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ABSTRACT
Background: Supported asthma self-management improves health outcomes.
However, people with limited health literacy, especially in lower-middle-income
countries (LMICs), may need tailored interventions to enable them to realise the
benefits. We aimed to assess the clinical effectiveness of asthma self-management
interventions targeted at people with limited health literacy and to identify strategies
associated with effective programmes.
Methods: Following Cochrane methodology, we searched ten databases (January
1990 - June 2018; updated October 2019), without language restriction. We included
controlled experimental studies whose interventions targeted health literacy to
improve asthma self-management. Selection of papers, extraction of data and quality
assessment were done independently by two reviewers. The primary outcomes were
clinical (asthma control) and implementation (adoption/adherence to intervention).
Analysis was narrative.
Findings: We screened 4318 titles and abstracts, reviewed 52 full-texts and included
five trials. One trial was conducted in a LMIC. Risk of bias was low in one trial and
high in the other four studies. Clinical outcomes were reported in two trials, both at
high risk of bias: one of which reported a reduction in unscheduled care (number of
visits in 6-month (SD); Intervention:0.9 (1.2) vs Control:1.8 (2.4), p=0.001); the other
showed no effect. None reported uptake or adherence to the intervention. Behavioural
change strategies typically focused on improving an individual’s psychological and
physical capacity to enact behaviour (e.g. targeting asthma-related knowledge or
comprehension). Only two interventions also targeted motivation; none sought to
improve opportunity.

Less than half of the interventions used specific self-

management strategies (e.g. written asthma action plan) with tailoring to limited health
literacy status. Different approaches (e.g. video-based and pictorial action plans) were
used to provide education.
Conclusion: The paucity of studies and diversity of the interventions to support people
with limited health literacy to self-manage their asthma meant that the impact on health
outcomes remains unclear. Given the proportion of the global population who have
limited health literacy skills, this is a research priority.
PROSPERO registration: CRD 42018118974
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INTRODUCTION
Asthma self-management support, including written action plans and regular
reviews by healthcare professionals, improves health outcomes [1-4]. Systematic
reviews and guidelines highlight that cultural or age-related tailoring enables the
successful implementation of supported self-management, although rarely specify
tailoring for people with limited health literacy. This is a significant oversight, as health
literacy is a problem globally [5], and a particular challenge in low and middle-income
countries (LMICs). There is thus a need to address the challenges of providing support
for people with limited health literacy [6,7].
A review of health literacy definitions by Sørensen et al. (2012), describes
health literacy as people’s knowledge, motivation and competence to assess,
understand, appraise and apply health information to make decisions on healthcare,
disease prevention and health promotion throughout the life course (see table 1) [8].
These skills are essential for individuals to respond to the demands of managing a
variable condition such as asthma, including adherence to medication, adjusting
treatment and/or deciding to seek advice in the event of deterioration. Health literacy
is not linearly related to health outcomes but influences three aspects of healthcare
behaviour: access and utilisation of health services, patient-provider interactions and
self-management [9].
Two

