30. 

Kim, S. H. (2009). Health literacy and functional health status in Korean older 

adults. Journal of  

clinical nursing, 18(16), 2337-2343. 

Komenaka, I. K., Nodora, J. N., Hsu, C. H., Martinez, M. E., Gandhi, S. G., Bouton, M. 

E., ... & Weiss,  

B. D. (2015). Association of health literacy with adherence to screening 

mammography guidelines. Obstetrics & Gynecology, 125(4), 852-859. 

Lai, A. Y., Ishikawa, H., Kiuchi, T., Mooppil, N., & Griva, K. (2013). Communicative 

and critical  

health literacy, and self-management behaviors in end-stage renal disease 

patients with diabetes on hemodialysis. Patient education and counseling, 91(2), 

221-227. 

Lanpher, M. G., Askew, S., & Bennett, G. G. (2016). Health literacy and weight change 

in a digital  

health intervention for women: a randomized controlled trial in primary care 

practice. Journal of health communication, 21(sup1), 34-42. 

Ledford, C. J., Cafferty, L. A., & Russell, T. C. (2015). The influence of health literacy 

and patient  

activation on patient information seeking and sharing. Journal of health 

communication, 20(sup2), 77-82. 

Lee, H. Y., Lee, J., Henning-Smith, C., & Choi, J. (2017). HPV literacy and its link to 

initiation and  

completion of HPV vaccine among young adults in Minnesota. Public 

health, 152, 172-178. 



 

 

 

36 

Lee, S. H., Lee, K. H., & Chang, S. J. (2018). Do health literacy and self‐care 

behaviours affect quality  

of life in older persons with lung cancer receiving chemotherapy?. International 

journal of nursing practice, 24(6), e12691. 

Lee, S. Y. D., Arozullah, A. M., Cho, Y. I., Crittenden, K., & Vicencio, D. (2009). 

Health literacy,  

social support, and health status among older adults. Educational 

gerontology, 35(3), 191-201. 

Lee, S. Y. D., Tsai, T. I., Tsai, Y. W., & Kuo, K. N. (2010). Health literacy, health 

status, and  

healthcare utilization of Taiwanese adults: results from a national survey. BMC 

public health, 10(1), 1-8. 

Lee, S. Y. D., Tsai, T. I., Tsai, Y. W., & Kuo, K. N. (2012). Health literacy and 

women’s health-related  

behaviors in Taiwan. Health Education & Behavior, 39(2), 210-218. 

Lee, Y. J., Shin, S. J., Wang, R. H., Lin, K. D., Lee, Y. L., & Wang, Y. H. (2016). 

Pathways of  

empowerment perceptions, health literacy, self-efficacy, and self-care behaviors 

to glycemic control in patients with type 2 diabetes mellitus. Patient education 

and counseling, 99(2), 287-294. 

Lee, Y. M., Yu, H. Y., You, M. A., & Son, Y. J. (2017). Impact of health literacy on 

medication  

adherence in older people with chronic diseases. Collegian, 24(1), 11-18. 

Lin, S. C., Chen, I. J., Yu, W. R., Lee, S. Y. D., & Tsai, T. I. (2019). Effect of a 

community-based  

participatory health literacy program on health behaviors and health 

empowerment among community-dwelling older adults: a quasi-experimental 

study. Geriatric Nursing, 40(5), 494-501. 

Lindau, S. T., Basu, A., & Leitsch, S. A. (2006). Health literacy as a predictor of follow-

up after an  

abnormal pap smear. Journal of general internal medicine, 21(8), 829-834. 

Londoño, A. M. M., & Schulz, P. J. (2015). Influences of health literacy, judgment 

skills, and  

empowerment on asthma self-management practices. Patient education and 

counseling, 98(7), 908-917. 

Lor, M., Koleck, T. A., Bakken, S., Yoon, S., & Navarra, A. M. D. (2019). Association 

between health  

literacy and medication adherence among hispanics with hypertension. Journal 

of racial and ethnic health disparities, 6(3), 517-524. 

Lupattelli, A., Picinardi, M., Einarson, A., & Nordeng, H. (2014). Health literacy and its 

association  

with perception of teratogenic risks and health behavior during 

pregnancy. Patient education and counseling, 96(2), 171-178. 

Mackey, L. M., Blake, C., Squiers, L., Casey, M. B., Power, C., Victory, R., ... & 

Fullen, B. M. (2019).  

An investigation of healthcare utilization and its association with levels of health 

literacy in individuals with chronic pain. Musculoskeletal care, 17(2), 174-182. 

MacLeod, S., Musich, S., Gulyas, S., Cheng, Y., Tkatch, R., Cempellin, D., ... & Yeh, 

C. S. (2017). The  



 

 

 

37 

impact of inadequate health literacy on patient satisfaction, healthcare 

utilization, and expenditures among older adults. Geriatric Nursing, 38(4), 334-

341. 

Mahdizadeh, M., & Solhi, M. (2018). Relationship between self-care behaviors and 

health literacy  

among elderly women in Iran, 2015. Electronic physician, 10(3), 6462. 

Mahoney, S. T., Tawfik-Sexton, D., Strassle, P. D., Farrell, T. M., & Duke, M. C. 

(2018). Effects of  

education and health literacy on postoperative hospital visits in bariatric 

surgery. Journal of  

Laparoendoscopic & Advanced Surgical Techniques, 28(9), 1100-1104. 

Mancuso, J. M. (2010). Impact of health literacy and patient trust on glycemic control in 

an urban USA  

population. Nursing and Health Sciences, 12(1), 94–104.  

https://doi.org/10.1111/j.1442-2018.2009.00506.x  

Maneze, D., Everett, B., Astorga, C., Yogendran, D., & Salamonson, Y. (2016). The 

Influence of  

Health Literacy and Depression on Diabetes Self-Management: A Cross-

Sectional Study. Journal of Diabetes Research, 2016.  

https://doi.org/10.1155/2016/3458969 

Mantwill, S., & Schulz, P. J. (2017). Low health literacy and healthcare utilization 

among immigrants  

and non-immigrants in Switzerland. Patient Education and Counseling, 100(11), 

2020–2027. https://doi.org/10.1016/j.pec.2017.05.023  

Marques, S. R. L., Escarce, A. G., & Lemos, S. M. A. (2018). Health literacy and self-

rated health in  

adults primary care patients. Codas, 30(2), 1–8.  

https://doi.org/10.1590/2317-1782/20182017127  

Marrie, R. A., Salter, A., Tyry, T., Fox, R. J., & Cutter, G. R. (2014). Health Literacy 

Association With  

Health Behaviors and Health Care Utilization in Multiple Sclerosis: A Cross-

Sectional Study. Interactive Journal of Medical Research, 3(1), e3. 

https://doi.org/10.2196/ijmr.2993  

Mashi, A. H., Aleid, D., Almutairi, S., Khattab, F., AlMuqawed, A., Khan, S., 

AlBanyan, N., Brema, I.,  

& Aljohani, N. J. (2019). The association of health literacy with glycemic 

control in Saudi patients with type 2 diabetes. Saudi Medical Journal, 40(7), 

675–680. https://doi.org/10.15537/smj.2019.7.24277  

Matsuoka, S., Tsuchihashi-Makaya, M., Kayane, T., Yamada, M., Wakabayashi, R., 

Kato, N. P., &  

Yazawa, M. (2016). Health literacy is independently associated with self-care 

behavior in patients with heart failure. Patient Education and Counseling, 99(6), 

1026–1032. https://doi.org/10.1016/j.pec.2016.01.003  

Mayo-Gamble, T. L., & Mouton, C. (2018). Examining the Association Between Health 

Literacy and  

Medication Adherence Among Older Adults. Health Communication, 33(9), 

1124–1130. https://doi.org/10.1080/10410236.2017.1331311  

Mazor, K. M., Williams, A. E., Roblin, D. W., Gaglio, B., Cutrona, S. L., Costanza, M. 

