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Introduc2on  

 
Health literacy is defined as ‘the personal characterisAcs and social resources needed for 
individuals and communiAes to access, understand, appraise and use informaAon and 
services to make decisions about health’ (World Health OrganizaAon, 2015). It is a pressing 
global issue, as a significant proporAon of the populaAon faces health literacy challenges 
which can widen health inequaliAes (Mantwill and Diviani, 2019). Health literacy is widely 
recognised as a social determinant of health meaning it plays a fundamental role in 
influencing health outcomes (Nutbeam and Lloyd, 2021). The World Health OrganizaAon 
(WHO) has idenAfied improving health literacy as a key strategy to reduce health inequaliAes 
and improve populaAon health and wellbeing (World Health OrganizaAon, 2024). Despite its 
significance, challenges in health literacy persist globally, disproporAonately affecAng 
populaAons experiencing socioeconomic deprivaAon (Svendsen et al., 2020).  

Giving every child the best start in life is essenAal for reducing health inequaliAes and 
supporAng posiAve development across the life course. To achieve this, parents and 
caregivers must navigate complex health informaAon, healthcare systems, and services 
(Rahman et al., 2024). Parents experiencing health literacy challenges are less likely to 
engage with preventaAve health services, adhere to medical advice, and overuse non-urgent 
healthcare services (Jensen et al., 2024, Morrison et al., 2019). This contributes to poorer 
health outcomes for children and families, increased economic strain on healthcare systems 
due to avoidable use, and a greater financial burden on society from preventable health 
issues (Morrison et al., 2019, Lebano et al., 2020). Therefore, early childhood (pre-school 
years), when children’s development is rapid and parents o_en engage with a range of 
health informaAon and services, is a vital Ame to support parent’s health literacy needs to 
ensure they can make informed decisions for their child’s health and wellbeing (Unicef, 
2024).  

To enable researchers and policy makers to develop and implement effective and equitable 
health literacy interventions and strategies, it is essential to assess and understand the 
factors that support or hinder the target population’s ability to find, understand, appraise 
and use health information. Health literacy profiling, which involves identifying the specific 
health-related strengths and challenges within a population, is one way to achieve this 
(Melwani et al., 2024). Health literacy profiling has been used to develop targeted 
interventions and enhance healthcare services by identifying specific health literacy needs 
(Jessup et al., 2018, Boateng et al., 2021). Qualitative vignettes have also been shown to be 
an effective, ethical and well-received method when exploring complex public health issues 
(Jackson et al., 2015, Western et al., 2024).  



There is a lack of published data on parental health literacy in England, parAcularly among 
parents living in areas of high deprivaAon. This is regardless of evidence that individuals with 
limited financial and social resources are more likely to experience limited health literacy 
(Rowlands et al., 2013). Parents in these contexts exhibit lower levels of engagement in 
research acAviAes, highlighAng the criAcal need for inclusive methodologies to ensure their 
perspecAves are adequately represented (NaAonal InsAtute for Health and Care Research, 
2022).  

Therefore, this study aims to: (1) idenAfy and compare the health literacy profiles of parents 
of preschool children (0–4-year-olds) in two ciAes in the south of England, and (2) develop a 
series of vigneges to illustrate the lived experience of parents with diverse health literacy 
profiles. Comparing the health literacy profiles across two ciAes will provide insight into 
potenAal regional differences, shedding light on contextual factors that may influence 
parental health literacy. The findings will not only enhance understanding of parental health 
literacy but also provide a foundaAon for future research and targeted intervenAons. As one 
of the first efforts to profile parental health literacy in the United Kingdom (UK), this 
research will contribute valuable knowledge to the field of health literacy.  
 

Methods  
 
Study design  
 
This cross-secAonal mixed methods study was conducted in Portsmouth and Southampton, 
two ciAes on the south-coast of England that have high levels of deprivaAon (Portsmouth 
City Council, 2023, Southampton City Council, 2023). Portsmouth and Southampton are 
among England's most deprived local authoriAes (ranked 57th and 55th of 317, where 1 is 
most deprived), with around 20% of children living in poverty (Public Health England, 2018).  
 
This study forms part of a larger mixed methods project using the Ophelia (OpAmising 
Health Literacy and Access) process, which is a systemaAc approach to co-designing and 
implemenAng health literacy intervenAons tailored to the specific needs of a target 
populaAon (Beauchamp et al., 2017a). This study comprised three components: a 
quanAtaAve survey study, semi-structured focus groups, and triangulaAon of these data to 
develop vigneges represenAng a range of health literacy profiles.  
 
PaAent and Public Involvement and Engagement (PPIE) 
Involving members of the public in research has been shown to increase the quality and 
relevance of research (Ryll, 2020, Carlton et al., 2022). In this study, a female PPIE 
contributor who was a parent living in one of the research areas played an acAve role by 
refining the study design, contribuAng to the parAcipant informaAon sheets and consent 
forms, advising on recruitment strategies to reach parents seldom heard in research and 
supporAng the vignege development.  
 
ParAcipant recruitment  
 
Part 1: Survey  



Using convenience sampling (Emerson, 2015), we aimed to recruit 100 parents of children 
aged 0-4 years from each city. Although there is no consensus on the minimum sample size 
required for cluster analysis to produce a suitable soluAon (Siddiqui, 2013), a minimum of 
100 parAcipants per city was esAmated based on previous research to follow the Ophelia 
process (Cheng et al., 2020). Eligibility criteria included being over 18 years old, able to 
answer quesAons in English, and residing in the idenAfied ciAes. Face-to-face recruitment 
occurred at community-based parent sessions, including library rhyme Ames, stay-and-play 
sessions, and a toy library. Online recruitment was conducted through partner organisaAons 
that provide support services to the target populaAon, who shared a link to the survey on 
their social media plamorms. Furthermore, one organisaAon distributed the survey link via 
text message to parents who had opted-in to receiving communicaAons. 
 
Part 2: Semi-structured focus groups 
Focus group parAcipants were selected through purposive sampling from those who 
completed the HLQ-Parent survey and had consented to being contacted for further 
involvement in the study. Three focus groups were planned in each city for 3-6 parAcipants.  
 
Part 3: Vignege development  
To contribute to the validity of the vigneges three professionals working in community-
based sepngs who support parents were invited to review and “sense check” the vigneges.  
 
