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Abstract

Background Health literacy is the important for the prevention of non-communicable disease to make informed
health decisions, and practice healthy and protective behaviours. Therefore, application of socioecological model

to this study aimed to identify multilevel factors on health literacy among patients and develop scientific health com-
munication interventional strategies to improve health literacy on non-communicable disease prevention and care.

Objective To explore barriers of health literacy on non-communicable disease prevention and care among patients
in north wollo zone public Hospitals, Northeast Ethiopia, 2023.

Method In this study phenomenological study design was conducted from February 5 to 30/2023.We have used
purposive sampling technique to select study participants from chronic follow up clinics. Data were collected using
in-depth interview and focused group discussion in which audio was recorded, transcribed verbatim and translated
to English. Thematic analysis was performed with atlas ti. 7 software.

Result In this study four main themes with seven subthemes were developed. The main themes were factors

at the organizational, community, interpersonal, and intra-personal factors. The poor knowledge, lack of enough
money for transportation and medication at the hospital were identified as barrier to get early diagnosis and treat-
ment. Some participants explored that they have no any support from family or others. The cultural norms like weed-
ing and funeral ceremonies enforce patients to consume prohibited substances like alcohol and salty foods.

Conclusion In this study different barriers of health literacy were explored. Lack of knowledge, economic prob-
lems, lack of social support, poor communication with health care providers, cultural influences, lack of regular
health education, lack of access to health care services and poor infrastructure were main barriers of health literacy
in patients with NCD. Therefore, we recommended all concerned bodies to work on social and behavioral change
communication intervention focusing on awareness creation, supply of drugs and create supportive environment
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to get accessible and affordable health care service to decrease the impact of non-communicable disease at personal,

community and national level.

Keywords Health literacy, Socio ecological model, Non-communicable disease, Ethiopia

Introduction

Non -communicable diseases (NCD), such as cardio-
vascular diseases, cancer, diabetes, chronic respiratory
diseases are the leading global cause of death and are
responsible for over 71% of deaths worldwide, with 85%
of these occurring in developing countries. These NCDs
share key modifiable behavioural risk factors like tobacco
use, unhealthy diet, lack of physical activity, and the
harmful use of alcohol, which in turn lead to overweight
and obesity, raised blood pressure, and raised cholesterol,
and ultimately disease [1, 2]. World health organiza-
tion ( WHO) developed an action plan from 2013-2020
to address population based risk factors and integrated
management of NCDs at the primary health care level
and, in Ethiopia 42% deaths and 27% are premature
deaths before 70 age is cause by NCDs [3, 4].

Health literacy (HL) is the degree to which an individ-
ual have the capacity to obtain,process and understand
basic health information’s to make appropriate health
decisions [5, 6]. WHO positioning HL as one of pillars
for achieving sustainable development and health equity
[7]. HL is used to get reliable information, and empow-
ers people to make informed health decisions, practice
healthy and protective behaviours [8, 9]. The social eco-
logical model (SEM) targets five levels of influence for
health related behaviours which are: Intrapersonal fac-
tors, Institutional; community factors; and finally public
policy level factors [10].

It has been shown that HL levels was lower among
those who had low social status, have poor education and
income levels, older population, gender groups, the level
of medication adherence, higher BM], increased systolic
blood pressure, poor financial status, being, unemploy-
ment or retired status, poverty, and having a history of
smoking or a history of consuming alcohol has associa-
tion with low health literacy [11-13]. High level of health
literacy is associated with improved preventive care, early
detection of diseases, ability to access health care and
management of chronic disease, use proper nutrition,
avoidance of smoking and good medication adherence
and also it shapes people’s health and the safety and qual-
ity of health care [14].

The studies also showed that structural barriers,
such as insurance, transportation issues and limited
information with in communities affect health literacy
[15, 16]. Another study conducted in United Kingdom
revealed that health literacy had association with lack

of access to the Internet [17]. The study in Myanmar
showed that watching medical-related TV series, acces-
sibility to education were detected as significant deter-
minants of health literacy. Cultural beliefs may also
impact communication between patients and provid-
ers and affect a patient’s ability to follow a physician’s
instructions [16, 18—20].

Health literacy is a social determinant of health, and
poor HL is associated with poor education, poverty,
unemployment, and low socioeconomic status, yet
those with higher levels of education and income can
have low health literacy. Studies have revealed that
people with poor HL had lower health outcomes, and
higher costs, and people of all ages, races, income lev-
els, and educational levels are affected. Good vaccine
HL is important to alter societal norms in promoting
vaccine uptake and establishing a foundation for herd
immunity at a level appropriate for each individual’s
age, mental capacity, gender, and environment [21-25].