E., Han, P. K.  



 

 

 

38 

J., Wagner, J. L., Fouayzi, H., & Field, T. S. (2014). Health Literacy and Pap 

Testing in Insured Women. Journal of Cancer Education, 29(4), 698–701. 

https://doi.org/10.1007/s13187-014-0629-7   

McLaughlin, R. A. (2009). ASSOCIATIONS AMONG HEALTH LITERACY LEVELS 

AND HEALTH  

OUTCOMES IN PREGNANT WOMEN WITH PREGESTATIONAL AND 

GESTATIONAL DIABETES IN AN URBAN SETTING A Dissertation Presented 

for The Graduate Studies Council The University of Tennessee Health Science 

Center In. May. https://doi.org/10.21007/etd.cghs.2009.0207  

McNaughton, C. D., Korman, R. R., Kabagambe, E. K., & Wright, S. W. (2015). Health 

literacy and  

blood glucose among Guyanese emergency department patients without 

diagnosed diabetes: A cross-sectional study. Diabetology and Metabolic 

Syndrome, 7(1), 1–7. https://doi.org/10.1186/s13098-015-0028-1 

McNaughton, C. D., Kripalani, S., Cawthon, C., Mion, L. C., Wallston, K. A., & 

Roumie, C. L. (2014).  

Association of health literacy with elevated blood pressure: a cohort study of 

hospitalized patients. Medical care, 52(4), 346. 

Melton, C. E. (2013). The Relationship between Health Literacy and Health Outcomes: 

A Mixed- 

Methods Study of African-American Adult Patients with Asthma. ProQuest 

Dissertations and Theses, 108. https://doi.org/10.21007/etd.cghs.2013.0210  

Miranda, C. (2015). The impact of health literacy, neuropsychological impairment, and 

sociocultural  

factors on medication adherence in HIV+ adults (Doctoral dissertation, 

Fordham University). 

Mitchell, S. E., Sadikova, E., Jack, B. W., & Paasche-Orlow, M. K. (2012). Health 

literacy and 30-day  

postdischarge hospital utilization. Journal of Health Communication, 

17(SUPPL. 3), 325–338. https://doi.org/10.1080/10810730.2012.715233  

Mitsutake, S., Shibata, A., Ishii, K., & Oka, K. (2012). Association of ehealth literacy 

with colorectal  

cancer knowledge and screening practice among internet users in Japan. Journal 

of Medical Internet Research, 14(6), 1–11. https://doi.org/10.2196/jmir.1927  

Mitsutake, S., Shibata, A., Ishii, K., & Oka, K. (2016). Associations of eHealth literacy 

with health  

behavior among adult internet users. Journal of Medical Internet Research, 

18(7). https://doi.org/10.2196/jmir.5413  

Mogharab, F., Inaloo, R., Javadpour, S., Jamali, S., & Poornowrooz, N. (2018). The 

correlation  

between health literacy and quality of life in pregnant women. MEDICAL 

SCIENCE, 22(93), 503-508. 

Mohd-Dom, T. N., Ying, N. Y., Ming, L. S., Moho-Said, S., & Yusof, N. (2015). Oral 

health literacy  

and behavior of health sciences university students. Journal of Dentistry 

Indonesia, 22(2), 56-62. 

Mooss, A., Brock-Getz, P., Ladner, R., & Fiaño, T. (2013). The relationship between 

health literacy,  

knowledge of health status, and beliefs about HIV/AIDS transmission among 

Ryan White clients in Miami. Health Education Journal, 72(3), 292-299. 



 

 

 

39 

Morris, N. S., Field, T. S., Wagner, J. L., Cutrona, S. L., Roblin, D. W., Gaglio, B., 

Williams, A. E.,  

Han, P. J. K., Costanza, M. E., & Mazor, K. M. (2013). The association between 

health literacy and cancer-related attitudes, behaviors, and knowledge. Journal 

of Health Communication, 18(SUPPL. 1), 223–241. 

https://doi.org/10.1080/10810730.2013.825667 

Mosallanezhad, Z. (2019). Health Literacy and its Relationship with Quality of Life in 

Postmenopausal  

Women. Journal of Clinical and Diagnostic Research, 1–5. 

https://doi.org/10.7860/jcdr/2019/38474.12529  

Mosher, H. J., Lund, B. C., Kripalani, S., & Kaboli, P. J. (2012). Association of health 

literacy with  

medication knowledge, adherence, and adverse drug events among elderly 

veterans. Journal of Health Communication, 17(SUPPL. 3), 241–251. 

https://doi.org/10.1080/10810730.2012.712611  

Navarra, A. M., Neu, N., Toussi, S., Nelson, J., & Larson, E. L. (2014). Health literacy 

and adherence  

to antiretroviral therapy among HIV-infected youth. Journal of the Association 

of Nurses in AIDS Care, 25(3), 203–213.  

https://doi.org/10.1016/j.jana.2012.11.003  

Nokes, K. M., Coleman, C. L., Cashen, M., Dole, P., Sefcik, E., Hamilton, M. J., ... & 

Holzemer, W.  

(2007). Health literacy and health outcomes in HIV seropositive 

persons. Research in nursing & health, 30(6), 620-627. 

Noor, N. M., Rani, H., Zakaria, A. S. I., Yahya, N. A., & Sockalingam, S. N. M. P. 

(2020).  

Sociodemography, oral health status and behaviours related to oral health 

literacy. Pesquisa Brasileira em Odontopediatria e Clínica Integrada, 19. 

Noureldin, M., Plake, K. S., Morrow, D. G., Tu, W., Wu, J., & Murray, M. D. (2012). 

Effect of health  

literacy on drug adherence in patients with heart failure. Pharmacotherapy, 

32(9), 819–826. https://doi.org/10.1002/j.1875-9114.2012.01109.x  

Nyman, M. H., Nilsson, U., Dahlberg, K., & Jaensson, M. (2018). Association between 

functional  

health literacy and postoperative recovery, health care contacts, and health-

related quality of life among patients undergoing day surgery secondary analysis 

of a randomized clinical trial. JAMA Surgery, 153(8), 738–745. 

https://doi.org/10.1001/jamasurg.2018.0672  

O'Conor, R., Muellers, K., Arvanitis, M., Vicencio, D. P., Wolf, M. S., Wisnivesky, J. 

