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Abstract
Objectives: The presented study explored health beliefs and experiences as well as health education needs of low-educated 
employees (LEEs) (incomplete primary, primary, lower secondary and basic vocational education) in comparison to those 
with higher education (secondary and tertiary education) in four European countries: Latvia, Poland, Slovenia and Spain. The 
main aim was to identify a specificity of low-educated employees (LEEs) by capturing their opinions, experiences, attitudes 
and needs concerning health education. Material and Methods: The sample consisted of 1691 individuals with the status 
of an employee (approximately 400 respondents in each of 4 countries participating in the project). The respondents were 
aged 25–54 (both the control group and the target group consisted in 1/3 of the following age groups: 25–34, 35–44 and 45–54). 
The respondents were interviewed during the years 2009 and 2010 with a structured questionnaire concerning their health, 
health behaviours as well as educational needs concerning health education. Results: The study revealed substantial differ-
ences in the attitudes of people from this group concerning methodology of health education. LEEs prefer more competitions 
and campaigns and less written educational materials in comparison to those with higher education. Additionally, they more 
often perceive a fee, longer time, necessity to take part in a knowledge test and a concern that their health will be checked as 
factors that can discourage them from taking part in a health training. On the other hand, LEEs can by encouraged to take 
part in such a training by a media broadcast concerning the event, snacks or lottery during the training, or financial incentives. 
Conclusions: The results of the study proved the need for specific health education guidelines to conduct health education for 
low-educated employees. These guidelines should take in account the sources of health education preferred by LEEs as well 
as the factors that can encourage/discourage their participation in trainings concerning health. 
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INTRODUCTION

Broadly understood socio-economic status (SES) has 
proved to be associated with numerous health-related 
outcomes. However, analysis of former research data 
indicates that conceptualizing SES as a combination of 

dimensions such as educational attainment, income and 
occupational status provides contradictory findings when 
particular health-related factors are investigated [1]. 
Those findings suggest that researchers should rather 
focus on education level separately to isolate it as a deter-

Nofer Institute of Occupational Medicine, Łódź, Poland

http://dx.doi.org/10.2478/s13382
mailto:whpp@imp.lodz.pl
http://creativecommons.org/licenses/by-nc/3.0/pl/deed.en


SHOULD WE ADJUST HEALTH EDUCATION METHODOLOGY?        S H O R T  C O M M U N I C A T I O N

IJOMEH 2014;27(3) 507

educational status. In this perspective, low-educated indi-
viduals are perceived as a vulnerable group in the field of 
health and often in their majority are defined as people 
representing low health literacy. The issues outlined above 
are often associated with other social problems experi-
enced by this particular group, such as unemployment, un-
favourable working conditions (including financial ones), 
poverty and, consequently, social exclusion.
Generally, methodology of health education for such vul-
nerable groups is perceived as one of the key contempo-
rary challenges for public health and one of the crucial 
competencies that should be represented by public health 
experts [12]. Unfortunately, it is emphasized in the litera-
ture that this need for specific content and forms of health 
education is not fulfilled effectively. Programs targeted 
to the general population often do not reach this specific 
group, sometimes paradoxically aggravating inequalities 
in health [13].
Specific educational needs of patients from excluded groups 
(not only the low-educated) have been acknowledged by 
medical professionals [13–15]. This interest has been raised 
by research data showing that such patients cannot take ad-
vantage of ordinary health-related information and health 
education provided individually by medical staff. Those 
findings recently led to preparation of specific guidelines 
concerning communication and education of patients from 
vulnerable groups [13]. However, those guidelines referring 
to specific context of medical communication, mostly at in-
dividual level, are not sufficient to be extrapolated to other 
health education activities in a broader sense.
Thus, tailoring health education to the needs of low-edu-
cated individuals needs a thorough exploration of the po-
tentially unique beliefs, rationalizations and motivations 
of members of such defined group in the field of health as 
well as educational needs shaped by those factors. 
Such diagnosis is particularly important in case of low-ed-
ucated people functioning in the labour market, since this 
group’s situation has not been explored [16]. Additionally, 