 
Data collecAon  
 
Part 1: Survey 
The survey included an informaAon sheet, consent form, demographic quesAons (14 items) 
and the HLQ-Parent (44 items), which assessed health literacy across nine domains (Wahl et 
al., 2022). Part 1 of the HLQ-Parent focused on the domains: “Feel that healthcare providers 
understand and support my child’s situation”, “Having sufficient information to manage my 
child’s health”, “Actively managing my child’s health”, “Social support for health” and 
“Appraisal of health information” using a 4-point Likert scale: strongly disagree (1), disagree 
(2), agree (3) and strongly agree (4). Part 2 focused on the domains: “Ability to actively 
engage with health care providers”, “Navigating the health care system”, “Ability to find 
good health information” and “Understand health information well enough to know what to 
do” using a 5-point Likert scale: cannot do or always difficult (1), very difficult (2), quite 
difficult (3), easy (4) and very easy (5).   
 
The survey was conducted between 18th July and 15th December 2022. ParAcipants had the 
opAon to complete a paper or online version at a Ame and place convenient to them, or in 
an interview format with the researcher reading and recording responses. The online survey 
was hosted on JISC, an online plamorm for the creaAon, distribuAon and analysis of 
quesAonnaires (Jisc, 2022).  
 
Demographic items included self-reported year of birth, sex, number of children in 
household, highest level of educaAon (secondary school or below, completed college, 



degree or above)1, employment status (full-Ame, part-Ame, unemployed), if English is 
spoken in the home, self-reported long-term condiAon and hospital emergency department 
use in last 12 months for parent and/or child. Contact informaAon was collected from 
parAcipants if they consented to be entered into a draw to receive a £20 voucher as a thank 
you for their Ame or if they indicated that they were interested in taking part in further 
research, including semi-structured interviews, focus groups and/or workshops. 
 
Part 2: Focus groups 
ParAcipants who indicated interest in further involvement in the research at the end of the 
survey were contacted by email or telephone to see if they were interest in taking part in a 
focus group. Those interested were then sent the parAcipant informaAon sheet and consent 
form and were asked to confirm availability. In-depth semi-structured focus groups were 
conducted to explore the health literacy strengths and challenges of parents of pre-school 
children. The semi-structured focus group guide was developed to explore the nine domains 
of the HLQ-Parent, focusing on the parAcipants health literacy strengths and challenges. In 
Southampton, three face-to-face focus groups were held in a confidenAal community 
sepng, with a crèche provided for agending parents. Three parents were invited to each 
focus group (n=9). During the focus groups, parAcipants were encouraged to share 
addiAonal thoughts or concerns about managing their child’s health. Notes were taken by 
the researcher, and discussions were audio-recorded with parAcipant consent. All focus 
group parAcipants received a £10 voucher as a token of appreciaAon. 
 
In Portsmouth, two online focus groups were iniAally scheduled, as no crèche facility was 
available, and parents had expressed a preference for an evening session. Three parents 
were invited to each focus group (n=6). However, no parents agended the scheduled or 
rescheduled online sessions. To address this, an alternaAve approach was implemented 
whereby dra_ vigneges were created using quanAtaAve survey data, demographic 
informaAon, and insights gathered during interacAons at family hubs. These vigneges were 
introduced during two stay-and-play sessions, where parents provided consent and 
parAcipated in discussions. Vigneges were read aloud to small groups, allowing parents to 
share their perspecAves on the scenarios. 
 
Data analysis  
 
Part 1: HLQ- Parent  
The data were analysed using IBM SPSS StaAsAcs version 27. DescripAve staAsAcs 
summarised parAcipant characterisAcs. Hierarchical cluster analysis with Ward’s method was 
used to group parAcipants with similar health literacy scores into clusters, forming the basis 
of the health literacy profiles (Bagerham et al., 2014, Beauchamp et al., 2017b). This 
method minimises within-cluster variance by evaluaAng the sum of the squared Euclidean 
distance, to create compact, homogeneous clusters (Nielsen and Nielsen, 2016). Scale scores 
for each cluster were presented as means and standard deviaAons (SDs). 
 
Cluster soluAons ranging from 3 to 16 clusters were examined, and decisions were informed 
by recommendaAons presented in Beauchamp et al. (2017b). The final selecAon was guided 

 
1 Secondary school in the UK refers to compulsory educa6on for 11-16-year-olds, while college (also referred to 
as further educa6on) typically caters to 16-18-year-olds, although adults can also a@end. 



by standard deviaAons of HLQ-Parent scores, demographic data, and the agglomeraAon 
schedule's distance coefficient. A standard deviaAon >0.6 indicated significant within-cluster 
variaAon, suggesAng an inadequate soluAon, though smaller clusters might naturally show 
higher variability. Finally, the distance coefficient of the agglomeraAon schedule, which 
serves as a numerical indicator of the clusters, was considered whereby a significant gap or 
sudden jump in the distance coefficient suggests that the soluAon preceding the gap 
represents an opAmal clustering soluAon (Kent, 2015). Dendrograms were produced as 
visual representaAons of the agglomeraAon schedule, to support the interpretaAon of the 
cluster analysis results and to idenAfy any outliers or anomalies in the data that required 
further invesAgaAon (Forina et al., 2002). Conditional formatting was applied to the cluster 
analysis results using traffic light colour coding (green for highest, red for lowest) to visually 
highlight key differences in health literacy profiles. The colour coding (as shown in Table 2) is 
relative to other scores in the row and does not indicate predetermined high or low scores 
for each scale (Beauchamp et al., 2017a). Additionally, the demographic data of each cluster 
were considered as part of the reviewing process to idenAfy the opAmal number of clusters, 
as clusters with similar health literacy profiles but differing demographics may require 
different intervenAon strategies. 
Normality was assessed using Skewness, Kurtosis, the Kolmogorov-Smirnov test, and visual 
inspecAon of histograms. Based on these results, a series of independent sample t-tests 
were conducted to compare mean scores of the nine domains between the two ciAes. 
 
Part 2: Semi-structed focus groups 
While no formal analysis is required of the qualitaAve data in the development of vigneges 
(Beauchamp et al., 2017), a deducAve Framework Analysis approach (Gale et al., 2013) was 
used to systemaAcally manage the qualitaAve data from the semi-structured focus groups, 
interview, and researcher notes. This involved familiarisaAon with the data, grouping data 
using a predefined framework based on the HLQ-Parent domains and quesAonnaire items. 
The themes and quotes were then organised into a matrix to facilitate interpretaAon and 
support vignege development.  
 
Part 3: Vignege development  
The vigneges were developed through a structured four-step process, informed by previous 
work using an explanatory sequenAal approach (Holley and Gillard, 2018, Tremblay et al., 
2022, Fegers et al., 2013). This approach triangulated the quanAtaAve health literacy 
profiles (Part 1; HLQ-Parent data and demographic informaAon) with qualitaAve focus group 
data (Part 2) to create narraAves reflecAng the diverse health literacy profiles idenAfied 
through cluster analysis.  
 