P., & Federman,  

A. D. (2019). Effects of health literacy and cognitive abilities on COPD self-

management behaviors: a prospective cohort study. Respiratory medicine, 160, 

105630. 

Obediah, S. (2011). Health literacy, depression and self care in military veterans with 

hepatitis  

C (Doctoral dissertation, Oklahoma State University). 

Osborn, C. Y., Paasche-Orlow, M. K., Bailey, S. C., & Wolf, M. S. (2011). The 

mechanisms linking  

health literacy to behavior and health status. American journal of health 

behavior, 35(1), 118-128. 



 

 

 

40 

Oscalices, M. I. L., Okuno, M. F. P., Lopes, M. C. B. T., Batista, R. E. A., & 

Campanharo, C. R. V.  

(2019). Health literacy and adherence to treatment of patients with heart 

failure. Revista da Escola de Enfermagem da USP, 53. 

Ozkaraman, A., Uzgor, F., Dugum, O., & Peker, S. (2019). The effect of health literacy 

on self-efficacy  

and quality of life among Turkish cancer patients. JPMA. 

Paasche-Orlow, M. K., Cheng, D. M., Palepu, A., Meli, S., Faber, V., & Samet, J. H. 

(2008). Health  

Literacy, Antiretroviral Adherence, and HIV-RNA Suppression. Journal of 

General Internal Medicine, 22(1), 222–223. https://doi.org/10.1111/j.  

Padchasuwan, N., Banchonhattakit, P., & Kaewpitoon, N. (2018). Health literacy 

associated with liver  

fluke prevention and control among secondary school students in Northeast 

Thailand. Suranaree Journal of Science and Technology, 25(3), 307–318.  

 

Pagán, J. A., Brown, C. J., Asch, D. A., Armstrong, K., Bastida, E., & Guerra, C. 

(2012). Health  

literacy and breast cancer screening among Mexican American women in South 

Texas. Journal of Cancer Education, 27(1), 132–137.  

https://doi.org/10.1007/s13187-011-0239-6  

Park, H., Moon, M., & Baeg, J. H. (2014). Association of eHealth literacy with cancer 

information  

seeking and prior experience with cancer screening. CIN: Computers, 

Informatics, Nursing, 32(9), 458-463. 

Park, N. H., Song, M. S., Shin, S. Y., Jeong, J. H., & Lee, H. Y. (2018). The effects of 

medication  

adherence and health literacy on health‐related quality of life in older people 

with  

hypertension. International journal of older people nursing, 13(3), e12196. 

Pelikan, J. M., Ganahl, K., & Roethlin, F. (2018). Health literacy as a determinant, 

mediator and/or  

moderator of health: empirical models using the European Health Literacy 

Survey dataset. Global health promotion, 25(4), 57-66. 

Peterson, N. B., Dwyer, K. A., Mulvaney, S. A., Dietrich, M. S., & Rothman, R. L. 

(2007). The  

influence of health literacy on colorectal cancer screening knowledge, beliefs 

and behavior. Journal of the National Medical Association, 99(10), 1105–1112.  

Peterson, P. N., Shetterly, S. M., Clarke, C. L., Bekelman, D. B., Chan, P. S., Allen, L. 

A., Matlock, D.  

D., & Magid, D. J. (2011). Patients With Heart Failure. Jama, 305(16), 1695–

1701.  

Plummer, L. C., & Chalmers, K. A. (2017). Health literacy and physical activity in 

women diagnosed  

with breast cancer. Psycho-Oncology, 26(10), 1478–1483.  

https://doi.org/10.1002/pon.4318  

Poorman, E., Gazmararian, J., Elon, L., & Parker, R. (2014). Is health literacy related to 

health  

behaviors and cell phone usage patterns among the text4baby target population? 

Archives of Public Health, 72(1), 1–9. https://doi.org/10.1186/2049-3258-72-13  



 

 

 

41 

Puente-Maestu, L., Calle, M., Rodríguez-Hermosa, J. L., Campuzano, A., De Miguel 

Díez, J., Álvarez- 

Sala, J. L., Puente-Andues, L., Pérez-Gutiérrez, M. J., & Lee, S. Y. D. (2016). 

Health literacy and health outcomes in chronic obstructive pulmonary disease. 

Respiratory Medicine, 115, 78–82. https://doi.org/10.1016/j.rmed.2016.04.016  

Quartuccio, M., Simonsick, E. M., Langan, S., Harris, T., Sudore, R. L., Thorpe, R., 

Rosano, C., Hill- 

Briggs, F., Golden, S., & Kalyani, R. R. (2018). The relationship of health 

literacy to diabetes status differs by sex in older adults. Journal of Diabetes and 

Its Complications, 32(4), 368–372. 

https://doi.org/10.1016/j.jdiacomp.2017.10.012  

Rachmawati, U., Sahar, J., & Wati, D. N. K. (2019). The association of diabetes literacy 

with self- 

management among older people with type 2 diabetes mellitus: A 

cross-sectional study. BMC Nursing, 18(Suppl 1), 1–8.  

https://doi.org/10.1186/s12912-019-0354-y  

Rafferty, A. P., Winterbauer, N. L., Luo, H., Bell, R. A., & Little, N. (2021). Diabetes 

self-care and  

clinical care among adults with low health literacy. Journal of Public Health 

Management and Practice, 27(2), 144-153. 

Rák, E. C. (2011). Quality of Life of Persons with Diabetes: Understanding the Effects 

of Health  

Literacy, Self-efficacy and Knowledge of Chronic Illness and Disability. 

Michigan State University. Rehabilitation Counselor Education. 

Reisi, M., Javadzade, S. H., Heydarabadi, A. B., Mostafavi, F., Tavassoli, E., & 

Sharifirad, G. (2014).  

The relationship between functional health literacy and health promoting 

behaviors among older adults. Journal of education and health promotion, 3. 

Ricardo, A. C., Yang, W., Lora, C. M., Gordon, E. J., Diamantidis, C. J., Ford, V., ... & 

Lash, J. P.  

(2014). Limited health literacy is associated with low glomerular filtration in the 

Chronic Renal Insufficiency Cohort (CRIC) study. Clinical nephrology, 81(1), 

30. 

Rogers, A. H., Bakhshaie, J., Orr, M. F., Ditre, J. W., & Zvolensky, M. J. (2020). Health 

literacy,  

opioid misuse, and pain experience among adults with chronic pain. Pain 

Medicine, 21(4), 670-676. 

Roh, S., Burnette, C. E., Lee, Y. S., Jun, J. S., Lee, H. Y., & Lee, K. H. (2018). Breast 

cancer literacy  

and health beliefs related to breast cancer screening among American Indian 

women. Social Work in Health Care, 57(7), 465–482.  

https://doi.org/10.1080/00981389.2018.1455789  

Roh, Y. H., Koh, Y. Do, Noh, J. H., Gong, H. S., & Baek, G. H. (2017). Effect of health 

literacy on  

adherence to osteoporosis treatment among patients with distal radius fracture. 

Archives of Osteoporosis, 12(1), 10–15.  

https://doi.org/10.1007/s11657-017-0337-0  

Roh, Y. H., Lee, B. K., Park, M. H., Noh, J. H., Gong, H. S., & Baek, G. H. (2016). 

