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Abstract
Introduction. Everyday health information literacy refers to the
competencies needed to find relevant information, evaluate its reliability, and
use it to make decisions concerning health in everyday life. More evidence is
needed of the determinants of health information literacy to better understand
how it is acquired and through which mechanisms it influences health. This
study seeks to examine the associations between sociodemographic variables
and everyday health information literacy among young men.
Method. The empirical data were collected using a questionnaire survey
(n=630) conducted at the Finnish Defence Forces callups in September 2012.
Analysis. Statistical analyses included crosstabulation with Pearson's chi
squared test and multivariate logistic regression analysis.
Results. Among young Finnish men, compulsory or vocational education,
father's manual labour occupation, and mother's associate professional
occupation decreased the odds of having high everyday health information
literacy.
Conclusions. The study makes a novel contribution to the existing literature
by providing information on the everyday health information literacy of

young, generally healthy individuals in relation to their sociodemographic
background. Future studies are needed to investigate the practices through
which everyday health information literacy is acquired in different social
contexts during the course of people's lives. Moreover, the associations
between perceived everyday health information literacy and directly tested
abilities as well as health behaviour and physical health could be investigated.
The health information literacy screening tool can be further developed and
used as a basis of tailoring and targeting health communication.

Introduction
Inequalities in health are recognised internationally as a crucial issue. As a
structural phenomenon, they arise from variations in social, economic and
environmental influences in the course of people's lives (Oliver et al., 2008), and
exist in society, for example, as the difference in health status between groups by
socioeconomic status, geographic location, employment status, gender and
ethnicity (Crombie, Irvine, Elliott, and Wallace, 2005). Although health promotion
has the potential to reduce disparities in health (Oliver et al., 2008), these efforts
may also increase the gaps between different strata of populations. There are clear
indications that some groups in society are able to gain more from health
promotion efforts than others (Ek, 2005 ; Ek and WidénWulff, 2008;Nutbeam,
2000). Therefore, it has been suggested that health promotion, and media
campaigns in particular, may sometimes actually increase rather than decrease
inequalities in society (Lorenc, Petticrew, Welch, and Tugwell, 2013). One way to
mitigate this problem is to take into account the characteristics of population
groups when designing health promotion programmes. For example, health
messages can be tailored to match the differing abilities, experiences, levels of
knowledge, cultural beliefs and practices, communication expectations (Wilson
Stronks, Lee, Cordero, Kopp, and Galvez, 2008, p. 1011), and information
behaviour (Enwald, 2013;Hirvonen, Huotari, Niemelä, and Korpelainen, 2012) of
individuals.
In the field of information studies, the concept of health information literacy has
been introduced to describe the competencies needed to find and use healthrelated
information (Medical Library Association, 2003; ErikssonBacka, Ek, Niemelä and
Huotari, 2012;Shipman, KurtzRossi, and Funk, 2009). In this study, the concept of
health information literacy is used according to the definition of the Medical
Library Association (2003) as
the set of abilities needed to: recognise a health information need;
identify likely information sources and use them to retrieve relevant