Step 1: Cluster demographics such as age, language spoken at home and educaAonal 
againment were analysed to establish key agributes for each vignege.  
Step 2: Quotes and themaAc insights from the framework analysis of the qualitaAve data 
were systemaAcally mapped to the high and low item scores within each HLQ-Parent 
domain.  
Step 3: The researcher wrote the vigneges in the first person, ensuring a personalised and 
immersive narraAve based on the triangulated data. 
Step 4: Each vignege was reviewed by the PPIE contributor before the vigneges were ‘sense-
checked’ for accuracy and realism by frontline staff working with parents.   



 
Vigneges were wrigen in Microso_ Word (Office 365) to achieve a Flesch-Kincaid reading 
score of 80-100, ensuring an accessible reading age for the general public (Stockmeyer, 
2009). 
 
Ethical consideraAons  

Ethical approval was obtained from the University of Winchester Ethics Commigee (ethics 
approval number EC220606).  

Results 

Part 1: Survey 

A total of 176 parAcipants completed the HLQ-Parent (Table 1). In Portsmouth (n=71; age 
range: 18–48 years; 96% female), 39 parAcipants completed the survey online, 28 on paper, 
and 4 via interview. In Southampton (n=105; age range: 21–59 years; 100% female), 37 
completed the survey online, 67 on paper, and 1 via interview. One survey from 
Southampton was excluded due to inconsistent responses, reducing the analysed sample to 
175. Approximately one-third of parAcipants (28.2% in Portsmouth; 34.6% in Southampton) 
spoke a language other than English at home, nearly half of the sample (55.0% in 
Portsmouth; 46.1% in Southampton) reported their highest educaAon as college level or 
below, while over a third (36.6% in Portsmouth; 30.8% in Southampton) had taken their 
child to the emergency department in the past 12 months.  

Table 1: Par%cipant Demographic Informa%on  
 Portsmouth                               Southampton 
 N (%) N (%) 
Total  71 104 
Sex   
Female 68 (95.8%) 104 (100%) 
Average number of children (0-4years) 1 (range 1-2) 1 (range 1-2) 
Average number of children (5-16years)  0 (range 1-4) 1 (range 1-4) 
Age (mean ± SD)  33± 6 33± 7 

Educational attainment    
Secondary school or below  8 (11.3%) 7 (6.7%) 
Completed college  31 (43.7%) 41 (39.4%) 
Degree or above 32 (45.1%) 56 (53.8%) 
Language*    
Speak English at home  67 (94.4%) 95 (91.3%) 
Speak other language at home  20 (28.2%) 36 (34.6%) 
Employment    
Full-time 7 (9.9%) 14 (13.5%) 
Part-time  12 (16.9%) 23 (22.1%) 
Medical^    
Long-term condition of parent  21 (29.6%) 59 (56.7%) 
Long-term condition of child  5 (7.0%) 7 (6.7%) 
ED attendance of parent (in last 12 months) 8 (11.3%) 18 (17.3%) 
ED attendance of child (in last 12 months) 26 (36.6%) 32 (30.8%) 



Note: ED, Emergency Department; SD, Standard deviation 
*Participants could report both speaking English and other language at home  
^ Long-term condi%ons were self-reported as one or more of the following: Arthritis, Back pain, Heart 
problems, Asthma or lung condition, Cancer, Depression or anxiety, Diabetes, Stroke, Other.  
 
The overall parental health literacy scores are presented in Figure 1. The two cities 
demonstrated similar overall scores for the majority of domains. However, Southampton 
participants demonstrated significantly higher scores than Portsmouth participants for 
Domain 4 “Social support for health” (2.87 ± 0.46 vs. 2.47 ± 0.47), Domain 5 “Appraisal of 
health information” (2.96 ± 0.52 vs. 2.26 ± 0.51) and Domain 8 “Ability to find good health 
information" (3.94 ± 0.49 vs. 3.45 ± 0.56; all p<0.01). Domain 1 “Feel that healthcare 
providers understand and support my child’s situation” was the highest-scoring domain for 
Portsmouth participants, while Domain 8 "Ability to find good health information" was the 
highest-scoring domain for Southampton participants. Domain 5 "Appraisal of health 
information" was the lowest-scoring domain for Portsmouth participants, while Domain 2 
"Having sufficient information to manage my child's health" was the lowest-scoring domain 
for Southampton participants. Reliability for individual subscales of the HLQ-Parent was 
acceptable with Cronbach’s alpha ranging from 0.75 (Domain 2) to 1.00 (Domain 7).  

 
 
Figure 1: Mean ± SD HLQ-Parent Domain Scores for Portsmouth and Southampton Participants  

 
Cluster analysis  
A total of 16 cluster soluAons were examined during the cluster analysis process for both 
ciAes. However, based on the standard deviaAon, agglomeraAon schedule, demographic 
characterisAcs and distribuAon of health literacy scores, a four-cluster soluAon was 
idenAfied as the opAmal cluster soluAon for both ciAes.  
 
A detailed picture of each cluster profile along with demographic characterisAcs is shown in 
Table 2 (Portsmouth) and Table 3 (Southampton).  



 
Table 2: Portsmouth parental health literacy profiles based on a four-cluster soluAon  

Cluster 1 2 3 4 
Number in cluster (n)  8 22 33 8 
(%) 11.3 31.0 46.5 11.3 
     
1. Feeling understood and supported by healthcare providers* 3.78 3.32 2.80 2.88 
2. Having sufficient informa%on to manage child’s health* 2.88 2.56 2.27 1.84 
3. Ac%vely managing my child’s health* 3.78 3.08 2.58 2.50 
4. Social support for health* 3.18 2.67 2.23 2.15 
5. Appraisal of health informa%on* 3.08 2.45 2.02 1.90 
6. Ability to ac%vely engage with healthcare providers# 4.33 3.80 3.47 2.75 
7. Naviga%ng the healthcare system# 4.46 3.81 3.46 2.71 
8. Ability to find good health informa%on# 4.23 3.73 3.22 2.80 
9. Understand health informa%on well enough to know what to do# 4.33 3.74 3.28 2.60 
Demographic details      
Mean age 33.9 33.4 31.7 33.3 
% female 100 95 94 100 
Mean no. child aged 0-4 years  1 1 1 1 
Mean no. of children aged 5-16 years  - - 1 1 
% Language other than English spoken at home  11.3 5.6 8.5 2.8 
% Employed  87.5 40.9 57.6 37.5 
Highest educaJonal aKainment     
% Completed secondary school or below 12.5 9.09 15.2 - 
% Completed college  37.5 36.4 51.5 37.5 
% Completed degree of above  50.0 54.6 33.3 62.5 
Long-term condiJons (LTC)     
% Parent living with ≥ 1 LTC  25.0 31.8 30.3 25.0 
% Child living with ≥ 1 LTC  - 13.6 6.06 - 
Emergency department aKendance      
% Parent adended ED ≤ 12 months - 22.7 9.09 - 
% Child adended ED ≤ 12 months  25.0 36.4 48.5 - 

*HLQ-P mean score (domains 1-5 ; max score 4) 
# HLQ-P mean score (domains 6-9 ; max score 5)  

Note: Colour coding of cells within clusters are based on green (highest) and red (lowest) health literacy. 
Scores are only rela%ve to other levels in the row and do not indicate predetermined high/low scores 
related to each scale. 