The studies revealed that HL should improve espe-
cially in adult and elderly population, in those with a
lower level of education for better disease prevention
and adequate health literacy improved health outcomes
and efficacy among older patients with chronic diseases
[26, 27]. Health literacy interventions for chronic dis-
eases include a range of strategies, such as education,
self-management training, counselling, consultations,
and other techniques, that are intended to improve
the health-related knowledge, attitudes, abilities, and
behaviours of people living with chronic illnesses [28,
29].

Even though, there are studies done regarding health
literacy on non-communicable disease, that could not
focus on exploring health literacy qualitatively for better
interventional strategy development and the approach
is not guided by the use of SEM to identify the levels of
interventions. The application of social ecological model
in health literacy could lead to more sustainable changes
over time by creating supportive environments for people
as they access and seek to understand health information,
interact with health professionals, and move through
their community and organizational contexts. Therefore,
the application of socio ecological model to this study
identified multilevel factors and provide information to
develop scientific health communication interventional
strategies to improve health literacy among patients in
non-communicable disease.
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Methods and materials

Study design, area and period

North Wollo is located in Amhara region with the capi-
tal city of Woldia found 521 km away from Addis Ababa
and 360 km from Bahirdar. According to the 2007 cen-
sus conducted by central statistics agency of Ethiopia it
has a total population of 1,500,303. There are six govern-
mental hospitals in North Wollo. These are Woldia Hos-
pital, Kobo Hospital, Lalibela Hospital, Mekiet Hospital,
Wadila Hospital, and Mersa Hospital. Institution based
Phenomenological study design was used to explore bar-
riers of health literacy among chronic patients in chronic
care follow up clinics, north wollo zone three public hos-
pitals, Northeast Ethiopia from February 5-30/2023 with
the use of socio ecological model. The approach helps
to describe particular phenomena, or the appearance of
things, as lived experience and find meaning or is used
in cases about which there is little knowledge available.
Phenomenological study assists in looking at change
processes over time, adjusting to new issues and ideas as
they emerge among chronic disease patients in selected
hospitals [30, 31].

Study population and sampling procedure

The study population were all adult chronic patients
receiving follow-up care in three selected public hospitals
of north wollo. All chronic patients age above 18 years
from selected public hospital were included in this study
whereas participant who were seriously ill or not able to
communicate, required emergency care, who had men-
tal or cognitive impairment in the data collection period
were not include in the study. In this study twenty-six
in-depth interviews with 3 focus group discussions were
conducted. A total of 22 individuals with chronic diseases
follow up were participated in FGD. The participants
were 9 DM patients (kobo 4, Meket 3, woldia 2), 11 HTN
(5 kobo,2 Meket, 4 woldia), 3 Epilepsy (2 meket,1 kobo),
3 CHEF patients (woldia 2, Meket 1). Three hospital man-
agers, and 7 health care providers who work in chronic
follow up clinic were participated for key informant
interview. Purposive sampling was used in phenomenol-
ogy; which focuses on particular characteristics of a pop-
ulation, which would be enabled to answer this research
questions. Heterogonous purposive sampling was used
to select people who had experienced the phenomenon
[32].

Data collection tool and procedure

The data was collected through face-to-face In-depth
interview, key informant interview, and focus group dis-
cussion by experienced 4 masters holder health profes-
sionals. IDI, KII, and FGD guides were drafted through
reviewing different related literatures. Written informed
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consent was obtained from each study participants. Each
interview was audiotaped using digital voice recorder and
filed notes were taken. The English version semi-struc-
tured open-ended question and were translated in to
Ambharic and again translated back to English. The length
of the interview is guided by the process of information
saturation, when the narratives become repetitive and no
new data is revealed which lasts from 9 to 18 min for in-
depth interview and 1 h to 1:40 h for FGD for patients,
and health care and hospital manager key informant
interview lasts 8 to 23 min.

Data quality control

To maintain the credibility of the research findings, the
study participants was observed persistently at the time
of the interview. Peer-debriefing was done for the ques-
tioner and transcripts was given to my colleagues. Mem-
ber checking was conducted by returning the preliminary
findings to some participants to correct errors and chal-
lenge what they perceive as wrong interpretations.
Dependability was attained through accurate documen-
tation by minimizing spelling errors through frequently
observing data and including all documents in the final
report, such as including the notes written during the
interview and ensuring that the details of the proce-
dures was described to allow the readers to see the basis
upon which conclusions was made. The data analysis,
interpretations, and conclusions were continuously peer
reviewed [33, 34].