information; assess the quality of the information and its
applicability to a specific situation; and analyze, understand, and
use the information to make good health decisions.
Niemelä, Ek, ErikssonBacka and Huotari (2012) use everyday health information
literacy as a concept for studying individuals' general and nonprofessional abilities
with regard to health information. Applying the Medical Library Association's
definition of the concept, Niemelä and colleagues (2012) have also designed a
screening tool aimed at detecting individuals with problems concerning their
interest and motivation, finding, understanding, evaluating and using of health
information. This screening tool is employed in this study to evaluate the everyday
health information literacy of young men.
The concept of health information literacy is directed especially towards research
among literate populations (Niemelä et al. 2012), and derives from the concept of
information literacy. Another related concept is health literacy, which can be
defined as an individual's capacity to obtain, process, and understand basic health
information and services needed to make appropriate health decisions (National
Research Council, 2004). Nutbeam (2000) suggests that there are three levels of
health literacy: 1) basic literacy (basic reading, writing and literacy skills), 2)
communicative literacy (communicative and social skills that influence health), and
3) critical literacy (higher level cognitive and social skills required to 'critically
analyze information, and to use this information to exert greater control over life
events and situations through individual and collective action to address the
social, economic and environmental determinants of health'). The concept of
critical health literacy can be further divided into three components: the critical
appraisal of information, an understanding of the social determinants of health,
and engagement in collective action (Nutbeam, 2000,2008; Chinn, 2011). Within
this categorisation, the topic of this study falls into the former two categories and
especially to the domain of critical appraisal of information.
Low health literacy has consistently been shown to be associated, for example, with
poorer healthrelated knowledge and comprehension, and among elderly persons,
poorer overall health status (Berkman, Sheridan, Donahue, Halpern, and Crotty,
2011). Drawing on earlier literature, PaascheOrlow and Wolf (2007) argue that
social (e.g., income, social support, culture, language), physical (e.g., memory,
hearing, vision), and demographic (e.g., ethnicity, education, age) factors determine
health literacy. Inadequate health literacy has been found to be more prevalent
among males, lower socioeconomic groups, ethnic minorities, older people and
those with longterm conditions or disabilities. However, most of the studies
investigating health literacy address the basic level of health literacy, and have been
conducted in medical settings and/or within specific patient populations. (Chinn
and McCarthy, 2013; Sihota and Lennard, 2004.)
Although having adequate basic health literacy skills, people may lack the necessary

competencies to find and use health information effectively (Andrews, Johnson,
Case, Allard, and Kelly, 2005). Also, they may experience information overload (see
e.g., Bawden and Robinson, 2009; Allen and Wilson, 2003), especially in the basic
areas of health, such as exercise, nutrition, sleep, and stress control (Kickbusch,
2008). Low level of health information literacy may increase the experience of
information overload (Kim, Lustria, Burke and Kwon, 2007) and hinder the ability
to make welladvised health decisions (Johnson and Case, 2012). Evidence of the
determinants of health information literacy is scarce. High health information
literacy has been associated with a higher educational level among seniors
(ErikssonBacka et al., 2012) and university students (Ivanitskaya, O'Boyle, and
Casey, 2006), and with female gender among upper secondary school students
(Niemelä et al. 2012). Moreover, previous studies clearly show that women (Ek,
advance access) and the more highly educated (Cotten and Gupta, 2004) are more
active when it comes to seeking health information. To our knowledge, there are no
studies concerning the determinants of health information literacy among a general
population of young people.
This study seeks to increase the understanding of the sociodemographic
determinants of everyday health information literacy in a populationbased sample
of young men. The research questions are set as follows:
1. What kind of variations are there in the everyday health information literacy
of young men?
2. How are age, education, living arrangements, current occupation, and
parents' occupation associated with the everyday health information literacy
of young men?

Method
The empirical data were collected using a questionnaire survey administered at the
Finnish Defence Forces callups in the city of Oulu, Finland, in September 2012. All
1,242 men present at the callups were invited to the study, and 819 (65.9%)
participated. Six hundred and thirty of them (76.9%; 50.7% of the whole
population) responded to the statements concerning everyday health information
literacy.
In Finland, military or civilian service is mandatory for all male citizens, and
annually all 18yearold men are called for service in callups. Hence, the entire age
cohort attends the callups except those whose physical or mental health do not
allow independent living. Thus, a large, populationwide, representative sample of
young men was reached. The participants were given both oral and written
information about the study before consent was sought. They were informed about
the study and its benefits and drawbacks, and their right to refuse to take part or
withdraw from the study at any time without it affecting their future care or military
service. (See also Ahola et al. 2013.)