mining factor for health related outcomes. Education 
seems to act as a distinctive single factor that is rarely com-
pensated by other SES variables such as high income and 
occupational status of a person [1].
Low education itself is considered to be a significant bar-
rier to personal and social development also when health 
and health behaviours are concerned. Individuals repre-
senting low education levels primarily tend to practise 
more often unhealthy behaviours (such as smoking, drink-
ing alcohol, unhealthy diet) [2–5]. At the same time, less 
educated individuals are seldom motivated to attempt 
healthy activities, such as e.g. physical exercise or regu-
lar health check-ups. Accordingly, people from this group 
asses their health status as poorer than individuals from 
better educated groups [2]. Moreover, some specific as-
pects of health are also linked to the educational status – 
accordingly those with lower educational level evaluate 
their physical fitness as poorer when compared with indi-
viduals representing higher educational status. The educa-
tional differences in self-rated physical fitness were largely 
explainable by health behaviours such as tobacco smoking 
and physical activity [6]. 
Additionally, they have lower competencies poten-
tially restricting their ability to take proper advantage 
of both medical care as well as messages concerning 
health and disease due to low health and limited general 
literacy [7–9]. In other words, the latter means that less ed-
ucated individuals represent usually lower health literacy 
level – that makes them less capable to interpret and un-
derstand basic health information as well as effectively use 
health services [10]. Furthermore, survival from serious 
health problems is connected to educational status. For 
instance, such correlations have been proved to be true for 
prostate cancer that led to death earlier in low-educated 
individuals [11].
From a broader perspective, such mechanism gener-
ates higher costs for the society, including those related 
to health care and social assistance for people with low 
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1. Self-assessment of health knowledge and the need to 
develop it further.

2. Involvement in healthy behaviours (e.g. physical ac-
tivity, healthy diet, etc.), and the social barriers to 
such involvement (e.g. discouraging opinions of other 
people).

3. Preferred health education activities and the factors 
that can discourage/encourage the respondents to par-
ticipate in such activities.

4. The preferred health information sources (e.g. medi-
cal staff, lay-people that experienced a particular health 
problem).

5. Health knowledge test (concerning understanding 
popular health messages and expressions, e.g. passive 
smoking, body mass index, etc.).

6. Additionally, information on objective health status as 
well as material status has been gathered.

The response option were mostly dichotomous (Y/N) 
or 5-option scales (totally agree, agree, disagree, totally 
disagree, hard to say). 
In each country the questionnaire has been piloted on the 
small sample of respondents who met the criteria of a tar-
get group in order to ensure understanding of the items.
The data presented in the article concern those aspects 
of measured factors that clearly distinguish the group 
of LEEs from employees with higher level of education.

Statistics
Standard Chi2 tests have been used to analyse the data 
presented in this paper. 

RESULTS

The research data have clearly shown that low-educated 
employees present less positive attitudes toward healthy 
lifestyle. More than 1/3 of them (36%) do not think about 
health on daily basis and does not care how their behaviours 
impact their health (compared to 24% of better educated 

individuals from this group may be potentially reached by 
well-planned and tailored health education and health pro-
motion programmes that have proved their efficacy in case of 
general population (particularly people representing better 
educational status). Still there are not many methodological 
sources presenting the measures to offer the health educa-
tion that is tailored to the needs of low-educated people, par-
ticularly within workplace health promotion schemes [17].