To achieve confirmability of the study findings: raw
data, interview and observation notes, documents and
records collected from the field, and others was docu-
mented for crosschecking and to conduct an audit trial,
where triangulation was used. To maintain the transfer-
ability of the finding, appropriate probes was used to
obtain detailed information on responses, and study par-
ticipants was selected based on their specific purpose
to answer study questions and to get greater in-depth
findings.

Data processing and analysis

We have used consolidated Criteria for Reporting Quali-
tative Research (COREQ), a 32-item checklist that is used
to report important aspects of the research team, study
methods, context of the study, findings, analysis and
interpretations. After data collection, the investigators
transcribing the audio-record data in to Ambharic, local
language, translated into English, and then read and re-
read the several times to code the data, to detect emerg-
ing themes and sub-themes. The translated document
was coded line-by-line and grouped into themes based
on the concepts they contain. Responses was categorized
under each theme and sub-theme. Interpretations of the
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qualitative data was dependent upon patients’ descrip-
tions of their experiences and perceptions, which the
researchers check against the verbatim transcripts for
accuracy and consistency.

Lastly, investigators interpret the theme to reveal core
meanings of the experiences and presenting the discov-
eries of the study specifically, thematic analysis tech-
nique was used to analysed the data. Quotes was used to
highlight each category and show association with each
theme. The principal investigator reads and re-read the
transcriptions several times to coding the data, then 32
categories were extracted from 128 codes by combination
similar meaning then 7 sub-themes 4 major themes were
identifying, and thematic approach was used for analysis,
which could emphasize identifying, analyzing, and inter-
preting patterns of meaning [35].

Result

Socio-demographic information of the participants

In this study ten key informant interview, twenty-six in-
depth interviews with 3 focus group discussions were
conducted. A total of 22 individuals with chronic diseases
follow up were participated in FGD. The most frequently
reported diseases were hypertension, diabetes, chronic
heart disease and epilepsy. The participants were 9 DM
patients, 11 HTN, 3 Epilepsy 3 CHF patients totally 26
in-depth interviews were conducted. Also 22 FGD were
conducted in three hospitals from Meket hospital,7
chronic disease patients (3 HTN, DM, bronchial asthma,
Epilepsy, CHF 1 each) were participated. In woldia refer-
ral hospital totally 6 participants (3 HTN, 2 DM, and 1
CHF), in kobo hospital 9 NCD patients (DM4, HTN 3,
Bronchial asthma 1, and 1 CHF) were included in the
study. For key informant interview 4 medical doctors and
6 nurse professionals were participated (Tables 1 and 2).

Thematic findings

The findings that emerged from the analysis of the in-
depth interview and focus group discussion were pre-
sented and arranged as major themes, sub-themes and
categories. There are four (4) main themes and seven (7)
subthemes (Fig. 1).

Theme 1: intra-personal (patient level) factors

In this study most of the study participants described that
lack of formal education, poor knowledge on non-com-
municable disease, and economic problems were raised
as the main barrier to health literacy on chronic disease.
This theme has 2 subthemes, which are poor knowledge,
and economic problems.

Poor knowledge The study’s participants talked about
their inability to comprehend, their inability to get health
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Table 1 Socio demographic information on in-depth interviews
on exploring barriers of health Literacy on non-communicable
disease prevention and care among patients in north wollo zone
public hospitals; Northeast, Ethiopia, 2023: application of socio-
ecological model

Characteristics Frequency
Age 18-39 years 5
40-49 years 3
50 years and above 18
Sex Male 15
Female 11
Educational status No formal education 17
Primary education 6
Secondary and above 3
Marital status Married 21
Divorced 2
Widowed 3
Residence Rural 15
Urban 11
Type of chronic disease DM 9
HTN 11
Epilepsy 3
CHF 3
Total 26
Duration of with the disease 1- 5 years 11
6-10 years 7
11 years and above 8
Total 26

Table 2 Summary of social demographic characteristics of the
FGD participants on exploring barriers of health Literacy on non-
communicable disease prevention and care among patients
in north wollo zone public hospitals; Northeast, Ethiopia, 2023:
application of socio-ecological model

Characteristics Frequency
Total participants 22
Total focus groups 03
Age 15-39 years 7
40-49 years 6
50 years and above 09
Sex Male 14
Female 08
Educational status Un educated 13
Primary education 9
Marital status Married 15
Divorced 3
Widowed 4
Duration of with the disease 1- 5 times 11
6-10 times 6
11 and above 5
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Fig. 1 Representation of the key themes emerged from study participants

information on non-communicable diseases, their lack of
knowledge about their condition, their inability to take
their medication, and their inability to adopt preventive
measures for better disease control.