 
Table 3: Southampton parental health literacy profiles based on a four-cluster solu%on  

Cluster 1 2 3 4 
Number in cluster  34  29 32  9 
(%) 32.7 27.9 30.8 8.7 
     
1. Feeling understood and supported by healthcare providers* 3.44 2.88 3.00  2.69 
2. Having sufficient informa%on to manage child’s health* 2.74 2.19 2.26 2.08 
3. Ac%vely managing my child’s health* 3.31 2.80 2.66 2.27 
4. Social support for health* 3.27 2.79 2.65 2.40 
5. Appraisal of health informa%on* 3.44 2.63 2.99 2.16 
6. Ability to ac%vely engage with healthcare providers# 4.19 3.83 3.43 2.84 
7. Naviga%ng the healthcare system# 4.14 3.83 3.28 2.54 
8. Ability to find good health informa%on# 4.34 4.09 3.59 3.27 



9. Understand health informa%on well enough to know what to do# 4.07 3.75 3.01 2.49 
Demographic details      
Mean age 33.4 33.2 31.6 30.9 
% female 100 100 100 100 
Mean no. child aged 0-4 years  1 1 1 1 
Mean no. of children aged 5-16 years  1 1 1 1 
% Language other than English spoken at home  23.5 37.9 43.8 33.3 
% Employed  64.7 69.0 59.4 66.7 
Highest educaJonal aKainment     
% Completed secondary school or below 8.8 6.9 3.1 11.1 
% Completed college  26.5 41.4 46.9 55.6 
% Completed degree of above  64.7 51.7 50.0 33.3 
Long-term condiJons      
% Parent living with one or more long-term condi%on  52.9 62.1 56.3 55.6 
% Child living with one or more long-term condi%on  5.9 3.4 12.5 - 
Emergency department aKendance      
% Parent adended ED in last 12 months 17.6 10.3 18.8 33.3 
% Child adended ED in the last 12 months  35.3 24.1 31.3 33.3 

*HLQ-P mean score (domains 1-5 ; max score 4) 
#HLQ-P mean score (domains 6-9 ; max score 5)  
Note: Colour coding of cells within clusters are based on green (highest) and red (lowest) health literacy. 
Scores are only rela%ve to other levels in the row and do not indicate predetermined high/low scores 
related to each scale. 

 
Part 2: Focus groups  
 
The demographic details of the focus group parAcipants can be seen in supplementary file A. 
In Southampton each semi-structured focus group or interview lasted approximately 40 
minutes (range 33–49 minutes), covering the parents’ experiences of local health 
informaAon and services for their children. In one focus group the parents reported the 
challenges of navigaAng primary care for their children. This was emphasised by a parent 
from Poland who said, “I felt so scared, the [healthcare] system looks so different here, I’m 
from Poland and I just didn’t know what to do”. 
 
In Portsmouth parents provided valuable qualitaAve insights based on the preliminary 
vigneges created by the researcher. They suggested potenAal expansions and idenAfied 
addiAonal issues to be incorporated. When discussing the low item scores in Domain 4 
“Social support for health”, one parent shared their experience of being new to the city and 
lacking social support from people who understood the local services and support available. 
The group also discussed the role of family social support, noAng how mental health 
challenges can impact a person’s ability to provide support. 

 

Part 3: Vignege development   

 
Eight vigneges were created, one for each health literacy profile idenAfied. An example of 
vignege development through triangulaAon of quanAtaAve and qualitaAve data is provided 
in supplementary file B. Four unique vigneges were created for each city (see 



supplementary files C and D). The iniAal vigneges were reviewed by the PPIE contributor, 
leading to minor amendments. For example, they suggested adding the word 'energy' to one 
vignege sentence, changing it to: 'I just don’t have the Ame or energy to spend ages looking 
up stuff,' this was to emphasise how Ared the parent felt. All vigneges were given a ficAonal 
name by the researcher. The vigneges were then "sense-checked" by three front-line 
professionals working with parents to ensure they accurately reflected the types of issues 
parents were facing. No further amendments were suggested a_er this review. Table 4 
presents the vignege for Portsmouth's Cluster 4, and Table 5 presents the vignege for 
Southampton's Cluster 4. 

 
Table 4: Portsmouth Cluster 4 Vignege ‘Roxana’ 

Brief overview from cluster analysis: 
Number in cluster: 8 (11.3%) 
Average age:  33 
Average number of children: 1 (0-4 years) and 1 (5-16 years) 
EducaJon: This cluster have the highest educa%onal adainment, with 62.5% having a degree 
qualifica%on or above  
Employment: This cluster are least likely to be employed (37.5%) 
ED adendance: No one in this cluster reported using emergency department  in the last 12 months 
for themselves or their child.  
Highest-scoring domain: Domain 1 “Feeling understood and supported by healthcare providers”. 
Lowest-scoring domain: Domain 2 “Having sufficient informa%on to manage child’s health”.  
Overall, this cluster represents well educated parents who do not score as highly across all nine 
domains compared to the other clusters, they especially struggle to have sufficient informa%on to 
manage their child’s health and cri%cally appraising it. 
Hey, I'm Roxana! I'm 27 and I've got a 3-year-old and almost a 5-year-old. Life's hec%c right now, I 
really want to work and use my degree, but I’m new to area and I just don’t have %me to looking 
for a job.   
We had to get away from our hometown due to family problems, so we moved to Portsmouth. I 
didn’t know anyone before I moved here. I've just started chaong to a couple of mums that live 
near but we're s%ll geong to know each other, I can't exactly ask them for help just yet (domain 
4). I s%ll haven’t registered me or the kids with a GP yet (domain 7). Most days it’s hard to get out 
the house and with being new to the area I’m not too sure what to do. I do need someone to talk 
to, I can’t talk to my mum, she has her own challenges, you know, mentally and stuff. She gets 
quite unwell, but I don’t really get involved or talk to her now, maybe one day when the kids are a 
bit older (domain 4).  
When it comes to geong informa%on on health for the kids I just don’t have the %me or energy to 
spend ages looking up stuff and reading if, I have a quick look online and just check it’s nothing 
serious (domains 2 & 5). I don’t want to waste anyone’s %me so it would have to be really really 
bad for me to take the kids to the hospital (domains 2 & 9). 