MATERIAL AND METHODS

The research data presented in this article has been 
gathered in the years 2009/2010. The sample consisted 
of 1691 individuals with the status of an employee (ap-
proximately 400 respondents in each of 4 countries: Latvia, 
Poland, Spain and Slovenia participating in the project.
The sample criteria have been designed so as to best iden-
tify a specificity of low-educated employees (LEEs) in 
comparison to groups with high education status. There-
fore, the respondents were stratified into a target group – 
people with low education status, namely with incomplete 
primary, primary, lower secondary and basic vocational 
education (levels: 0–2 and 3C, according to ISCED 1997) 
(but not those who continue their education process), 
and a control group – people with high level of educa-
tion, namely with secondary (both general and vocatio-
nal) or tertiary education (levels: 3A-B and 4–6 according 
to ISCED1997). The respondents were aged 25–54 (both 
the control group and the target group consisted in 1/3 of 
the following age groups: 25–34, 35–44 and 45–54). They 
were chosen from employees in various branches and 
inha bitants of both cities (big and small) and rural areas.
The respondents have been interviewed with a structured 
questionnaire concerning their health, health behaviours 
as well as educational needs concerning health education. 
The research tool consisted of 39 questions of various 
kinds. The specific research questions addressed the fol-
lowing main issues:
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generally adverse effect on their health, should be a sig-
nificant target group for health education activities. 
However, those activities, in order to be effective, must 
reflect the specific educational needs of this group, since 
the data confirmed the existence of numerous potential 
constraints that may result in ineffectiveness of health 
education projects addressed to low-educated employees. 
Namely, health education organizers should avoid using 
such information sources as paper media (help books, 
newspaper magazines, or the new media, e.g. Internet). 
Those constraints reflect well known limitations, which 
stem from general lower literacy of individuals at lower 
educational levels [18,19].
Instead of measures specified above, it is better to use 
such methods as competitions or campaigns on health is-
sues. When health education is utilized by health train-
ings/workshops it is worth to consider that there is a list 
of factors that are more likely to discourage LEEs from 
participation. Actually there are 2 kinds of such factors: 
financial (e.g. fee) and those connected with the content 
and methodology of the training (e.g. too difficult ter-
minology, health check during the training). The health 
education organizer who is aware of such challenges may 
prepare and implement the program that targets them. 
Finally, there are factors that encourage LEEs more to 
participate in a health training. Some of them are inex-
pensive “gifts” such as snacks during the trainings, the 
lottery or a payment for taking part. Utilization of such 
methods is worth considering since they are not very 
costly and can substantially improve participation, en-
gagement and effectiveness of health trainings for LEEs. 
It is worth underlying that failing to address the specific 
needs of low-educated individuals in the society may lead 
to adverse effects due to magnifying health inequalities 
among people with different educational levels. This ap-
proach is clearly in line with measures advised for other 
vulnerable groups, e.g. elderly people (particularly con-
sidering the ageing of the population in Europe). Health 

employees, p < 0.001). Only 25% of LEEs willingly listen to 
information concerning healthy behaviour and often think 
how to lead a healthier lifestyle (compared to 42% of better 
educated, p < 0.001; Chi2 test). It has been also discovered 
that low-educated employees are less often willing to imp-
rove their health through healhy lifestyle. To be more spe-
cific, one may observe than the lower the education level is, 
the less often respondents try to limit sugar and fat consump-
tion or improve their physical fitness. They also less often 
undertake medical check-ups to prevent diseases.
LEEs significantly less often understand which health con-
ditions (e.g. LDL cholesterol) adversely affect their health 
and less often understand the meaning of common ex-
pressions used in health education (e.g. passive smoking, 
disease prevention: 27% of employees with elementary 
education present lack of understanding of those terms, 
compared with only 3% of those with higher education). 
Taking those data into account, the health education tar-
geted to the group of LEEs seems to be a significant chal-
lenge that calls for specific measures and strategies.
It is worth noting that the preferences concerning needs 
for health education in LEEs’ differ from those of bet-
ter educated employees. Figure 1 presents comparative 
data on 3 issues: preferred sources of health knowledge 
and skills as well as the factors that, according to respon-
dents, would encourage or discourage them to take part in 
health education training. In each case, specific items have 
been grouped based on the fact that they have been less, 
more or to the same extent preferred by LEEs, compared 
to well-educated employees (p < 0.001; Chi2 test). Those 
comparisons clearly indicate the need to tailor health edu-
cation methodology to the specific situation of LEEs.

DISCUSSION AND CONCLUSION

The gathered data clearly confirms the previous find-
ings [2–4] indicating that low-educated individuals, due 
to specific beliefs, motivations and behaviours that exert 
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2. Goszczyńska E. Low education as a social problem in the 
European Union. In: Korzeniowska E, Puchalski K, editors. 
The low educated employees towards health – challenges for 
health education. Riga: Institute of Occupational Safety and 
Environmental Health; 2010, p. 9–25.

3. Idris BI, Giskes K, Borrell C, Benach J, Costa G, Federico B, 
et al. Higher smoking prevalence in urban compared to non-
urban areas: Time trends in six European countries. Health 
Place. 2007;13(3):702–12, http://dx.doi.org/10.1016/j.health-
place.2006.11.001.

literacy and lifelong learning are a part of a new para-
digm of societal answer to psychosocial problems experi-
enced by this group [20,21].
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