previous

systematic

reviews

have

looked

at

self-management

interventions for people with limited health literacy in long-term health conditions
[10,11]. One review included 38 studies, but only 22 were randomised trials, and none
addressed self-management interventions in asthma [11]. The other defined the target
population as people from low socio-economic groups, assuming that these
populations had limited self-literacy [10]. Neither, therefore, specifically addressed
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supported management for people with limited health literacy in asthma. We this
aimed to systematically search and synthesise the trial evidence for asthma selfmanagement interventions targeted at people with limited health literacy, in order to
assess their clinical effectiveness and to identify the behaviour change strategies that
were associated with effective programmes [12].
METHODS
This review is registered with the PROSPERO database (registration number: CRD
42018118974). Details of the systematic review protocol have been published [12]
with salient points described here. We followed the procedures described in the
Cochrane Handbook for Systematic Reviews of Interventions [13].
Deviations from the published protocol.
To be inclusive of data from LMICs, we intended to search the African Index
Medicus, Africa Portal Digital Library; Index Medicus for the Southeast Asia Region;
IndMed; Latin American and Caribbean Health Science Literature Database (LILACS).
However, we decided to omit these after a scoping exercise revealed a lack of
controlled trials in these databases, and we considered it was very unlikely that any
publications would fulfil our inclusion criteria.
We intended to use the Grading of Recommendations Assessment Development
and Evaluation (GRADE) to assess the weight of evidence of the reported outcomes
from the included studies [14]. However, there was too much missing information to
use GRADE. We have, therefore not presented the GRADE assessment in the paper
(see Supplementary file 1 for further explanation).
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Search strategy
We searched 10 electronic databases (see Table 2). The search strategy used
medical subject headings (MeSH) and text words related to health literacy, asthma,
self-management and controlled trial. The initial search (January 1990 to June 2018)
was updated in October 2019. We conducted forward citation on included studies and
contacted experts in the field to identify related trials. We did not perform manual
searches as no journal(s) emerged as having a particular interest in this topic. There
was no language restriction, though we did not find any non-English publications. We
searched the databases using PICOS criteria (See Table 2). We used the definitions
in Table 1 to confirm eligibility.
Study selection and data extraction
After training and quality control, two authors (HS and SNR) independently
screened the de-duplicated titles and abstracts. We obtained the full text of potentially
relevant studies, and both reviewers independently assessed for eligibility.
Disagreements or uncertainties at any stage were resolved by discussion within the
team (HP, IY, SGS or PYL).
Studies which had multiple publications (e.g. a protocol, trial findings, process
evaluations, qualitative studies, translations) were treated as one study, and reference
made to the different publications.
We piloted a data extraction form adapted from the Effective Practice and
Organisation of Care (EPOC) recommendations for describing interventions [15] and
the Template for Intervention Description and Replication (TIDieR) checklist [16]. Two
reviewers (HS and SNR) independently extracted data. We contacted authors for any
information which was not found within the included paper(s).
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Quality assessment
We used the Cochrane Risk of Bias tool [13], and the guidance from the EPOC
group [15], to assess selection, performance, detection, attrition, reporting and other
potential sources of bias [13]. The risk of bias for each domain was classified as ‘low',
‘high' or ‘unclear' based on the information available [13]. We generated ‘risk of bias‘
summary graphs and figures using Review Manager 5.3 [17].
Outcomes
Outcomes are described in Table 2. We were primarily interested in health
outcomes (e.g. asthma control; acute attacks) and implementation outcomes (e.g.
adoption of

intervention). Secondary outcomes included

intermediate

self-

management measures (e.g. knowledge improvement), health literacy outcomes and
impact indicators (e.g. cost-effectiveness).
Data synthesis.
We conducted two analyses to answer the two objectives of our systematic
review. First, we considered the effectiveness of asthma self-management
interventions which addressed health literacy needs compared with the control group.
From scoping work, we anticipated that the studies included in this review would vary
substantially in design, target populations, outcomes measured and duration of followup precluding meta-analysis. We, therefore, conducted a narrative synthesis of the
data.
Second, we described and characterised the included interventions using the
Behaviour Change Wheel (BCW) framework (figure 1), which provides a systematic
way to describe and characterise the techniques used in the interventions in this
review [18,19]. The BCW has three layers; its core components consist of the COM-B
system (Capability, Opportunity and Motivation); interactions between these
6

components determine Behaviour [18]. Capability is the individual’s psychological and
physical capacity to engage in the behaviour. It includes having the required
knowledge and skills. Motivation is defined as processes that contribute towards both
reflective and automatic mechanisms that activate or inhibit behaviour. Opportunity
includes aspects of the physical and social environment that lie outside the individual
that prompt or make behaviour possible. The second layer of the BCW describes the
nine functions of interventions that are designed to change behaviour. The intervention
functions are; education, persuasion, coercion, training, enablement, modelling,
environmental restructuring and restrictions. The third layer of the BCW identifies
seven types of policies (e.g. legislation, fiscal measures, etc.) that can be applied to
deliver these intervention functions [18].
It is proposed that specific intervention functions are likely to influence change in
the specific target behaviour. This underpins a matrix (Figure 5), produced through a
consensus exercise amongst behaviour change experts [18], that enables gaps in
intervention functions required to impact on the three core components (capability,
opportunity and motivation) that govern behaviour change [18].
We plotted the components of interventions in this review onto the matrix. In the
mapping process, which was completed independently by two reviewers (HS and KM),
we first identified the core components of behaviour that were targeted, and also the
intervention functions used in each included study. Through a consensus approach
(see supplementary file 2 for the exercise), we plotted our findings within the matrix
(Figure 5).
RESULTS
The selection process is illustrated in the PRISMA diagram (Figure 2). From
3359 papers, we selected six papers describing five randomised control trials [20-24]
7