Effects of health  



 

 

 

42 

literacy on treatment outcome and satisfaction in patients with mallet finger 

injury. Journal of Hand Therapy, 29(4), 459–464.  

https://doi.org/10.1016/j.jht.2016.06.004  

Rolls, C. A., Obamiro, K. O., Chalmers, L., & Bereznicki, L. R. E. (2017). The 

relationship between  

knowledge, health literacy, and adherence among patients taking oral 

anticoagulants for stroke thromboprophylaxis in atrial fibrillation. 

Cardiovascular Therapeutics, 35(6), 1–8. https://doi.org/10.1111/1755-

5922.12304 

Rüegg, R., & Abel, T. (2019). The relationship between health literacy and health 

outcomes among  

male young adults: exploring confounding effects using decomposition analysis. 

International Journal of Public Health, 0123456789, 535–545. 

https://doi.org/10.1007/s00038-019-01236-x  

Salm, F., Ernsting, C., Kuhlmey, A., Kanzler, M., Gastmeier, P., & Gellert, P. (2018). 

Antibiotic use,  

knowledge and health literacy among the general population in Berlin, Germany 

and its surrounding rural areas. PLoS ONE, 13(2), 1–11.  

https://doi.org/10.1371/journal.pone.0193336  

Sarkar, M., Asti, L., Nacion, K. M., & Chisolm, D. J. (2016). The Role of Health 

Literacy in Predicting  

Multiple Healthcare Outcomes Among Hispanics in a Nationally Representative 

Sample: A Comparative Analysis by English Proficiency Levels. Journal of 

Immigrant and Minority Health, 18(3), 608–615.  

https://doi.org/10.1007/s10903-015-0211-3  

Sarkar, U., Karter, A. J., Liu, J. Y., Moffet, H. H., Adler, N. E., & Schillinger, D. 

(2010).  

Hypoglycemia is more common among type 2 diabetes patients with limited 

health literacy: The diabetes study of northern California (distance). Journal of 

General Internal Medicine, 25(9), 962–968. https://doi.org/10.1007/s11606-010-

1389-7  

Sawkin, M. T., Deppe, S. J., Thelen, J., Stoner, S. C., Dietz, C. A., & Rasu, R. S. 

(2015). Health  

Literacy and Medication Adherence Among Patients Treated in a Free Health 

Clinic: A Pilot Study. Health Services Research and Managerial Epidemiology, 

2. https://doi.org/10.1177/2333392815589094 

Sayah, F. Al, Majumdar, S. R., Egede, L. E., & Johnson, J. A. (2015). Associations 

between health  

literacy and health outcomes in a predominantly low-income African American 

population with type 2 diabetes. Journal of Health Communication, 20(5), 581-

588. 

Sayah, F. Al, Qiu, W., & Johnson, J. A. (2016). Health literacy and health-related 

quality of life in  

adults with type 2 diabetes: a longitudinal study. Quality of Life Research, 25(6), 

1487–1494. https://doi.org/10.1007/s11136-015-1184-3 

Scarpato, K. R., Kappa, S. F., Goggins, K. M., Chang, S. S., Smith Jr, J. A., Clark, P. E., 

... & Moses,  

K. A. (2016). The impact of health literacy on surgical outcomes following 

radical cystectomy. Journal of health communication, 21(sup2), 99-104. 



 

 

 

43 

Schill, K. (2019). Oral health literacy and oral hygiene habits in a Kentucky 

Appalachian community.  

Dissertation Abstracts International: Section B: The Sciences and Engineering, 

80(8-B(E)).  

http://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2019-

41141-265& site=ehost-live  

Schillinger, D., Grumbach, K., Piette, J., Wang, F., Osmond, D., Daher, C., Palacios, J., 

Sullivan, G. D.,  

& Bindman, A. B. (2002). Health Literacy With Diabetes Outcomes. Jama, 

288(4), 475–482.  

Scrivner, B., Szaflarski, M., Baker, E. H., & Szaflarski, J. P. (2019). Health literacy and 

quality of life  

in patients with treatment-resistant epilepsy. Epilepsy & Behavior, 99, 106480. 

Sentell, T., Braun, K. L., Davis, J., & Davis, T. (2013). Colorectal cancer screening: 

Low health literacy  

and limited english proficiency among asians and whites in California. Journal 

of Health Communication, 18(SUPPL. 1), 242–255.  

https://doi.org/10.1080/10810730.2013.825669  

Sentell, T. L., Tsoh, J. Y., Davis, T., Davis, J., & Braun, K. L. (2015). Low health 

literacy and cancer  

screening among Chinese Americans in California: A cross-sectional analysis. 

BMJ Open, 5(1), 1–9. https://doi.org/10.1136/bmjopen-2014-006104  

Sentell, T., Zhang, W., Davis, J., Baker, K. K., & Braun, K. L. (2014). The influence of 

community and  

individual health literacy on self-reported health status. Journal of General 

Internal Medicine, 29(2), 298–304.  

https://doi.org/10.1007/s11606-013-2638-3  

Seven, M., Paşalak, Ş. İ., Sahin, E., & Akyuz, A. (2019). Genetic Literacy of pregnant 

women and their  

use of prenatal screening and diagnostic tests in Turkey. Journal of Genetic 

Counseling, 28(3), 578–586. https://doi.org/10.1002/jgc4.1082  

Shehadeh-Sheeny, A., Eilat-Tsanani, S., Bishara, E., & Baron-Epel, O. (2013). 

Knowledge and health  

literacy are not associated with osteoporotic medication adherence, however 

income is, in Arab postmenopausal women. Patient Education and Counseling, 

93(2), 282–288. https://doi.org/10.1016/j.pec.2013.06.014  

Shi, S., Shen, Z., Duan, Y., Ding, S., & Zhong, Z. (2019). Association Between 

Medication Literacy  

and Medication Adherence Among Patients With Hypertension. Frontiers in 

Pharmacology, 10(July), 1–12. https://doi.org/10.3389/fphar.2019.00822  

Shiyanbola, O. O., Unni, E., Huang, Y. M., & Lanier, C. (2018). The association of 

health literacy with  

illness perceptions, medication beliefs, and medication adherence among 

individuals with type 2 diabetes. Research in Social and Administrative 

Pharmacy, 14(9), 824–830. https://doi.org/10.1016/j.sapharm.2017.12.005  

Singh, S. G., & Aiken, J. (2017). The effect of health literacy level on health outcomes 

in patients with  

diabetes at a type v health centre in Western Jamaica. International journal of 

nursing sciences, 4(3), 266-270. 



 

 

 

44 

Sistani, M. M. N., Virtanen, J., Yazdani, R., & Murtomaa, H. (2017). Association of 

oral health  

behavior and the use of dental services with oral health literacy among adults in 

Tehran, Iran. European journal of dentistry, 11(02), 162-167. 

Smith, M. L. (2009). Health literacy and weight-related behaviors among college 

students. University  

of Missouri-Kansas City. 