The following questionnaire measures were incorporated into the analysis of this
study:
The everyday health information literacy screening tool by Niemelä and colleagues
(2012) consists of ten statements assessing the health information literacy of the
participants. The participants were instructed to respond to each of the ten tasks on
a scale from 1 (strongly disagree) to 5 (strongly agree). The statements were:
1. It is important to be informed about health issues.
2. I know where to seek health information.
3. I like to get health information from a variety of sources.
4. It is difficult to find health information from printed sources (magazines and
books).
5. It is difficult to find health information from the Internet.
6. It is easy to assess the reliability of health information in printed sources
(magazines and books).
7. It is easy to assess the reliability of health information on the Internet.
8. Terms and sentences of health information are often difficult to understand.
9. I apply healthrelated information to my own life and/or that of people close
to me.
10. It is difficult to know who to believe on health issues.
Age, education, current occupation, parents' occupation, and living arrangements
were used to differentiate the men's sociodemographic status. The participants
were categorised according to their current occupation as: student, working,
unemployed, and other. The categories for educational level were compulsory
school only, upper secondary schools vocational pathway, and general upper
secondary school or higher education. Data on the men's educational level were
collected from the Finnish Defence Force's health questionnaires. Parents'
occupation was asked in an openended question. Occupations were categorised
according to the Classification of Occupations 2010 by Statistics Finland (2013).
The categories were further pooled into six as follows: 1) managers and
entrepreneurs, 2) professionals, 3) associate professionals (technicians and
associate professionals), 4) service and sales workers (clerical support workers;
service and sales workers), 5) manual labourers (craft and related trades workers;
plant and machine operators, and assemblers; skilled agricultural, forestry and
fishery workers; armed forces occupations), and 6) other (unemployed, pensioner,
student or unknown). The participants were asked whether they lived with one or
both parents, alone, with a roommate or sibling, with a spouse, with a grandparent
or a relative, or were homeless or living in another situation. Living arrangements
were further categorised into three groups: living with a parent or parents, living
with someone else, and living alone.
Statistical analyses were performed using the IBM SPSS Statistics for Windows,

Version 19.0 (IBM Corp, 2010). Questionnaires with answers to all of the ten
everyday health information literacy statements were included in the analyses
(n=630). The individual statements were summed to form a sum variable with a
minimum of 10 and a maximum of 50 points. Variables 4, 5, 8 and 10 were
reversed. For further analysis, the sum variable was divided into three categories:
poor (20 to 30 points), basic (31 to 38 points) and high (39 to 50 points) everyday
health information literacy.
Descriptive analyses were performed using mean and standard deviation for
continuous variables and percentage for categorical variables. Associations between
the categorical response and explanatory variables were analysed using cross
tabulation with Pearson's chi square or twosided Fisher's Exact test. The exact
version of the test was used whenever possible; otherwise, a MonteCarlo
simulation was performed. The nonparametric test was used when the expected
cell counts were low because of the unequally distributed data among the cells of
the table.
Multivariate logistic regression analysis with enter method was used to determine
the statistical significance of the association between the investigated socio
demographic variables and everyday health information literacy. High everyday
health information literacy was set as a reference category, and all the socio
demographic variables investigated (age, education, occupation, living
arrangements, mother's occupation and father's occupation) were entered into the
model. The results are presented as Odds Ratios (OR) with 95% confidence
intervals (95% CI). Level of significance for all tests was set at p<0.05.

Results
Most of the study participants were 17 or 18 years old, studied currently in either
the general or vocational pathway of upper secondary school, and lived with one or
both parents. The majority of the men's parents were working, most often in
professional, service and sales (mothers) or manual labour (father's) occupations.
(See Table 2.)
The majority of the respondents thought that being informed about health issues is
important and were confident that they knew where to look for health information
(see Table 1). Only approximately five percent of the participants disagreed with the
statement concerning knowing where to seek health information. However, sixteen
percent of the participants found it difficult to find health information from print
sources, and twelve percent from the Internet. Almost eighteen percent of the
participants found it difficult to understand healthrelated terminology, and
approximately fifteen percent thought that it is difficult to know who to believe on
health issues. Forty two percent of the participants thought that they liked getting
health information from a variety of sources, and around one third thought that the
reliability of health information from print as well as Internet sources was easy to