(the sixth paper described the development of the intervention[25]). The studies
included a total of 731 participants in the intervention groups and 561 participants in
the control groups [20-24].
Characteristics of included studies
The randomised control trials were conducted from 2011 to 2017; four studies
were conducted in high-income countries [20-22,24] (three in the United States (US);
one in Canada) and one in Turkey (a middle-income country) [23]. Table 3 summarises
population characteristics (see supplementary file 3 for further details).
Participants characteristics: The three US studies included majority and minority
populations [20,21,24]. Yin et al. (2017) included mainly Latin Americans (Hispanics);
Apter et al. (2011) included mainly African-Americans, and the majority of the
population in the study by Macy et al. (2011) was White American. The trial conducted
in Canada by Poureslami et al. (2012) included participants from minority Chinese and
Punjabi ethnic groups [22]. The study conducted in Turkey by Ozyigit et al. (2014) did
not specify the ethnicity of the population [23]. Participants’ asthma status was
described as uncontrolled [20,23]; mild intermittent, persistent or moderate-severe
asthma [24]; mild asthma [21]. One study did not describe the participants’ level of
asthma control [22].
Study setting: Two studies were conducted in primary care settings [20,23]. Three
studies were conducted in secondary/tertiary care settings (specialist paediatric [24]
or emergency department [21], university-based pulmonary medicine clinic [22]).
Geographical area and socioeconomic status: Four studies were described as set
in an urban environment [20-22,24]; three described their population as of low
socioeconomic status [20,21,24], the fourth had less than a third in the ‘working-class
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group’ [22]. The non-urban study described the population as living in the most socioeconomically under-developed province in the country [23].
Health literacy status of the population: Only three studies measured the level of
health literacy of their participants. One study, which used the validated Newest Vital
Sign (NVS), estimated that 70% of the study population had limited health literacy level
[24]. Two other studies measured the health literacy level of the study population using
the Short Test of Functional Health Literacy in Adults (sTOFHLA) (stating that the
mean reading comprehension score was ‘adequate’[20]) or the Rapid Estimate of
Adult Literacy in Medicine (REALM) (reporting that ‘two-thirds of the study population
had an ‘adequate’ level of health literacy’) [21]. Two studies included ‘immigrants’ [22]
or ‘illiterates’ [23] as their study population.
Intervention

characteristics:

Table

3

summarises

the

interventions

(see

supplementary file 4 for further details). All studies had one intervention and one
control group [20,21,23,24] except Poureslami [22], which had three intervention
groups [22].
All interventions included education delivered through various methods; one
used a face-to-face personalised problem-solving approach [20], two used videobased education [21,22], and two used education with pictorial asthma action plans
[23,24] although only one of these explicitly tailored its action plan to low-literacy level
[24]. Three interventions were delivered by research assistants [20,23,24] and one by
a respiratory physician [23]. Four studies specified the language used to deliver the
intervention; English or Spanish [20,24], ‘native language’ [23], Punjabi or Mandarin
[22]. Only two studies specified the duration of the intervention: 20-minute video [21]
or four 30-minute problem-solving sessions [20]. Length of follow-up ranged from five
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weeks to a year [20-23]. One study assessed the immediate understanding of a
pictorial asthma action plan [24] rather than longer-term outcomes
Quality assessment of the included studies
Only one study was at an overall low risk of bias [24] (Figure 3). The high risk
of bias in the other four studies was typically due to no description of random sequence
generation or blinding of outcome assessment. Other biases included no specified
sample size [20,23] and use of non-validated tools to measure outcomes [22].
Quality of description and replication
All the studies described the rationale for the essential elements included in the
intervention, but none were explicitly guided by a theoretical framework. Three studies
lacked descriptions of how the intervention was provided:[21,22,24] for example; one
report was unclear whether the video-based intervention was provided individually or
in a group [21]. Brief descriptions of the interventions are in Table 3; see
Supplementary file 5 for detailed information.
Effectiveness of interventions on primary and secondary outcomes
The study at low risk of bias did not report any of our primary outcomes. [24].
Two studies (at high risk of bias) reported health outcomes [20,23], one of which
reported a positive outcome for unscheduled care [23]. None of the five studies
reported on implementation outcomes (such as uptake/completion of the intervention).
Findings are detailed in Table 3 and the key points described below.
1) Primary (Health outcomes): Asthma control and unscheduled care


Impact on asthma control.