Smith, P. C., Brice, J. H., & Lee, J. (2012). The relationship between functional health 

literacy and  

adherence to emergency department discharge instructions among Spanish-

speaking patients. Journal of the National Medical Association, 104(11–12), 

521–527. https://doi.org/10.1016/S0027-9684(15)30218-2  

Son, Y. J., & Yu, H. Y. (2016). Influence of Health Literacy on HRQoL in Patients 

After PCI. Western  

Journal of Nursing Research, 38(12), 1611–1626.  

https://doi.org/10.1177/0193945916653104  

Souza, J. G., Apolinario, D., Magaldi, R. M., Busse, A. L., Campora, F., & Jacob-Filho, 

W. (2014).  

Functional health literacy and glycaemic control in older adults with type 2 

diabetes: A cross-sectional study. BMJ Open, 4(2), 1–8.  

https://doi.org/10.1136/bmjopen-2013-004180  

Speirs, K. E., Messina, L. A., Munger, A. L., & Grutzmacher, S. K. (2012). Health 

literacy and  

nutrition behaviors among low-income adults. Journal of Health Care for the 

Poor and Underserved, 23(3), 1082–1091. 

https://doi.org/10.1353/hpu.2012.0113  

Stellefson, M., Paige, S. R., Alber, J. M., Chaney, B. H., Chaney, D., Apperson, A., & 

Mohan, A.  

(2019). Association between health literacy, electronic health literacy, disease-

specific knowledge, and health-related quality of life among adults with chronic 

obstructive pulmonary disease: Cross-sectional study. Journal of Medical 

Internet Research, 21(6). https://doi.org/10.2196/12165  

Stewart, D. W., Cano, M. Á., Correa-Fernández, V., Spears, C. A., Li, Y., Waters, A. J., 

Wetter, D. W.,  

& Vidrine, J. I. (2014). Lower health literacy predicts smoking relapse among 

racially/ethnically diverse smokers with low socioeconomic status. BMC Public 

Health, 14(1), 1–6. https://doi.org/10.1186/1471-2458-14-716  

Suka, M., Odajima, T., Okamoto, M., Sumitani, M., Igarashi, A., Ishikawa, H., Kusama, 

M.,  

Yamamoto, M., Nakayama, T., & Sugimori, H. (2015). Relationship between 

health literacy, health information access, health behavior, and health status in 

Japanese people. Patient Education and Counseling, 98(5), 660–668.  

https://doi.org/10.1016/j.pec.2015.02.013  

Sun, X., Shi, Y., Zeng, Q., Wang, Y., Du, W., Wei, N., Xie, R., & Chang, C. (2013). 

Determinants of  

health literacy and health behavior regarding infectious respiratory diseases: A 

pathway model. BMC Public Health, 13(1).  

https://doi.org/10.1186/1471-2458-13-261  

Sun, X., Yang, S., Fisher, E. B., Shi, Y., Wang, Y., Zeng, Q., Ji, Y., Chang, C., & Du, 

W. (2014).  



 

 

 

45 

Relationships of health literacy, health behavior, and health status regarding 

infectious respiratory diseases: Application of a skill-based measure. Journal of 

Health Communication, 19, 173–189. 

https://doi.org/10.1080/10810730.2014.946112 

Swartz, T., Jehan, F., Tang, A., Gries, L., Zeeshan, M., Kulvatunyou, N., ... & Joseph, 

B. (2018).  

Prospective evaluation of low health literacy and its impact on outcomes in 

trauma patients. Journal of Trauma and Acute Care Surgery, 85(1), 187-192. 

Tagai, E. K. (2016). The relationship between health literacy and indicators of decision 

making for  

colorectal cancer screening among African Americans (Doctoral dissertation, 

University of Maryland, College Park). 

Tang, W., Li, Z., Tang, C., Wang, X., & Wang, H. (2017). Health literacy and 

functional exercise  

adherence in postoperative breast cancer patients. Patient preference and 

adherence, 11, 781. 

Tang, Y. H., Pang, S. M., Chan, M. F., Yeung, G. S., & Yeung, V. T. (2008). Health 

literacy,  

complication awareness, and diabetic control in patients with type 2 diabetes 

mellitus. Journal of advanced nursing, 62(1), 74-83. 

Thompson, A. (2010). The relationship among health literacy, self-efficacy, and self-

management of  

individuals with diabetes (Doctoral dissertation). 

Tokuda, Y., Doba, N., Butler, J. P., & Paasche-Orlow, M. K. (2009). Health literacy and 

physical and  

psychological wellbeing in Japanese adults. Patient Education and Counseling, 

75(3), 411–417. https://doi.org/10.1016/j.pec.2009.03.031  

Tormey, L. K., Reich, J., Chen, Y. S., Singh, A., Lipkin-Moore, Z., Yu, A., Weinberg, 

J., Farraye, F.  

A., & Paasche-Orlow, M. K. (2019). Limited health literacy is associated 

with worse patient-reported outcomes in inflammatory bowel disease. 

Inflammatory Bowel Diseases, 25(1), 204–212. 

https://doi.org/10.1093/ibd/izy237  

Tsai, H. M., Cheng, C. Y., Chang, S. C., Yang, Y. M., & Wang, H. H. (2014). Health 

Literacy and  

Health-Promoting Behaviors among Multiethnic Groups of Women in Taiwan. 

JOGNN - Journal of Obstetric, Gynecologic, and Neonatal Nursing, 43(1), 117–

129. https://doi.org/10.1111/1552-6909.12269  

Van Der Gaag, M., Van Der Heide, I., Spreeuwenberg, P. M. M., Brabers, A. E. M., & 

Rademakers, J.  

J. D. J. M. (2017). Health literacy and primary health care use of ethnic 

minorities in the Netherlands. BMC Health Services Research, 17(1), 1–9. 

https://doi.org/10.1186/s12913-017-2276-2  

VanWormer, J. J., Tambe, S. R., & Acharya, A. (2019). Oral health literacy and 

outcomes in rural  

Wisconsin adults. The Journal of Rural Health, 35(1), 12-21. 

Varekojis, S. M., Miller, L., Schiller, M. R., & Stein, D. (2011). Functional health 

literacy and smoking  

cessation outcomes. Health Education. 



 

 

 

46 

Von Wagner, C., Knight, K., Steptoe, A., & Wardle, J. (2007). Functional health 

literacy and health- 

promoting behaviour in a national sample of British adults. Journal of 

Epidemiology & Community Health, 61(12), 1086-1090. 

Vozikis, A., Drivas, K., & Milioris, K. (2014). Health literacy among university 

students in Greece:  

determinants and association with self-perceived health, health behaviours and 

health risks. Archives of Public Health, 72(1), 1-6. 

Wang, K. Y., Chu, N. F., Lin, S. H., Chiang, I. C., Perng, W. C., & Lai, H. R. (2014). 

Examining the  

causal model linking health literacy to health outcomes of asthma patients. 

Journal of Clinical Nursing, 23(13–14), 2031–2042.  

https://doi.org/10.1111/jocn.12434  

Wang, R. H., Hsu, H. C., Chen, S. Y., Hsieh, C. H., & Lee, Y. J. (2019). Modeling 

patient  

empowerment and health literacy to glycemic control in insulin-treated patients: 

A prospective study. Patient education and counseling, 102(7), 1336-1341. 