A 49 years old male epileptic patient having a chronic
follow up for 10 years said that: “I did not know how to
take the medicine before which made it difficult for me to
control the disease’.

Health care providers also concluded that most
patients don’t have awareness on the cause, treatment
and prevention mechanisms of their disease before diag-
nosed for their diseases. This is explained as: A 27 years
old male nurse working in the hospital for 4 years said
that: “Patients get information from health professionals.
They know while they come to check themselves, most peo-
ple with non-communicable diseases get information from
a professional when they come for treatment. They have
no awareness on their disease, almost 90% get informa-
tion from health care professional’.

Community level
(Cultural influences)

Organizational level
(Lack of regular health
education ,Poor
infrastructure and
access to health care)

Interpersonal level

(Lack of social
support

Poor
communication
with health care
providers)

Intrapersonal
level

(poor knowledge ,

Economic
problems).

Similarly, a 26 years old female doctor working for
2 years in NCD OPD explained that: “Usually patients’
source of information on NCD is when they are told about
the disease from the specialist. Occasionally they may
have their own sources depending on their level of educa-
tion, but usually from the professionals’.

Regarding source of information, they heard about
non-communicable disease from health care providers,
using media like television or radio, other chronic disease
patients, family, friends, and health care institutions. The
following participant stated the same thing as:

“Before I had screened the disease, I did not have
any health information on my disease since I have
no any education, and my source of information was
from the community and television” (61 years, male,
Diabetic patient).

Economic problems The study participants reported
that economic problems like, shortage of money for
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transportation to reach hospital, and to buy medication
are barriers to early diagnosis and get treatment for their
diseases.

“I find it difficult to take more than one medica-
tion at once for my HIV, blood pressure, renal, and
asthma. I also don’t have access to the hospital
pharmacy and don’t have the money to buy all of my
medications in private drug store” (60 years Female,
FGD participant).

Another study participant explained as “It is very diffi-
cult to buy the drug in private pharmacy. It is very expen-
Sive......... " (48 years, Male diabetic patient participated
in FGD).

A 26 years old female doctor working for 2 years in
NCD OPD also expressed as: “Most of the obstacles
for controlling disease and using preventive methods in
chronic patients is the economic problems. There may be
edible foods for some diseases that their economy does not

»

allow to get the proper nutrition for their disease.......

Theme two: interpersonal level factors

This theme has two subthemes which are lack of social
support, and poor communication with health care
providers.

Lack of social support Even if most chronic disease
patients have good family and social support some par-
ticipants explored that they have no any support from
family or others. The participants also explained that
since no one remind them, they forget their appointment
and taking medication regularly. The following partici-
pant stated the same thing as:

“I am tired of taking the medicine, the lack of sup-
port from the family, government, and the lack
of money has become a severe problem for me’
(61 years male, DM patient).

Another 49 years male, epileptic patient having a
chronic follow up for 10 years explained that: “It’s hard
for me to come, because of I am alone I'm afraid to fail, 1
used to forget my follow-up appointment. Now I come to
hospital by calling”.

In addition to this lack of social support, absence of
functional patients’ association like diabetes association,
is a barrier for patients to control and care their diseases.
As explained by male NCD focal nurse having greater
than 12 years’ work experience: “Currently, there is also a
recently established Diabetes Association but not going as
expected. Even though its role is to support our patients by
some medicines especially for young (<25 years of age), it
is intermittent and should be strengthen’.
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a. Poor communication with health care providers

The study participants discussed that even if health
care professionals provide health information about their
disease status, they didn't listen carefully, understand
their need and give time to ask questions and get feed-
back for their disease.

Hypertensive, Female, 60 years, patient with one year
duration described as: “The health care professionals
don’t give fair service to all equally, they don’t give enough
health information for my disease, it is better if they give
full information on the disease and then written medicine
information than oral’.