 
Table 5: Southampton Cluster 4 Vignege ‘Kasia’  

Brief overview from cluster analysis: 
Number in cluster: 9 (8.7%) 
Average age: 31 
Average number of children: 1 (0-4 years) and 1 (5-16 years) 
EducaJon: 61.7% completed college or below 
Parent long term condiJon: 55.6% of parents in this cluster self-reported to be living with a long-
term condi%on.  



ED aKendance:  largest propor%on of parents who had adended the emergency department for 
themselves in the last 12 months (33.3%). 
Highest-scoring domain: Domain 1 “Feeling understood and supported by healthcare providers”. 
Lowest-scoring domain: Domain 9 “Understand health informa%on well enough to know what to 
do”. 
Overall, this cluster represents parents who score lowest across all nine domains of the HLQ-
Parent compared to other clusters. This cluster struggle to understand health informa%on well 
enough to know what to do. 
Hi, I’m Kasia I’m 29 and I’m mum to Shay who is 18 months and I’m pregnant. I was diagnosed with 
au%sm just before I gave birth to Shay. I completed a catering course at college and now I work 
part %me in a café. I didn’t go to any pregnancy classes when I was pregnant as everything was 
online. I don’t like Face%me or anything, I won’t use it. I’m not going to go to any pregnancy 
classes this %me either as they’re just for people who don’t already have kids (domain 9).  
I do really want to breasueed this %me. I wanted to last %me, but I didn’t get the help I needed. 
When I was in hospital aver giving birth, I found it difficult to ask for help. I didn’t want to keep 
asking different people for help. I didn’t know them, so it was really difficult to ask them for help 
(domains 1 & 6).  
I didn’t hear from my health visitor for nearly a year. The midwife signed me off then I think I was 
with a health visitor. I didn’t know if I was meant to call them or if they were meant to call me. So, 
I just waited for them to contact me (domains 7 & 9). I thought everything was going on fine, so I 
didn’t need to contact them. But then when I saw the health visitor at the one year check she 
seemed confused that Shay hadn’t been weighed or been to a clinic for months. The health visitor 
said contact us if you need help, so I assumed they’d contact us if we needed to do anything like 
weighing her (domains 2, 3 & 9).  
I do have family that live local, but I wouldn’t say they are that suppor%ve. They ask why I’m doing 
things like that, and they give Shay things I say she can’t have. I do look on Google for health 
informa%on, but I’m not too sure how to work out if the informa%on is true or not (domain 5). I 
never know when I look things up if they’re actually true or not. I go to Google, but then Google 
never gives me accurate informa%on. So, I just don't know enough to believe it or not (domains 5, 
2 & 8). 

 

Discussion  

The cluster analysis revealed both commonaliAes and disAncAons in health literacy profiles 
of parents in Southampton and Portsmouth. The study idenAfied four disAnct health literacy 
profiles in each city, with similar cluster structures observed in both. Cluster 1 was idenAfied 
as consistently having the highest health literacy scores, while Cluster 4 generally held the 
lowest scores across all domains.  Both ciAes demonstrated low scores in Domain 2, ‘Having 
sufficient informaAon to manage my child’s health,’ the lowest-scoring domain in three of 
the four clusters in Southampton and two clusters in Portsmouth. This suggests that, 
regardless of broader health literacy strengths, many parents face challenges in accessing or 
understanding the informaAon needed to manage their child’s health. This consistent finding 
may highlight a gap in how health informaAon is currently communicated and provided to 
parents. However, it must also be acknowledged that other factors, such as health literacy 
responsiveness within health systems (Trezona et al., 2017), may also be relevant. During the 
focus groups parents expressed feeling that they lacked enough informaAon to make 
informed decisions about their child’s health. This suggests the need for improved strategies 



to deliver comprehensive, accessible health informaAon to ensure parents have the 
informaAon they need to effecAvely manage their child’s health.  

Another low scoring area across all clusters in Portsmouth was Domain 4 “Social support for 
health”, reflecAng a broader issue idenAfied in other contexts. During the vignege 
development, parents in Portsmouth spoke of the challenges of relocaAng to the city, having 
no friends, and not knowing where to go for support regarding their own and their child’s 
health and well-being. Research highlights the benefits of social support for health (Gilmour 
et al., 2020; Hirose et al., 2020, Kim & Thomas., 2019) with indicaAons that social support 
posiAvely influences health behaviours, moAvaAon and quality of life. Parents also note the 
transiAon into parenthood as being a stressful period in which social support can have a 
significant impact on the health of the parent (Schobinger et al., 2022). McLeish et al. (2021) 
invesAgated the impact of social support provided to first-Ame mothers in England by 
healthcare professionals. Unsurprisingly, they discovered that the quality of social support 
provided to parAcipants varied greatly. The most prominent theme idenAfied in this 
qualitaAve study related to the evaluaAon and informaAonal support from health 
professionals, where parents felt most supported when they received Amely health 
informaAon and posiAve feedback on their parenAng. This highlights the need for health 
professionals to adopt communicaAon strategies that prioriAse accessible, Amely and 
posiAve interacAons with parents. Further research is warranted to explore the specific role 
frontline professionals have in facilitaAng social support for health for parents.  

It is noteworthy that no parents in Cluster 4 in Portsmouth reported using the emergency 
department in the last 12 months, compared to a third of parents in Cluster 4 in 
Southampton. Evidence suggests that parents with limited health literacy o_en overuse 
emergency services (Montoro-Perez et al., 2023, Morrison et al., 2014), however this 
relaAonship was not observed in this study. VariaAons in the use of emergency services 
among parents warrants further exploraAon, as such difference may reflect underlying 
factors including access to healthcare, cultural aptudes, or the availability of community-
based resources (Perrin et al., 2020). Understanding these factors could provide valuable 
insights into how to beger support parents and opAmise healthcare usage.   