Two studies at high risk of bias measured asthma control using validated
questionnaires (see table 3) [20,23]. Neither of the interventions had an effect on
asthma control.
10



Impact on unscheduled care

Three studies at high risk of bias measured the impact of the intervention on
unscheduled care [20,21,23]. One study reduced emergency visits in the intervention
group compared to control [23]. One study only reported within-group changes, stating
that there was no between-group difference though no statistical comparison was
provided [20].
2) Secondary outcomes:


Impact on knowledge

The low risk of bias study reported a positive outcome on knowledge [24] while the
other studies reported no effect [21] (see Table 3).


Impact on correct inhaler use

A high risk of bias study did not provide sufficient details to gauge the impact of the
intervention on correct inhaler use [22].


Impact on other practical self-management measures

Other measures included in this review are perceived ease of action plan use,
understanding of low-literacy AAP (low risk of bias) [24], perceived sense of asthma
control [21], understanding of physician instruction [22] and adherence [20] (high risk
of bias). All studies either reported no effect [20,24] or reported insufficient details to
gauge effectiveness [21,22]. (see Table 3)
Identification of intervention components in relation to the behaviour change
Limited reporting and the lack of effectiveness in the included studies meant
that it was not possible to map the components of BCW to effectiveness. The core
components of behaviour and the intervention functions used in the included studies
based on reported information are provided in Figure 4. Reports were sometimes
11

limited: for example, one intervention described providing ‘patient skills’ in its
education video [21], with no further description of what was taught.
In terms of the use of the BCW core components of behaviour (COM-B), three
studies only addressed ‘capability’ in their interventions [21,23,24]. Two studies, at
high risk of bias, addressed a combination of capability and motivation [20,22].
In Figure 5, we used the published matrix [18] to plot the included studies
according to the core components of behaviour change and intervention function. The
low risk of bias study used only one intervention function (enablement) [24]. For the
high risk of bias studies; two used three intervention functions [22,23], and two studies
used two intervention functions [20,21].
Michie et al. (2011) suggest that the core components of behaviour can be
linked to the interventions in more than one way. As an example, the use of a pictorial
action plan by Ozyigit et al. [23] is ‘education’ as it increases the capability to
understand asthma self-management. A pictorial action plan is also a form of
‘enablement’ as it reduces barriers (e.g. lack of knowledge/cognitive skills) to selfmanagement of asthma in the event of deterioration.

Most of the interventions

concentrated on capability components of the behaviour model, and these
interventions used functions such as education, training, persuasion and enabling
interventions (action plans) to produce behaviour change.
DISCUSSION
Summary of findings
This review reports the synthesised findings from five randomised control trials.
Four studies, at high risk of bias, concluded that their interventions were ineffective;
the only study at low risk of bias did not report on health outcomes. The paucity of
studies, limitations in study design and diversity of the interventions meant we are
12

unable to draw conclusions about overall effectiveness on any of our outcomes of
interest.
Most studies [20,21,23,24] included in this review did not describe any
theoretical framework underpinning the intervention development, although one
conducted prior exploratory work to understand the impact of health literacy in the
targeted population [22].

Education, training and enablement are the intervention

functions used in these interventions, and the content and the method of delivery
varied, including video-based [21,22] and a pictorial action plan [24].