Another HIV and hypertensive female participant
reported as: “Since health care providers are busy, they
did not care about me, except prescribing medication in
my follow up, did not want to listen my complain and give
advice by giving time is the main problem that I have to
tell you”

Theme three: community level factors

Cultural influences Even though, most of the partici-
pants are committed to take their medication timely and
take the recommended prevention practices, some par-
ticipants explored that cultural traditions with in the
family and social ceremonies enforce them to drink and
eat the forbidden things that worsen their health condi-
tion. Another participant also described that when there
were special ceremonies around their home, they had for-
gotten to take their medication, not take timely, and use
alcohol and other foods not allowed for NCD patients.

The study participant explained as

“In our society, there are pressures to consume salty

foods and alcoholic beverages at social events; there
are occasional drug shortages; there is currently a
shortage of laboratory resources; in my own negli-
gence that I sometimes forget to take on time and at
all’ (77 years male DM patient).

Another female diabetic patient patient participated in
FGD also said: “............... for example, when there was a
wedding, I increased the amount of fat and sugar intake
and my blood sugar became 400 in the last month. But
now my blood sugar is 78 since I avoid taking these kinds
of diet”.

A 30 years old female nurse working for 5 years as
BSC nurse also reported as “There are social ceremo-
nies that the people enforce patients to use the forbidden
food and drink since most of the society did not under-
stand the disease very well, for example, people around



Fenta et al. BMC Public Health (2024) 24:971

the hypertensive patient said that what is the problem if
you eat salt for today...”

Theme four: organizational level factors

This theme has two subthemes, Lack of regular health
education, poor infrastructure and access to health care
were explored as barriers of health literacy on non-
communicable disease prevention and care.

Lack of regular health education The study participants
reported that they had try to teach their patients about
chronic disease when they come for appointment at clin-
ics, but it is not continuous heath information provision
by using different health education method like Televi-
sion radio in most hospitals. The participant explained
that they couldn’t organize drug information centre that
can provide information for general education about
medication on chronic diseases at the pharmacy level.

A 29 years old female working as a nurse for 4 years in
the hospital reported as: “To increase patient’s knowl-
edge, we provide health education for chronic patients
at waiting area together. Still, we didn’t use media”

32 years. Male participant nurse expressed as: There
are many written leaflets, so we distribute them to every
patient who comes here, give health education, but did
not use television; radio and did not keep the schedule.
We also conduct a screening for hypertension and diabe-
tes in clinics and at community level”.

“In the previous year, before patients enter to OPD
health education was given 2 times a week. But
now it has stopped, we prepare, and distribute
leaflets, most of the patients were understand and
apply what we said’. (33 years old female, Nurse).

Poor infrastructure and access to health care The study
participants described that distance of home from the
hospitals, and absence of comfortable roads to get hos-
pital were the major obstacles in getting health informa-
tion for early treatment. male participant 54 years, dia-
betic and hypertensive patient explored as: “I travelled
on foot from a remote rural area and arrived too late to
take medication for my follow-up appointment’. Similarly,
male NCD focal nurse working for greater than12 years
also expressed as: “patients usually come from far place.
So, they don’t come on time, especially diabetic patients
who are expected to screen for fasting blood glucose before
8 h, are usually tested after 8 h and the result is not that
much believable.... The cases are loaded and the hospital
far for patients”
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Almost all participants also described that the exami-
nation rooms were not comfortable to get health infor-
mation and treatment appropriately. They explored that
the buildings are narrow, no waiting area to get care and
support easily.

A 27 years old male nurse working for 4 years said: “The
main problem is that our patients with non-communica-
ble diseases have only one chronic OPD. So, since there are
many NCD patients and the lack of class and trained pro-
fessionals is a problem’.

Discussion

Health literacy includes all of the skills required to
receive, interpret, and process basic health information
and services in order to make significant health decisions
[36, 37]. HL enhances individuals’ ability to participate in
decision-making processes in various aspects of life con-
cerning individual and community health [38, 39]. Our
study identified four main themes with seven subthemes.
These were patient level, Interpersonal level, Community
level, and organizational level factors.

The participants explored poor knowledge on non-
communicable disease, and economic problems were the
main barrier to get health related information and health
services for their chronic disease. This was comparable
with study done in Nepal which stated that health literacy
was affected by education, knowledge of health services
and health problems, access to good quality information
[40]. The study in Bangladesh supported that unaware-
ness of the severity, lack of knowledge on NCDs and low
health literacy were barriers to change in behaviour on
chronic disease prevention and care [41]. Another study
in Brazil described that poor and less accessible educa-
tion, lower knowledge about the disease, and difficulties
in understanding the medical instructions were factors
associated with limited health literacy [42]. This might
be lack of education leads to poor knowledge and under-
standing on NCD prevention and care.