assess. A slightly larger proportion, approximately 38% of participants, said they
applied health information to their own lives and/or that of people close to them.
The total scores of the everyday health information literacy sum variable ranged
from 20 to 50. The sample followed a normal distribution where the mean value
was 34.5, the median value 34.0 and the standard deviation 4.7. The internal
consistency of the everyday health information literacy scale was measured by
Chronbach's alpha (α). The α for the scale was 0.7 which is above the commonly
accepted minimum (e.g.,Hays and Revicki, 2005)
.
Response
Statement Strongly
Strongly
Agree Neutral Disagree
agree
disagree
It is
important
to be
254
165
160
informed
28 (4.4) 23 (3.7)
(40.3) (26.2) (25.4)
about
health
issues.
I know
where to
263
194
139
24 (3.8) 10 (1.6)
seek health
(41.7) (30.8) (22.1)
information.
I like to get
health
information
119
147
257
74
33 (5.2)
from a
(18.9) (23.3) (40.8)
(11.7)
variety of
sources.
It is difficult
to find
health
information
62
246
169
113
from
40 (6.3)
(9.8) (39.0)
(26.8)
(17.9)
printed
sources
(magazines
and books).
It is difficult
to find
health
45
142
127
282
34 (5.4)
information
(7.1) (22.5)
(20.2)
(44.8)
from the
Internet.
It is easy to
assess the
reliability of
health
82
129
310
78
information
31 (4.9)
(13.0) (20.5) (49.2)
(12.4)
in printed
sources

(magazines
and books).
It is easy to
assess the
reliability of
73
114
275
122
health
46 (7.3)
(11.6) (18.1) (43.7)
(19.4)
information
on the
Internet.
Terms and
sentences
of health
79
277
164
76
information 34 (5.4)
(12.5) (44.0)
(26.0)
(12.1)
are often
difficult to
understand.
I apply
health
related
information
64
173
292
72
to my own
29 (4.6)
(10.2) (27.5) (46.3)
(11.4)
life and/or
that of
people close
to me.
It is difficult
to know
who to
57
258
174
105
36 (5.7)
believe on
(9.0) (41.0)
(27.6)
(16.7)
health
issues.
Everyday health information literacy sum variable:
mean=34.5 (SD=4.69); range = 2050.
Table 1: Responses for individual statements concerning everyday
health information literacy among young Finnish men (n=630).
Values are numbers (%).

The age of the men, their educational background, living arrangements and the
occupational status of both of their parents were associated with the men's everyday
health information literacy (see Table 2). Those studying in general upper
secondary school were more likely to score higher on the everyday health
information literacy scale than those studying in a vocational pathway of upper
secondary school, or those who had only compulsory education. The current
occupation of the participants was not associated with their everyday health
information literacy scores, whereas the occupation of the participants' father and
mother was: those respondents whose parents had a managerial/entrepreneurial or
professional occupation were more likely to have high scores. Moreover, high scores
were more likely among those living with one or two parents when compared to
those living alone or with someone else.
Everyday health information

Poor

literacy N (%)
Basic
High Total

40
(24.0)
86
(20.1)
16
(45.7)

72
(43.1)
220
(51.4)
13
(37.1)

55
167
(32.9) (100)
122
428 0.005
(28.5) (100)
6
35
(17.1) (100)

9
(39.1)
86
(31.6)
47
(14.0)

11
(47.8)
136
(50.0)
158
(47.2)

3
23
(13.0) (100)
50
272 <0.000
(18.4) (100)
130
335
(38.8) (100)

109
(20.9)
27
(28.8)
16
(34.8)

250
(48.0)
28
(47.5)
25
(54.3)

162
521
(31.1) (100)
14
59
0.020
(23.7) (100)
5
46
(10.9) (100)

Variable

Age
17
18
>18
Education
Compulsory
Vocational
school
Upper
secondary
school or
higher
Living
arrangements
With
parents/a
parent
With
someone else
Alone
Current
occupation
Student
Employed
Unemployed
Mother's
occupation
Managers and
entrepreneurs
Professionals
Associate
professionals
Service and
sales workers
Manual
laborers
Other
Father's
occupation
Managers and
entrepreneurs
Professionals
Associate
professionals
Service and
sales workers
Manual