Wang, R. H., Hsu, H. C., Lee, Y. J., Shin, S. J., Lin, K. Der, & An, L. W. (2016). 

Patient empowerment  

interacts with health literacy to associate with subsequent self-management 

behaviors in patients with type 2 diabetes: A prospective study in Taiwan. 

Patient Education and Counseling, 99(10), 1626–1631.  

https://doi.org/10.1016/j.pec.2016.04.001  

Wångdahl, J., Lytsy, P., Mårtensson, L., & Westerling, R. (2018). Poor health and 

refraining from  

seeking healthcare are associated with comprehensive health literacy among 

refugees: a Swedish cross-sectional study. International Journal of Public 

Health, 63(3), 409–419. https://doi.org/10.1007/s00038-017-1074-2  

Wehmeyer, M. M. H., Corwin, C. L., Guthmiller, J. M., & Lee, J. Y. (2014). The impact 

of oral health  

literacy on periodontal health status. Journal of Public Health Dentistry, 74(1), 

80–87. https://doi.org/10.1111/j.1752-7325.2012.00375.x 

Wu, J. R., Reilly, C. M., Holland, J., Higgins, M., Clark, P. C., & Dunbar, S. B. (2017). 

Relationship of  

health literacy of heart failure patients and their family members on heart failure 

knowledge and self-care. Journal of family nursing, 23(1), 116-137. 

Yılmazel, G. (2018). Health literacy, mammogram awareness and screening among 

tertiary hospital  

women patients. Journal of Cancer Education, 33(1), 89-94. 

Zhang, J., Gilmour, S., Liu, Y., & Ota, E. (2020). Effect of health literacy on quality of 

life among  

patients with chronic heart failure in China. Quality of Life Research, 29(2), 453-

461. 

Zvolensky, M. J., Mayorga, N. A., & Garey, L. (2019). Main and interactive effects of 

e-cigarette use  

health literacy and anxiety sensitivity in terms of e-cigarette perceptions and 

dependence. Cognitive Therapy and Research, 43(1), 121-130.  



 

 

 

47 

Search Strings used to conduct initial searches in each Database 

Psyc info:(health literacy OR nutrition literacy OR food literacy OR mental health 

literacy OR activity literacy) AND (self-effi* OR attitud* OR norm* OR intent* OR 

competen* OR belief* OR percept* OR behav* OR health behav* OR physical activi* 

OR diet* OR condom* OR sunscreen* OR therap* OR counsel* OR exercis* OR 

water) 

 

Scopus: TITLE-ABS-KEY ( health  AND literacy  OR  nutrition  AND 

literacy  OR  food  AND literacy  OR  mental  AND health  AND 

literacy  OR  activity  AND literacy )  AND  TITLE-ABS-KEY ( self-

effi*  OR  attitud*  OR  norm*  OR  intent*  OR  competen*  OR  belief*  OR  percept*

  OR  behav*  OR  health  AND behav*  OR  physical  AND 

activi*  OR  diet*  OR  condom*  OR  sunscreen*  OR  therap*  OR  counsel*  OR  exer

cis*  OR  water )  

 

pubmed:“health literacy” OR “nutrition literacy” OR “food literacy” OR “mental health 

literacy” OR “activity literacy” AND (“self-effi*” OR “attitud*” OR “norm*” OR 

“intent*” OR “competen*” OR “belief*” OR “percept*” OR “behav*” OR “health 

behav*” OR “physical activi*” OR “diet*” OR “condom*” OR “sunscreen*” OR 

“therap*” OR “counsel*” OR “exercis*” OR “water”)  

 

Web of science:TOPIC: (“health literacy” OR “nutrition literacy” OR “food literacy” 

OR “mental health literacy” OR “activity literacy” AND (“self-effi*” OR “attitud*” OR 

“norm*” OR “intent*” OR “competen*” OR “belief*” OR “percept*” OR “behav*” OR 

“health behav*” OR “physical activi*” OR “diet*” OR “condom*” OR “sunscreen*” 

OR “therap*” OR “counsel*” OR “exercis*” OR “water”)
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Table D1 

Results of Multi-Level Multivariate Meta-Analysis of Relations Among Health Literacy, 

Social Cognition, and Outcome Variables for Model With and Without Adjustment for 

Covariates 

Effect Unadjusted for covariates  Adjusted for covariatesa 

 r SE 95% CI  r SE 95% CI 

   LL UL    LL UL 

HL-SEF .228*** .016 .196 .260  .219*** .016 .187 .251 

HL-KN .299*** .018 .265 .334  .290*** .018 .256 .325 

HL-RP .175*** .043 .091 .260  .166*** .043 .082 .250 

HL-AT .167*** .023 .122 .211  .158*** .023 .113 .203 

HL-BEH .153*** .010 .134 .172  .144*** .010 .125 .163 

HL-ST .124*** .011 .103 .146  .115*** .011 .094 .137 

SEF-KN .222*** .043 .138 .307  .213*** .043 .129 .298 

SEF-RP .230*** .049 .134 .327  .221*** .049 .125 .318 

SEF-AT .386*** .022 .342 .430  .377*** .022 .331 .420 

SEF-BEH .296*** .019 .260 .333  .287*** .019 .251 .323 

SEF-ST .106*** .020 .066 .146  .097*** .020 .057 .137 

KN-RP .125* .050 .029 .222  .116* .049 .020 .213 

KN-AT .205*** .038 .131 .279  .196*** .038 .122 .270 

KN-BEH .144*** .024 .096 .191  .135*** .024 .087 .182 

KN-ST .073* .036 .003 .143  .064 .036 -.007 .134 

RP-AT .231*** .036 .160 .303  .222*** .036 .151 .294 

RP-BEH .119** .045 .032 .207  .110* .045 .022 .197 

RP-ST .228* .116 .000 .456  .217 .117 -.010 .445 

AT-BEH .234*** .024 .186 .282  .225*** .024 .177 .273 

AT-ST .098** .033 .034 .162  .089** .033 .025 .153 

BEH-ST .111*** .015 .0981 .141  .102*** .015 .072 .132 

Note. aEffect sizes adjusted for the following covariates: publication year, age, gender, 

sample type (clinical vs. non-clinical), study quality, and study design. r+ = Zero-order 

correlation corrected for sampling error; 95% CI = 95% confidence interval of r+; LL = 

Lower limit of 95% confidence interval; UL = Upper limit of 95% confidence interval; 

SE = Standard error; HL = health literacy; SEF = self-efficacy; KN = knowledge; RP = 

risk perceptions; AT = attitudes; BEH = behavior; ST = status. 
***p < .001 **p < .01 *p < .05 
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Table D2 

Heterogeneity Statistics for Multi-Level Multivariate Meta-Analytic Models for the Full 

Sample and Sensitivity Analyses 
Model L2 σ2 L3 σ2 Qa df I2 L2 var L3 var 

Full sample        

        