All the

interventions used components of behaviour change primarily directed at individuals’
(physical and psychosocial) capabilities; two addressed self-motivation; none targeted
opportunity).
Interpretation of the findings and comparison with previous findings.
The use of theory in developing a complex intervention
Health literacy is a complex concept, and as the concept has evolved, a number of
definitions have been suggested by researchers and organisations [26]. Tools to
measure the health literacy status of populations arise from these definitions and are
similarly diverse, making studies in this area heterogeneous and more difficult to
interpret. The use of health literacy as a dichotomous variable in many of these tools
remained an inherent flaw, especially when health literacy is a spectrum which
interacts in complex ways with the environment and socio-cultural factors. In this
review, we used a systematically-defined definition by Sørensen et al. (2012) [8] which
enabled us to include studies that employed other aspects of health literacy in their
intervention, e.g. functional health literacy skills [23].
Only one study [22] in our review developed its intervention based on a recognised
definition of health literacy (by Nutbeam et al. (2000) [27]). Poureslami et al. (2011),
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aligned their asthma educational material with the definition of ‘critical health literacy’
which requires sufficient cognitive skills in order to understand, analyse and
independently act on adversities in life to care for asthma [25]. In their prior qualitative
work, language was found to be a barrier in understanding health information [28].
Thus, in the trial, the education material was delivered using the spoken languages of
the participants and was designed to help participants learn and understand beliefs
about asthma from the ethno-cultural point of view [22].
Four other studies [20,21,23,24] did not use specific health literacy definitions,
although they used interventional designs which explicitly aimed to improve health
literacy (e.g. pictograms) as defined by our operational definitions (see table 1). None
of the studies described any theoretical framework that informed the development of
their intervention, implying that the authors had not systematically considered the interrelated barriers among people who struggled with limited health literacy and identified
factors which could overcome these barriers.
The Medical Research Council’s framework for developing and evaluating complex
interventions clearly outlines the importance of defining a theoretical concept as well
as undertaking qualitative exploration [29,30]. A theoretical framework provides a
roadmap for the programme of work. In its absence, it is challenging to visualise how
the intervention operates to bring about change [31,32]. Interpreting effectiveness is
difficult if it is not clear what works and why [29,30].
‘Behaviour Change Wheel’: using a theoretical approach to understand the
process of change and to evaluate interventions.
The BCW provides an understanding of what needs to change and how to
change it. Targeted behaviour is more likely to change if the specific intervention
function is employed. As an example, education using video presentations improved
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inhaler techniques across the three experimental groups in one study (though the
lack of comparison with the control group means it is not possible to gauge
effectiveness) [22].
A multi-component approach to change behaviour
Previous studies have concluded that the use of more than one strategy in an
intervention increased the likelihood of it being effective [10,11]. A review reported that
interventions which employed three to four self-management skills were more effective
than those using fewer [10]. The five self-management skills considered in that review
were problem-solving, taking action, decision making, partnership and resource
utilisation [10]. Another review concluded that mixed-strategy interventions focusing
on self-management reduced emergency visits, hospitalisations and disease severity
in people with long term conditions [11]. Three of the quasi-experimental studies in
this review included people with asthma [6,7,33], one of which reduced emergency
department visits [6]. Multiple-components in a complex intervention incurs costs in
terms of development and manpower [34,35]. However, designing a complex
intervention without understanding the behaviour which it aims to change can lead to
failure, which is also wasteful. A much criticised example of this is the ineffective UK
public health campaign which focused on motivating responsible drinking but failed to
reduce opportunity by addressing price and availability [36]. The other point to bring
into this section is that the empty green cells of the matrix (see figure 5), are gaps that
a future multi-component intervention could usefully address.
Strengths and limitations of this study
We followed Cochrane methodology to search systematically for trials of
interventions addressing health literacy in the specific context of asthma selfmanagement. All the stages in the review were duplicated, including the selection of
15

papers, risk of bias assessment and data extraction. Our decision not to search some
LMIC-focused databases may mean we missed some relevant studies, though our
initial scoping exercise in discussion with a medical librarian suggested this was
unlikely. All the included studies were RCTs though we would have accepted other
designs of controlled trials. We defined our outcomes with care, ensuring we looked
for standardised measures of asthma symptom control and risk of attacks [37] and we
included trials based on an evidence-based definition of limited health literacy [8,38].
We used the BCW, a validated framework to describe each of the intervention
functions, and interpretation of the findings was conducted by a multidisciplinary team
to ensure accuracy. The primary studies have small sample size and diverse in
populations which makes it challenging to draw a conclusion from the reported results.
Four studies did not use health literacy definitions or framework to map its
interventional design. Unfortunately, less than half of interventions in this review
reported on asthma control [20,23] or unscheduled care, [20,21,23] limiting the
conclusions we could draw. For example, there were insufficient data to present our
findings graphically (e.g. in a Harvest plot [12]) or to use the GRADE [14] approach to
assess the quality of evidence. There was limited description of some of the
interventions.

We could not, for example be certain whether the ‘patient skills’

described as being included in educational videos in one trial, [21] covered behaviour
change techniques such as demonstration of behaviour and/or instruction how to
perform the task.
CONCLUSION
Despite the global importance of the problem, effective interventions
addressing health literacy to improve asthma self-management have yet to be
developed and evaluated.

The studies that we found in this review were diverse,
16

generally at high risk of bias, poorly reported, lacked theoretical underpinning and
were ineffective. In designing future interventions, researchers need to be able to
identify and understand the factors, including social determinants of health that
mediate behaviour change in different contexts (LMICs as well as high-income
countries) [34,35]. Tailored asthma self-management interventions for people with
limited health literacy should consider a multifaceted approach, including strategies
that can be adapted to local needs [35,39], building on theoretical underpinning and
careful planning especially in the development stage to optimise effectiveness and
sustainability of the intervention.