P*

128
177
584
(21.9)
279
(30.3) (100)
5
(47.8)
3
16
Ns.**
(31.2) 8 (50.0) (18.8) (100)
9
18(60.0)
3
30
(30.0)
(10.0) (100)
5
12
(19.2)
(46.2)
17
57
(12.8)
(42.9)
18
63
(16.4)
(57.3)
51
104
(24.5)
(50.0)
3
6 (46.2)
(23.1)
28
14
(50.9)
(25.5)

9
(34.6)
59
(44.4)
29
(26.4)
53
(25.5)
4
(30.8)
13
(23.6)

26
(100)
133
(100)
110
(100) 0.019
208
(100)
13
(100)
55
(100)

9
(16.7)
23
(15.8)
9
(13.2)
14
(23.3)
39

22
(40.7)
55
(37.7)
24
(35.3)
16
(26.7)
22

54
(100)
146
(100)
68
(100) 0.003
60
(100)
134

23
(42.6)
68
(46.6)
35
(51.5)
30
(50.0)
73

laborers
Other

(29.1) (54.5) (16.4) (100)
18
27
19
64
(28.1) (42.2) (29.7) (100)
*Pearson Chisquared test ** Fisher's exact
probability test
Table 2: Sociodemographic information of young Finnish
men (n=630) in categories of everyday health information
literacy. Values are numbers (%).

Multinomial regression analysis revealed that compulsory or vocational education,
a manual labourer father and being older than 18 years at military conscription
increased the odds of having poor everyday health information literacy (see Table
3). Those with only compulsory education were over fourteen times (OR 14.03)
more likely to have poor everyday health information literacy when compared to
those with an upper secondary school or higher education. However, the confidence
interval was wide (95% CI 1.34146.95). Vocational education (OR 3.77, 95% CI
1.997.17) and fathers manual labour occupation (OR 2.33, 95% CI 1.015.40)
increased the odds of having poor everyday health information literacy. When
compared to the over 18 year old men, a younger age decreased the odds of having
poor everyday health information literacy.
Variable
(reference
Category
category)
Characteristics associated
information literacy
Education
(upper
Compulsory
secondary
Vocational
school or
higher)
Age (>18)
17 years
18 years

OR

95%
CI

P*

with poor health
1.34
14.03 146.95 0.028
3.77 1.99 <0.000
7.17
0.11
0.10

0.02
0.75
0.02
0.67

0.025
0.017

Father's
Manual
1.01
occupation
2.33
0.049
labourers
5.40
(professionals)
Characteristics associated wth basic health
information literacy
Education
(upper
1.21
secondary
Vocational
2.01
0.007
3.32
school or
higher)
Mother's
Associate
1.05
occupation
1.99
0.034
professionals
3.75
(professionals)
OR = Odds Ratio, CI = Confidence Interval;
*multivariate logistic regression analysis

Table 3: Characteristics associated with having poor and
basic everyday health information literacy in multinomial
regression analysis among young men (n=630). The
reference category was high information literacy.

Moreover, vocational education (OR 2.01, 95% CI 1.213.32) and mother's associate
professional occupation (OR 1.99, 95% CI 1.053.75) increased the odds of having
basic, and not high, everyday health information literacy.