 Unadjusted 

 
.010 .010 16645.842*** 1754 93.65 48.00 45.65 

 Adjusteda 

 
.010 .010 16517.755*** 1754 93.61 48.36 45.25 

Sensitivity analyses        

        

 Excluding studies using 

comprehension 

 (unadjusted) 

.014 .011 11861.503*** 1053 95.68 41.93 53.75 

 Excluded comprehension HL 

measures (adjusted)a 
.014 .011 11670.725*** 1053 95.63 42.46 53.18 

 Excluding studies on health 

risk behaviors (unadjusted) 
.010 .011 15140.936*** 1663 92.82 48.82 44.00 

 Excluded studies on health risk 

 behaviors (adjusted)a 
.010 .011 14984.844*** 1663 92.75 49.31 43.44 

 Excluding studies on samples 

with higher education 

(unadjusted) 

.004 .009 8966.703*** 1115 91.68 64.34 27.34 

 Excluding studies on samples 

with higher education (adjusted 

for covariates)a 

.004 .009 9104.008*** 1115 91.62 64.81 26.81 

Note. aModel adjusted for the following covariates: age, gender, sample type (student 

vs. non-student), sample type (clinical vs. non-clinical), study quality, and study design. 

L2 = Level 2 variance component of multi-level model (variance between effect sizes 

within studies); L3 = Level 3 variance component of the multi-level meta-analytic 

model (variance between studies); σ2 = Estimate of ‘true’ variability in the effect; Q = 

Cochran’s Q test; df = Degrees of freedom for Q; I2 = Higgins and Thompson’s (2002) 

I2 statistic; L2 var. = Percentage of total variability attributable to variability between 

effect sizes within studies (level 2); L3 var. = Percentage of total variability attributable 

to variability between studies (level 3); HL = health literacy. 
***p < .001 **p < .01 *p < .05 
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Table D3 

Publication Bias Statistics for Meta-Analysis of Relations Among Health literacy, Social Cognition, and Outcome Variables 
Effect τa  Trim and fill  Regression tests  p-curveb  p-uniform*  3PSM 

   r+ 95% CI k0  z r+
PET r+

PEESE  z (right 

skewness) 

za 

(Flatness) 

 r+ 95% CI τ2 χ2
p-uni.*  r+ 95% CI 

χ2
3PSM

a 

    LB UB           LB UB     LB UB  

HL-SEF .019  .278*** .236 .319 9  -0.459 .250*** .233***  -15.499*** 12.267  .289*** - .331 .005 4.512  .231*** .192 .269 8.524** 

HL-KN .013  .330*** .281 .380 2  -0.102 .323*** .307***  -27.597*** 23.852  .265*** .164 .358 .045 2.369  .271*** .179 .363 3.423 

HL-RP .333  .245*** .198 .293 0  -0.220 .301 .272  -10.495*** 8.869  .251*** - .294 0 .390  - - - - 

HL-AT -.167  .191*** .102 .280 0  -0.622 .262* .212**  -8.056*** 6.460  .186 .045 .315 .013 .038  .176* .034 .317 0.092 

HL-BEH .071  .173*** .149 .198 0  1.324 .146*** .168***  -39.440*** 32.751  .171*** .128 .214 .026 .319  .167*** .129 .205 0.190 

HL-ST .066  .175*** .144 .206 17  -0.289 .146*** .145***  -29.396*** 24.294  .132*** .082 .180 .022 .259  .139*** .094 .183 0.002 

HL-WB .250  .239*** .182 .296 0  1.264 .162* .205***  -16.856*** 13.669  - - - - -  .215*** .128 .302 0.887 

SEF-KN -.200  .251*** .170 .330 2  -1.694 .398*** .311***  -6.148*** 5.459  - - - - -  .276*** .183 .369 1.844 

SEF-RP -  - - - -  - - -  - -  - - - - -  - - - - 

SEF-AT -.200   .380** .120 .639 0  -0.159 .442 .381  -12.186*** 11.475  .462 .124 .757 .066 .203  .374* .017 .732 0.002 

SEF-TB -  - - - -  - - -  - -  - - - - -  - - - - 

SEF-BEH -.200  .290*** .201 .378 0  0.709 .218* .278***  -16.022*** 13.783  .346** .229 .455 .024 .536  .301*** .187 .416 0.082 

SEF-ST -.076  .210** .087 .334 1  -0.050 .193 .194  -12.842*** 11.496  .191 -.025 .396 .049 .040  .170 -.018 .358 0.034 

SEF-WB -  - - - -  - - -  - -  - - - - -  - - - - 

KN-RP -  - - - -  - - -  - -  - - - - -  - - - - 

KN-AT -.333  .202*** .091 .313 1  0.258 .176 .191  -7.162*** 5.425  .257*** - - .003 .777  .218** .077 .359 0.001 

KN-TB -  - - - -  - - -  - -  - - - - -  - - - - 

KN-BEH .070  .167*** .106 .228 0  0.263 .155** .148***  -14.378*** 12.501  .177*** .079 .269 .017 .199  .170*** .085 .254 0.008 

KN-ST .109  .015 -.038 .068 4  2.498* -.012 .013  - -  .123** - - .002 2.739  .071* .005 .137 2.082 

KN-WB -  - - - -  - - -  - -  - - - - -  - - - - 

RP-AT 1.000  - - - -  - - -  - -  .471** .133 .768 .041 .192  .432*** .246 .617 0.047 

RP-TB -  - - - -  - - -  - -  - - - - -  - - - - 

RP-BEH -1.000  .179*** .105 .253 2  -1.033 .210** .160***  - -  .109 - .208 .002 .132  - - - - 

RP-ST -  - - - -  - - -  - -  - - - - -  - - - - 

RP-WB -  - - - -  - - -  - -  - - - - -  - - - - 

AT-TB -  - - - -  - - -  - -  - - - - -  - - - - 

AT-BEH -.048  .183*** .120 .245 2  0.216 .195* .210***  -7.035*** 4.927  .206*** - .285 .004 .285  .210*** .139 .280 0.006 

AT-ST -1.000  - - - -  - - -  - -  .293 -.137 .684 .037   - - - - 

AT-WB -  - - - -  - - -  - -  - - - - -  - - - - 

TB-BEH .000  .054 -.055 .164 1  0.746 .010 .031  - -  .129 -.046 .308 .011 .259  .111 -.060 .282 .536 

TB-ST -  - - - -  - - -  - -  - - - - -  - - - - 

TB-WB -  - - - -  - - -  - -  - - - - -  - - - - 

BEH-ST -.177  .111* .007 .107 7  0.157 .095* .098**  -13.852*** 10.823  .098* .023 .172 .013 .030  .098** .000 .027 0.168 

BEH-WB .600  .196** .062 .331 0  4.510*** -.075 .015  -3.966 2.359  .190 .055 - .003 1.713  .116 -.088 .319 1.190 

ST-WB -  - - - -  - - -  - -  - - - - -  - - - - 

Note. Test statistic non-significant (p > .05) in all cases. bPower estimate (1-β) is >99% in all cases. τ = Kendall’s τ from Begg and Mazumdar’s (1994) rank 

correlation test; Trim and fill = Duval and Tweedie’s (2000) trim and fill analysis; r+ = Corrected meta-analytic effect size estimate from publication bias test; 