Challenges in health literacy could be reflecAve of difficulAes with translaAon, parAcularly for 
parents who speak a language other than English at home. The demographic characterisAcs 
of the parents in Cluster 4 varied between ciAes, highlighAng the need for tailored 
intervenAons to meet the specific needs of those in the cluster. For example, 33.3% of 
parents in Cluster 4 in Southampton spoke a language other than English at home compared 
to just 2.8% in Portsmouth. This suggests that parents may benefit from greater translated 
resources and services in Southampton. Southampton parents were more likely to be 
employed (66.7% compared to 37.5%) but with a lower educaAonal againment. This 
indicates that health literacy intervenAons and services should be designed with flexibility to 
accommodate working schedules, ensuring they reach those who need support the most. 
This aligns with previous research on organisaAonal health literacy, which has emphasised 
the need for healthcare services to be responsive to the accessibility needs of their users 
(Meldgaard et al., 2023, Meggego et al., 2020).  



It must be noted that it is important not to assume a parent's health literacy or educaAon 
level based only on their employment status. Despite a high proporAon of respondents 
educated to degree level or above, these parents did not always report the highest health 
literacy scores on the HLQ-Parent (see Tables 3 & 4). For instance, Cluster 4 in Portsmouth 
had the lowest health literacy scores across all domains, despite having the highest 
percentage of respondents with degree-level educaAon. While higher educaAon is o_en 
linked to improved health literacy, research indicates that advanced educaAon does not 
guarantee strong health literacy skills (Benneg et al., 2009). It is important to note that 
health literacy is context specific, meaning it can vary depending on an individual’s 
circumstances, such as their age, stage or life or the experience of receiving a new diagnosis 
(Sykes et al., 2025, Atanasova and Kamin, 2022). This helps explain why some with high 
educaAon againment may sAll exhibit low health literacy scores. For parents of preschool-
aged children, navigaAng paediatric healthcare can present specific challenges, including 
unfamiliarity with services and increased interacAons with healthcare providers (Baldwin et 
al., 2019). Parental health literacy encompasses both understanding health informaAon and 
advocaAng for a child, adding complexity to healthcare navigaAon (Johnston et al., 2015). 

The findings of this study highlight the significant variaAon in health literacy levels across 
parents, making it difficult to predict health literacy levels based solely on demographic 
factors such as educaAon or employment. This suggests that while targeted health literacy 
intervenAons are important and should be prioriAsed when resources allow, universal 
messages must be made more accessible and easier to understand for those with limited 
health literacy. By ensuring that public health communicaAon is clear and inclusive, we can 
improve its reach and effecAveness, ensuring that health informaAon and services are 
accessible to those with greatest need. 

 

Strengths & LimitaAons  

The strengths of this study lie within the mixed methods approach and inclusion of a PPIE 
contributor to address an under-researched area. The HLQ-Parent provided a standardised 
measure of health literacy, meaning the findings from this study can be easily comparable to 
future studies using the HLQ-Parent. The mulAmodal approach for parents to complete the 
HLQ-Parent (paper survey, interview with researcher, online) supported study parAcipaAon 
parAcularly among individuals with low literacy skills and digitally excluded individuals.  

 

Although no parents from Portsmouth agended the focus groups, other studies have 
successfully developed vigneges based on survey data, researcher knowledge and experts in 
the field of study (Spencer et al., 2024, Anwar et al., 2021). However, this study took an 
alternaAve approach to collecAng qualitaAve data to enhance the robustness of the 
vigneges. Importantly both the focus groups and qualitaAve data collected at the stay-and-
play groups provided important contextual insights ensuring the vigneges authenAcally 
reflect the experiences of parents of pre-school children.   



The study captured diverse parAcipants, including nearly 12% full-Ame workers, an o_en-
underrepresented group. Approximately one-third of parAcipants spoke a language other 
than English at home. While this is higher than local demographic data, where 9.2% of 
Portsmouth residents and 15.4% of Southampton residents do not have English as their 
main language (Office for NaAonal StaAsAcs, 2021), it is important to note that parAcipants 
could report speaking both English and another language at home. Despite this, it must be 
noted that as the surveys were only available in English, this may also have impacted 
parAcipant recruitment by limiAng the pool of potenAal parAcipants. InteresAngly, 50% of 
parAcipants were educated to degree level, exceeding local averages, which aligns with the 
sample’s younger age group and expanding higher educaAon access in the UK. 

A limitaAon of this study was the inability to reach the target sample size of parents 
compleAng the HLQ-Parent in Portsmouth, which may have impacted the reliability of the 
cluster analysis results (Dalmaijer et al., 2022). AddiAonally, the small sample size of focus 
group parAcipants restricted the diversity of perspecAves captured, potenAally limiAng the 
transferability of the qualitaAve insights. Male caregivers were also underrepresented in this 
study, highlighAng the need for further research into fathers’ health literacy strengths and 
challenges. Furthermore, the study would have been strengthened if addiAonal factors that 
could affect health literacy were captured (e.g., support from a second parent or 
grandparents). 

Future ApplicaAon 

The vigneges produced in this study will be used in the next stage of the Ophelia process 
which involves conducAng community-based workshops uAlising the vigneges to sAmulate 
discussion and generate health literacy intervenAons and soluAons (Bagerham et al., 2014). 
Local frontline pracAAoners, volunteers and parents will come together to generate pracAcal 
soluAons to the challenges and needs portrayed in the vigneges. Following the workshops, 
recommendaAons will be made to improve health literacy within the community, with a 
focus on using local strengths and pre-exisAng resources. This process may also serve as a 
catalyst for future research into parental health literacy, including parents’ preferences for 
accessing health informaAon. 

 

Conclusion  

The findings of this study emphasise the importance of tailored approaches to improving 
parental health literacy. The idenAficaAon of four disAnct health literacy profiles in each city 
demonstrates that sub-groups of the parent populaAon face unique challenges and require 
targeted strategies for support. A one size fits all approach to increasing parental health 
literacy risks not reaching those who need the most support, reinforcing the need for 
intervenAons that are responsive to the specific characterisAcs and circumstances of each 
cluster. While targeted intervenAons are essenAal, it is equally important to ensure that 
public health messaging is accessible and effecAve for those with limited health literacy. 



Funding details: This work was supported by funding from the NaAonal InsAtute for Health 
and Care Research (NIHR) Applied Research CollaboraAon (ARC) Wessex. 

Data availability statement: The parAcipants of this study did not give wrigen consent for 
their data to be shared publicly, so due to the sensiAve nature of the research supporAng 
data is not available. 

No poten1al compe1ng interest was reported by the author(s).  