Discussion
This populationbased study showed that, among young Finnish men, compulsory
or vocational education, father's manual labour occupation and mother's associate
professional occupation, and older age at military conscription decreased the odds
of having high everyday health information literacy. The study makes a novel
contribution to the existing literature by providing information on the everyday
health information literacy of young men in relation to their sociodemographic
background. Moreover, the study tests the everyday health information literacy
screening tool by Niemelä and his colleagues (2012) in a populationbased
sample.
The education of the men and the occupational status of both parents were
statistically significantly associated with the men's everyday health information
literacy. When compared to general upper secondary education, compulsory or
vocational education decreased the odds of scoring high in the everyday health
literacy scale. In Finland, the majority (around 95%) of those who complete
compulsory education continue their studies to either general or vocational
education at upper secondary level. Also, in this study only a small minority of the
men had compulsory education only. Both forms of upper secondary education
(general and vocational) are considered to be at the same level, as both usually take
approximately three years to complete and make the student eligible for higher
education. However, vocational education aims at improving 'the skills of the work
force' whereas general education 'continues the educational task of compulsory
school and provides students with the capabilities to continue to further studies'.
(Ministry of Education and Culture, 2013.) Associations of educational attainment
and health information literacy (ErikssonBacka et al., 2012; Ivanitskaya et al.,
2006) as well as functional health literacy (e.g.,PaascheOrlow and Wolf, 2007) and
health in general (e.g., Lahelma, Martikainen, Laaksonen, and Aittomaki, 2004)
have been reported in earlier research as well, but usually by dividing education
into hierarchical levels based on years of schooling. Finnish studies indicate that
students in vocational education attend to significantly more healthcompromising
actions than general upper secondary school students (Luopa, Lommi, Kinnunen,
and Jokela, 2010). Also, a Swedish study found that academic orientation was
positively linked to subjective health as well as healthrelated behaviour (Hagquist,
2007). This study confirms that these educational differences are evident also in

young men's everyday health information literacy.
Parents' occupational status also reflects their educational background. Mother's
associate professional occupation (when compared to a professional occupation)
decreased the odds of scoring high in the everyday health information literacy scale.
Associate professional occupations typically require postsecondary education
(bachelor's degree in Finland) whereas professional occupations usually require
tertiary education (master's degree in Finland). Service and sales occupations as
well as manual labour occupations generally require an upper secondary education.
(See Unesco, 2011.)
Sons of fathers with manual labour occupations were significantly more likely to
score low on the everyday health information literacy scale. As noted before, this
relationship may be traced to educational differences between the occupational
categories. However, father's service and sales occupation did not show similar
associations with the health information literacy levels of the men, although these
occupations require a similar level of education. Also, as already noted, the men's
own vocational orientation significantly increased the odds of being in the poor
everyday health information literacy category. Explanations for these associations
can be sought from the differences between the socalled workingclass and middle
class cultures, for instance in communication styles (see, e.g., Linkon, 1999) or
conceptions of masculinity (Dolan, 2011). Hoikkala and Hakkarainen (2005) argue
that, among boys, weaker health literacy may express traditional values of
masculinity, which, for example, encourage emotional and physical strength and
reject weakness or vulnerability. These conceptions have been found to be prevalent
especially among manual labourers (working class) (Dolan, 2011). According to
Drummond and Drummond (2010), masculinity plays an important role in the
health of men by influencing how they recognise, interpret, and act upon health
information. Aspects of masculinity and socioeconomic or class position together
may structure men's health seeking behaviour (Dolan, 2011) and possibly their
health information seeking behaviour as well.
The underlying causes of inequalities in health vary markedly across groups, and
tackling these inequalities requires strategies tailored to each group's needs
(Crombie et al. 2005). Disparities clearly exist with respect to individuals' abilities
and behaviour related to accessing and using health information. The focus in
health care has largely shifted away from the paternalisticmodel where an expert
makes decisions on behalf of a patient, and towards a patientcentred approach, in
which individuals are included in the decisionmaking process (Barry and Edgman
Levitan, 2012; Kerka, 2003). This approach has many benefits (Barry and Edgman
Levitan, 2012) but also places expectations and demands on individuals who are
required to take more responsibility for their own health, including informed
decisionmaking and selfmanagement of chronic conditions (Kerka, 2003;Parker
and Ratzan, 2010). At the same time, in their everyday lives, people have to deal
with conflicting information about, for example, diet and nutrition, as well as health

hazards (Kerka, 2003). In response, attention should be paid to people's
competencies to access and use health information (Parker and Ratzan, 2010). The
everyday health information literacy screening tool provides one option for taking
into account the differing abilities individuals have in finding relevant information,
evaluating its reliability, and using it to make informed decisions concerning
health.