The study’s participants talked about that despite giv-
ing patients health information regarding their disease
status, medical professionals didn’t pay close attention,
or allow enough time for their patients to ask questions.
This is consistent with the study discussed that access to
good quality information, communication skills of staff,
health worker’s attitudes have effect on health literacy
on non-communicable disease patients [40]. The com-
munication between medical professionals and patients
have an impact on the patients’ knowledge, motivation,
decision-making, participation [43]. Another study also
described that medical mistrust was associated with
poorer communication with providers and patients’
health literacy level [44]. The study in Australia revealed
that inadequate understanding, poor support from family
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and friends, conflicting advice from and poor communi-
cation among specialists were barriers to get the recom-
mended care for NCD patients [45]. The possible reason
might be because of good communication with health
care providers may help to get appropriate health infor-
mation on NCD prevention.

The study’s participants complained about how finan-
cial issues, such as a lack of enough money to travel to
the hospital for treatment prohibit them from receiving
an early diagnosis and treatment. This is comparable with
other studies which reported that low social status, finan-
cial deprivation were barriers to health literacy [46, 47],
and Low health literacy was associated with living in pov-
erty, lacking consistent health insurance [48]. Another
the studies showed that those groups more at risk of soci-
oeconomic deprivation had low the health literacy status
[49-51]. One plausible explanation could be that those
with better financial standing find it easier to pay for the
medications they are prescribed.

Even though most the study participants with chronic
diseases have strong family and social networks, some
participants mentioned that they don’t have any sup-
port from their families or others. This was consistent
with the studies which explains education, income, per-
ceived health and social isolation have effect on health
literacy [52, 53]. The studies discussed that social support
in which the help of relatives and friends is important in
assessing the information on chronic disease to increase
health literacy of patients on their chronic disease [54,
55]. One explanation could be that patients who receive
support from their families find it easier to remember
when to follow up, and they may also be eligible for finan-
cial assistance to help pay for their medical expenses.

The participants explored that cultural norms enforce
the consumption of prohibited substances at social
events and family gatherings, which worsens their health.
This is comparable with the study done in Kenya showed
that culture and misinformation were determinates of
health literacy on non-communicable disease [56] and
the study in Germany revealed that family and peer influ-
ences within the different societies and cultures has effect
on health literacy [57]. The studies also examined that
cultural beliefs have impact on communication between
patients and providers and affect a patient’s ability to fol-
low a physician’s instructions [58—60]. This implies that
cultural mis information on drinking and eating habits
during social ceremony have impact on health literacy
level of NCD patients.

In this study poor access of health care and poor
infrastructure were the main barriers in getting care for
chronic disease patients. This was consistent was the
study in Bangladesh reported inadequate laboratory
facilities, and logistics were barriers in chronic disease
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prevention and care [61] another study also examined
infrastructure problems like bad road network, unreliable
electricity supplies, living far from health centres were
barriers to get NCD treatment [62]. The study in Nigeria
also described that poor road and weak transportation
infrastructure limit health education and awareness pro-
grams to communities [63]. This might be because good
infrastructure and access to health care improves timely
care for NCD patients.

The strength of this study was that the use of phenome-
nology study design with the application of socio ecologi-
cal model that could explore multilevel barriers of health
literacy on non-communicable disease prevention and
care. These results cannot be automatically generalized to
the entire population of patients with chronic non-com-
municable disease.

Conclussion

The finding of this study showed barriers to health lit-
eracy on non-communicable disease prevention and
care with four major themes and seven subthemes. These
were patient level, interpersonal level, Community, and
organizational level factors. Most of the study partici-
pants discussed that they have no awareness and knowl-
edge on non-communicable disease prevention and
care. The participants stated that lack knowledge, and
economic problems were the main barrier to get health
information and on their chronic disease. The study par-
ticipants discussed that health care providers didn’t lis-
ten carefully, understand their need and give time to ask
questions and get feedback for their disease, and some
participants mentioned that they don’t have any support
from their families or others. The participants reported
that poor access of health care, and poor infrastructure
were the main barriers in getting care. The participants
explored that cultural norms enforce the consumption of
prohibited substances at social events and family gather-
ings, which worsens their health. Therefore, we recom-
mended all the concerned bodies should work to avoid
barriers of health literacy on chronic disease patients at
each level of influence to decrease the impact of chronic
disease at personal, community and national level.
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