References 

 

ANWAR, W. A., MOSTAFA, N. S., HAKIM, S. A., SOS, D. G., CHENG, C. & OSBORNE, R. H. 2021. 
Health literacy co-design in a low resource setting: harnessing local wisdom to inform 
interventions across fishing villages in Egypt to improve health and equity. International 
Journal of Environmental Research and Public Health, 18, 4518. 

ATANASOVA, S. & KAMIN, T. 2022. From dimensions, levels and domains to context-specific 
conceptualizations of health literacy. Slovenian Journal of Public Health, 61, 133-136. 

BALDWIN, S., MALONE, M., SANDALL, J. & BICK, D. 2019. A qualitative exploratory study of UK 
first-time fathers’ experiences, mental health and wellbeing needs during their transition 
to fatherhood. BMJ Open, 9, e030792.  

BATTERHAM, R. W., BUCHBINDER, R., BEAUCHAMP, A., DODSON, S., ELSWORTH, G. R. & 
OSBORNE, R. H. 2014. The OPtimising HEalth LIterAcy (Ophelia) process: study 
protocol for using health literacy profiling and community engagement to create and 
implement health reform. BMC Public Health, 14, 1-10. 

BEAUCHAMP, A., BATTERHAM, R. W., DODSON, S., ASTBURY, B., ELSWORTH, G. R., MCPHEE, 
C., JACOBSON, J., BUCHBINDER, R. & OSBORNE, R. H. 2017a. Systematic development 
and implementation of interventions to OPtimise Health Literacy and Access (Ophelia). 
BMC Public Health, 17, 1-18. 

BEAUCHAMP, A., DODSON, S., BATTERHAM, R. & OSBORNE, R. 2017b. Ophelia Manual–How to 
Apply the Ophelia Health Literacy Process for Improving Health Outcomes. Melbourne: 
Swinburne University of Technology. 

BENNETT, I. M., CHEN, J., SOROUI, J. S. & WHITE, S. 2009. The contribution of health literacy to 
disparities in self-rated health status and preventive health behaviors in older adults. 
The Annals of Family Medicine, 7, 204-211.  

BOATENG, M. A., AGYEI-BAFFOUR, E., ANGEL, S., ASARE, O., PREMPEH, B. & ENEMARK, U. 
2021. Co-creation and prototyping of an intervention focusing on health literacy in 
management of malaria at community-level in Ghana. Research Involvement and 
Engagement, 7, 1-16. 

CARLTON, J., PEASGOOD, T., MUKURIA, C., JOHNSON, J., OGDEN, M. & TOVEY, W. 2022. The 
role of patient and public involvement and engagement (PPIE) within the development of 
the EQ Health and Wellbeing (EQ-HWB). Journal of Patient-Reported Outcomes, 6, 35. 

DALMAIJER, E. S., NORD, C. L. & ASTLE, D. E. 2022. Statistical power for cluster analysis. BMC 
Bioinformatics, 23, 205. 

EMERSON, R. W. 2015. Convenience sampling, random sampling, and snowball sampling: How 
does sampling agect the validity of research? Journal of Visual Impairment & Blindness, 
109, 164-168. 

FETTERS, M. D., CURRY, L. A. & CRESWELL, J. W. 2013. Achieving integration in mixed methods 
designs—principles and practices. Health Services Research, 48, 2134-2156. 

FORINA, M., ARMANINO, C. & RAGGIO, V. 2002. Clustering with dendrograms on interpretation 
variables. Analytica Chimica Acta, 454, 13-19. 

GALE, N. K., HEATH, G., CAMERON, E., RASHID, S. & REDWOOD, S. 2013. Using the framework 
method for the analysis of qualitative data in multi-disciplinary health research. BMC 
Medical Research Methodology, 13, 1-8. 

GILMOUR, J., MACHIN, T., BROWNLOW, C. & JEFFRIES, C. 2020. Facebook-based social 
support and health: A systematic review. Psychology of Popular Media, 9, 328. 

HIROSE, M., TAMAKOSHI, K., TAKAHASHI, Y., MIZUNO, T., YAMADA, A. & KATO, N. 2020. The 
egects of nausea, vomiting, and social support on health-related quality of life during 
early pregnancy: a prospective cohort study. Journal of Psychosomatic Research, 136, 
110168. 



HOLLEY, J. & GILLARD, S. 2018. Developing and using vignettes to explore the relationship 
between risk management practice and recovery-oriented care in mental health 
services. Qualitative Health Research, 28, 371-380. 

JACKSON, M., HARRISON, P., SWINBURN, B. & LAWRENCE, M. 2015. Using a qualitative 
vignette to explore a complex public health issue. Qualitative Health Research, 25, 
1395-1409. 

JENSEN, K. V., MORRISON, A., MA, K., ALQURASHI, W., ERICKSON, T., CURRAN, J., GOLDMAN, 
R. D., GOUIN, S., KAM, A. & POONAI, N. 2024. Low caregiver health literacy is associated 
with non-urgent pediatric emergency department use. Canadian Journal of Emergency 
Medicine, 1-10.  

JESSUP, R. L., OSBORNE, R. H., BUCHBINDER, R. & BEAUCHAMP, A. 2018. Using co-design to 
develop interventions to address health literacy needs in a hospitalised population. 
BMC Health Services Research, 18, 1-13. 

JISC. 2022. Jisc Online Surveys [Software] [Online].  [Accessed 08/03/2025 2025]. 
JOHNSTON, R., FOWLER, C., WILSON, V. & KELLY, M. 2015. Opportunities for nurses to increase 

parental health literacy: a discussion paper. Issues in Comprehensive Pediatric Nursing, 
38, 266-281. 

KENT, R. A. 2015. Analysing quantitative data: Variable-based and case-based approaches to 
non-experimental datasets. Analysing Quantitative Data, 1-376. 

KIM, S. & THOMAS, P. A. 2019. Direct and indirect pathways from social support to health? The 
Journals of Gerontology: Series B, 74, 1072-1080. 

LEBANO, A., HAMED, S., BRADBY, H., GIL-SALMERÓN, A., DURÁ-FERRANDIS, E., GARCÉS-
FERRER, J., AZZEDINE, F., RIZA, E., KARNAKI, P. & ZOTA, D. 2020. Migrants’ and refugees’ 
health status and healthcare in Europe: a scoping literature review. BMC Public Health, 
20, 1-22. 

MANTWILL, S. & DIVIANI, N. 2019. Health literacy and health disparities: A global perspective. 
International Handbook of Health Literacy. Policy Press. 

MEGGETTO, E., KENT, F., WARD, B. & KELEHER, H. 2020. Factors influencing implementation of 
organizational health literacy: a realist review. Journal of Health Organization and 
Management, 34, 385-407. 