Limitations
As PaascheOrlow and Wolf (2007) argue, it is difficult to distinguish the
independent effect of health literacy from the complex relationships known
between the interrelated socioeconomic indicators such as educational attainment,
ethnicity and age. For example, in this study, the educational level of the men and
the occupation of their parents were strongly associated, and it is difficult,
therefore, to discern the effect of these two variables. Moreover, the occupation of
the parents also influences factors that could not be investigated in this study such
as income, which has been shown to be related to health literacy (von Wagner,
Knight, Steptoe, and Wardle, 2007) and health behaviour in general
(e.g.,Laaksonen, Prattala, Helasoja, Uutela, and Lahelma, 2003).
This study relies on selfreported measures on everyday health information literacy.
Selfreports may not accurately reflect actual health information literacy, as a study
by Ivanitskaya and colleagues, (2006) suggests. In their study, college students'
selfreported research skills were only weakly correlated with their tested skill
levels: The majority of the students assessed their research skills as good or
excellent. However, many of them were unable to conduct advanced information
searches, judge the trustworthiness of healthrelated websites and articles, and
differentiate between various information sources (Ivanitskaya et al., 2006). It is
possible that the everyday health information literacy screening tool employed in
this study indicates individuals' selfefficacy and confidence in finding, evaluating
and using health information rather than their actual competencies.

Future studies
Jordan, Osborne and Buchbinder (2011) identified three approaches for measuring
health literacy: direct testing of individuals' abilities, selfreport of abilities, and
populationbased proxy measures. Instruments that aim at directly testing health
literacy have mainly focused on basic health literacy skills rather than
communicative or critical literacy. Keselman, Logan, Smith, Leroy and Zeng
Treitler (2008) argue that systematic research on the effect of different user
characteristics on information behaviour could help develop better tools for
measuring health literacy. The everyday health information literacy screening tool
deployed in this study seems to need further validation for refinement and
development. Moreover, future research could look into the associations of
perceived everyday health information literacy and directly tested abilities in

seeking, evaluating and finding information on health issues. Also, the associations
between health information literacy and health behaviour as well as physical health
could be investigated.
Another interesting avenue for future research could be to investigate the practices
through which everyday health information literacy is acquired in different social
contexts during people's lives. Lloyd, Bonner and DawsonRose (2014) understand
health literacy as 'a socially derived health information practice that connects
people to ways of knowing, and enables them to draw from a range of
information sources to inform the decisions that they make'. Also, Papen (2009)
argues that health literacy should be understood as a situated social practice rather
than an ability possessed by individuals. In her view, it is a shared resource
frequently achieved collectively by groups of people, for example families. Based on
the results of this study, this viewpoint seems fruitful for future research.

Conclusion
The study makes a novel contribution to the existing literature by providing
information on young, generally healthy individuals' everyday health information
literacy in relation to their sociodemographic background. The results show that
compulsory or vocational education, father's manual labour occupation, and
mother's associate professional occupation decrease the odds of having high
everyday health information literacy among young Finnish men. These findings
suggest that there are educational and occupational differences in the competencies
individuals have with regard to their interest and motivation, finding,
understanding, evaluating and using health information.
It should be noted, that variations in health information literacy may express
cultural differences between sociodemographic groups. Populations can differ in
their abilities, but also in their communication expectations, experiences, and
cultural beliefs, for example (WilsonStronks et al. 2008, p. 1011). This should be
taken into account when drawing conclusions from the results of studies concerning
health information literacy, as well as in designing health promotion programmes.
The everyday health information literacy screening tool deployed in this study can
be further developed and used as the basis for tailoring and targeting information
contents, presentation and delivery channels to better match the needs of
individuals. So far, however, the instrument has only been tested on people of a
fairly similar age, namely high school students of both genders (Niemelä et al.,
2012), and young men of military conscription age. Hence, for further elaboration
and improvement it would be of crucial importance to test the tool on other age
groups and settings as well. Future studies should also investigate the associations
between perceived everyday health information literacy and directly tested abilities
concerning health information literacy so as to determine the validity of this self
report measure. As such, it can be used in detecting individuals who themselves feel

that they lack motivation or skills in seeking and using health information, and
therefore could benefit from health information literacy counselling.
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