95% CI = 95% confidence interval of corrected effect size estimate; k0 = Estimated number of ‘missing’ studies on the right-hand/left-hand side of the funnel 

plot from trim and fill analysis; Regression tests = Publication bias tests based on regression of study effect size on precision estimate; z = Funnel plot 
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asymmetry test statistic from Sterne, Egger, and Davey Smith’s (2001) regression test; PET = Stanley and Doucouliagos’ (2014) precision effect test; PEESE 

= Stanley and Doucouliagos’ (2014) precision effect estimate with standard error; p-curve = Simonsohn, Nelson, and Simmons’ (2014) p-curve analysis; z 

(right skewness) = Test statistic for p-curve right skewness; z (flatness) = Test statistic for degree of p-curve ‘flatness’; p-uniform* = van Aert and van 

Assen’s (2018) p-uniform* analysis; τ2 = Estimate of ‘true’ variance in population from p-uniform* analysis; χ2
p-uni.* = Likelihood ratio test of publication bias 

from p-uniform* analysis; 3PSM = Vevea and Hedges’ (2005) three-parameter selection method analysis; χ2
3PSM = Likelihood ratio test of publication bias 

from 3PSM analysis; HL = health literacy; SEF = self-efficacy; KN = knowledge; RP = risk perceptions; AT = attitudes; BEH = behavior; ST = status. 
*** p < .001 ** p < .01 * p < .05. 
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Table D4 

Standardized Parameter Estimates for Multi-Level Meta-Analytic Structural Equation Model for the Proposed Model 

Sensitivity Analysis Excluding Comprehension Health Literacy Measures, Health Risk Behaviors, and Samples from Higher 

Education 
Effect Total Sample  Comparison group: 

Excluded Comprehension 

HL measures 

 Comparison group: 

Excluded associations with 

health risk behaviors 

 Comparison group: 

Excluded associations 

coming from samples with 

better education 

 β 95% CI  β 95% CI  β 95% CI  β 95% CI 

  LL UL   LL UL   LL UL   LL UL 

Direct effects                

 HL→SEF .219***e .187 .251  .281***e .238 .324  .216*** .183 .248  .176*** .140 .213 

 HL→KN .290***ef .256 .325  .374***e .319 .429  .288*** .253 .324  .230***f .195 .265 

 HL→RP .166*** .082 .250  .208*** .111 .305  .159*** .068 .251  .123** .043 .204 

 HL→AT .158*** .113 .202  .204*** .144 .264  .158*** .112 .203  .124*** .074 .174 

 HL→BEH .062*** .037 .087  .049* .007 .091  .064*** .038 .091  .057*** .033 .081 

 SEF→BEH .214*** .169 .258  .224*** .162 .285  .226*** .180 .271  .147*** .092 .203 

 KN→BEH .045 -.010 .101  .119* .022 .217  .044 -.013 .101  .049 -.009 .108 

 RP→BEH .020 -.072 .112  .040 -.064 .143  .018 -.076 .112  .017 -.069 .102 

 AT→BEH .121*** .067 .176  .142*** .068 .215  .118*** .062 .173  .072* .006 .138 

 HL→ST .071** .028 .113  .083* .019 .147  .068** .025 .111  .062*** .026 .098 

 SEF→ST .028 -.035 .091  .014 -.070 .098  .026 -.039 .091  .041 -.032 .114 

 KN→ST .010 -.071 .092  .032 -.110 .174  .008 -.075 .091  .009 -.074 .091 

 RP→ST .193 -.055 .441  .228 -.042 .499  .197 -.057 .451  .170 -.060 .399 

 AT→ST .022 -.062 .106  .043 -.055 .142  .023 -.062 .108  .034 -.089 .156 

                

Indirect effects                

 HL→SEF→BEH .047***f .034 .059  .063*** .042 .084  .049*** .035 .062  .026***f .014 .038 

 HL→SEF→ST .006 -.008 .020  .004 -.020 .028  .006 -.008 .020  .007 -.006 .020 

 HL→KN→BEH .013 -.003 .029  .045* .007 .082  .013 -.004 .029  .011 -.002 .025 

 HL→KN→ST .003 -.021 .027  .012 -.041 .065  .002 -.022 .026  .002 -.017 .021 

 HL→RP→BEH .003 -.012 .019  .008 -.014 .030  .003 -.012 .018  .002 -.009 .013 

 HL→RP→ST .032 -.013 .077  .048 -.014 .109  .031 -.013 .076  .021 -.011 .053 

 HL→AT→BEH .019*** .009 .030  .029** .011 .047  .019*** .008 .029  .009 -.000 .018 

 HL→AT→ST .003 -.010 .017  .009 -.012 .029  .004 -.010 .017  .004 -.011 .020 
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Sums of indirect 

effects 
  

  

   

 
 

   
 

  

 HL→BEHa .082*** ef .059 .106  .145***e .102 .187  .083*** .059 .106  .048*** f .030 .067 

 HL→STb .045* .006 .084  .072* .013 .132  .043* .004 .082  .034* .003 .066 

                

Total effects                

 HL→BEHc .144***ef .125 .163  .194***e .164 .224  .147*** .127 .167  .105***f .087 .123 

 HL→STd .115*** .094 .137  .156*** .122 .189  .111*** .089 .133  .096*** .076 .116 

                

Correlations                

 SEF↔KN .150** .066 .233  .233*** .115 .351  .149** .065 .234  .141*** .055 .228 

 SEF↔RP .185*** .090 .280  .230*** .130 .329  .187*** .090 .283  .155*** .063 .246 

 SEF↔AT .342*** .302 .383  .373*** .327 .419  .342*** .301 .384  .334*** .276 .391 

 KN↔RP .068 -.028 .164  .105* .004 .206  .070 -.028 .168  .043 -.049 .134 

 KN ↔ AT .150*** .077 .222  .205*** .105 .306  .150*** .076 .224  .116** .042 .189 

 RP ↔AT .196*** .127 .265  .245*** .173 .318  .197*** .127 .267  .163*** .097 .230 

 BEH ↔ ST .056*** .024 .089  .066*** .022 .110  .047** .012 .083  .040* .005 .075 

Note. Model parameters are adjusted for the following covariates: age, gender, sample type (student vs. non-student), sample 

type (clinical vs. non-clinical), study quality, and study design. aSum of indirect effects of health literacy on behavior through 

all variables; bSum of indirect effects of health literacy on status through all variables cTotal effect of health literacy on 

behavior; dTotal effect of health literacy on status.  efSuperscripted letters next to parameter estimates indicate statistically 

significantly different (p < .05) estimates using Schenker and Gentleman’s (2001) ‘standard method’ based on confidence 

intervals  β = Standardized parameter estimate; 95% CI = 95% confidence interval; LL = Lower limit of 95% CI. UL = Upper 

limit of 95% Ci; βdiff = Difference in standardized path coefficient; HL = health literacy; SEF = self-efficacy; KN = 

knowledge; RP = risk perceptions; AT = attitudes; BEH = behavior; ST = status. 
***p < .001 **p < .01 *p < .05 