MELDGAARD, M., MAIMBURG, R. D., JENSEN, C. S., RASMUSSEN, B. & MAINDAL, H. T. 2023. 
Organizational health literacy responsiveness within Danish maternity care: a qualitative 
study exploring health professionals’ experiences. Health Literacy and Communication 
Open, 1, 2257129. 

MELWANI, S., CLELAND, V., PATTERSON, K. & NASH, R. 2024. Health literacy profiles of 
pregnant women and mothers in Tasmania: A cluster analysis. Health Promotion Journal 
of Australia, 35, 1206-1216. 

MONTORO-PEREZ, N., RICHART-MARTINEZ, M. & MONTEJANO-LOZOYA, R. 2023. Factors 
associated with the inappropriate use of the pediatric emergency department. A 
systematic review. Journal of Pediatric Nursing, 69, 38-46. 

MORRISON, A. K., GLICK, A. & YIN, H. S. 2019. Health literacy: implications for child health. 
Pediatrics in Review, 40, 263-277. 

MORRISON, A. K., SCHAPIRA, M. M., GORELICK, M. H., HOFFMANN, R. G. & BROUSSEAU, D. C. 
2014. Low caregiver health literacy is associated with higher pediatric emergency 
department use and nonurgent visits. Academic Pediatrics, 14, 309-314. 

MOSKOWITZ, D., VITTINGHOFF, E. & SCHMIDT, L. 2013. Reconsidering the egects of poverty 
and social support on health: a 5-year longitudinal test of the stress-bugering 
hypothesis. Journal of Urban Health, 90, 175-184. 

NIELSEN, F. & NIELSEN, F. 2016. Hierarchical clustering. Introduction to HPC with MPI for Data 
Science, 195-211. 



OFFICE FOR NATIONAL STATISTICS. Census 2021 [Online]. Available: 
https://www.ons.gov.uk/census [Accessed 08/03/2025 2025]. 

PERRIN, R., PATEL, S., LEES, A., SMITH, D., WOODCOCK, T., HARRIS, S. & FRASER, S. D. 2020. 
Predictors of children’s health system use: cross-sectional study of linked data. Family 
Practice, 37, 807-814. 

PORTSMOUTH CITY COUNCIL. 2023. Public Health Annual Report 2023. [Online]. Available: 
https://www.portsmouth.gov.uk/wp-content/uploads/2024/02/public-health-annual-
report-2023-aa-accessible.pdf [Accessed 10/12/2024]. 

RAHMAN, T., FREER, J., CORDANI, I., PAPASAVVA, M., DUNKEL, L., WALTON, R., STORR, H. L., 
PRENDERGAST, A. J. & ORR, J. 2024. Parental and healthcare provider attitudes towards 
the Healthy Child Programme in England: a qualitative analysis. BMC Public Health, 24, 
2342. 

ROWLANDS, G. P., MEHAY, A., HAMPSHIRE, S., PHILLIPS, R., WILLIAMS, P., MANN, A., STEPTOE, 
A., WALTERS, P. & TYLEE, A. T. 2013. Characteristics of people with low health literacy on 
coronary heart disease GP registers in South London: a cross-sectional study. BMJ 
Open, 3, e001503. 

RYLL, B. 2020. From good to great: what patients can do for your medical research. Nature 
Medicine, 26, 1508-1508. 

SCHOBINGER, E., VANETTI, M., RAMELET, A.-S. & HORSCH, A. 2022. Social support needs of 
first-time parents in the early-postpartum period: A qualitative study. Frontiers in 
Psychiatry, 13, 1043990. 

 SOUTHAMPTON CITY COUNCIL. 2023. Director of Public Health Annual Report [Online]. 
Available: 
https://www.southampton.gov.uk/moderngov/documents/s77070/Appendix%201%20-
%20DPH%20Annual%20Report.pdf [Accessed 10/12/2024]. 

SPENCER, M., CRUICKSHANK, V., KEMP, N., MELWANI, S. & NASH, R. 2024. Health literacy 
profiling: a snapshot of Tasmania’s challenges and strengths using five domains of the 
health literacy questionnaire (HLQ). Health Literacy and Communication Open, 2, 
2410201. 

STOCKMEYER, N. O. 2009. Using Microsoft Word's readability program. Michigan Bar Journal, 
88, 46. 

SVENDSEN, M. T., BAK, C. K., SØRENSEN, K., PELIKAN, J., RIDDERSHOLM, S. J., SKALS, R. K., 
MORTENSEN, R. N., MAINDAL, H. T., BØGGILD, H. & NIELSEN, G. 2020. Associations of 
health literacy with socioeconomic position, health risk behavior, and health status: a 
large national population-based survey among Danish adults. BMC Public Health, 20, 1-
12.  

SYKES, S., JENKINS, C. & ABEL, T. 2025. Critical health literacy. Handbook of Concepts in 
Health, Health Behavior and Environmental Health. Springer. 

TREMBLAY, D., TURCOTTE, A., TOUATI, N., PODER, T. G., KILPATRICK, K., BILODEAU, K., ROY, M., 
RICHARD, P. O., LESSARD, S. & GIORDANO, É. 2022. Development and use of research 
vignettes to collect qualitative data from healthcare professionals: A scoping review. 
BMJ Open, 12, e057095.  

TREZONA, A., DODSON, S. & OSBORNE, R. H. 2017. Development of the organisational health 
literacy responsiveness (Org-HLR) framework in collaboration with health and social 
services professionals. BMC Health Services Research, 17, 1-12. 

UNICEF. 2024. Early Moments Matter, Policy Briefing [Online]. Available: 
https://www.unicef.org.uk/wp-content/uploads/2024/07/Early-Moments-Matter-
Campaign-Policy-Briefing-July-2024-FINAL.pdf [Accessed 17/02/2025]. 

WAHL, A. K., HERMANSEN, Å., TSCHAMPER, M. B., OSBORNE, R. H., HELSETH, S., JACOBSEN, 
R. & LARSEN, M. H. 2022. The Parent Health Literacy Questionnaire (HLQ-Parent). 



Adaptation and validity testing with parents of children with epilepsy. Scandinavian 
Journal of Public Health, 14034948221123436. 

WESTERN, S. J., MCELLISTREM, B., HISLOP, J., JAAP, A. & HOPE, D. 2024. Vignettes: an 
innovative qualitative data collection tool in Medical Education research. Medical 
Science Educator, 34, 975-977. 

WORLD HEALTH ORGANIZATION. 2024. Health Literacy [Online]. Available: 
https://www.who.int/news-room/fact-sheets/detail/health-literacy [Accessed 
17/02/2025]. 

 

 