17

Acknowledgements
We acknowledged the RESPIRE collaboration, which includes Aziz Sheikh, Harry
Campbell, Steve Cunningham, Neneh Rowa-Dewar, Harish Nair, Aisha Holloway,
Alimuddin Zumla, Kit Chan, Moira Whyte, Roberto Rabinovich, Rita Isaac, Ee Ming
Khoo, Nik Sherina Hanafi, David Dockrell, Su May Liew, Norita Hussein, Tabish Hazir
Ahmad Ihsan Bin Abu Bakar, Colin Simpson and Saturnino Luz.
We are grateful to Marshall Dozier, Academic Librarian at the University of Edinburgh,
for her help in developing the search strategy.
Funding
HS and SNR are supported by PhD studentships from the NIHR Global Health
Research Unit on Respiratory Health (RESPIRE). RESPIRE is funded by the National
Institute of Health Research using Official Development Assistance (ODA) funding.
Disclaimer: The views expressed are those of the author(s) and not necessarily those
of the NHS, the NIHR or the Department of Health and Social Care. Neither the funder
nor the sponsor (University of Edinburgh) contributed to protocol development.
Authorship contributions: HS, HP, IY, SSG, PYL contributed the concept and
designing of this review. HS and SNR/KM conducted the literature search, screening,
data extracting and quality assessment. HS and KM further analysed the data and
completing the mapping of the BCW. HS and HP worked with the data synthesis with
assistance from IY, SSG and PYL. All authors were involved in writing the manuscript
and approved the final version.
Competing interest: The authors have completed the Unified Competing Interest
form at www.icmje.org/coi_disclosure .pdf

(available on request from the

corresponding author) and declare no conflict of interest
Additional material: Supplementary documents are available online

18

REFERENCES
1. Pinnock H, Parke HL, Panagioti M, Daines L, Pearce G, Epiphaniou E, et al.
Systematic meta-review of supported self-management for asthma: a
healthcare perspective. BMC Med. 2017;15:64. Medline 28302126 doi:
10.1186/s12916-017-0823-7.
2. Pinnock H, Epiphaniou E, Pearce G, Parke H, Greenhalgh T, Sheikh A, et al.
Implementing supported self-management for asthma: a systematic review and
suggested hierarchy of evidence of implementation studies. BMC Med.
2015;13:127. Medline 26032941 doi: 10.1186/s12916-015-0361-0.
3. Pearce G, Parke HL, Pinnock H, Epiphaniou E, Bourne CL, Sheikh A, et al. The
PRISMS taxonomy of self-management support: derivation of a novel
taxonomy and initial testing of its utility. J Health Serv Res Policy. 2016;21:7382. Medline 26377727 doi: 10.1177/1355819615602725.
4. Corrigan, J.M., Greiner, A.C., Adams, K. The 1st Annual Crossing the Quality
Chasm Summit: A Focus on Communities: Report of a Summit. Washington:
National Academies Press; 2004
5. Okan O, Bauer U, Levin - Zamir D, Pinheiro P, Sørensen K. International
Handbook of Health Literacy. Bristol:Policy Press; 2019.
6. Robinson LD, Calmes DP, Bazargan Mn. The Impact of Literacy
Enhancement on Asthma-Related Outcomes among Underserved Children. J
Natl Med Assoc. 2008;100:892-6. Medline 18717138 doi:10.1016/s00279684(15)31401-2
7. Paasche-Orlow MK, Riekert KA, Bilderback A, Chanmugam A, Hill P, Rand CS,
et al. Tailored education may reduce health literacy disparities in asthma selfmanagement. Am J Respir Crit Care Med. 2005;172:980-6. Medline 16081544
doi: 10.1164/rccm.200409-1291OC
8. Sørensen K, Van den Broucke S, Fullam J, Doyle G, Pelikan J, Slonska Z, et
al. Health literacy and public health: a systematic review and integration of
definitions and models. BMC Public Heal. 2012;12:80. Medline 22276600 doi:
10.1186/1471-2458-12-80.
9. Paasche-Orlow MK, Wolf MS. The causal pathways linking health literacy to
health outcomes. Am J Health Behav. 2007;31:S19-S26. Medline 17931132
doi: 10.5555/ajhb.2007.31.supp.S19
10. Schaffler J, Leung K, Tremblay S, Merdsoy L, Belzile E, Lambrou A, et al. The
Effectiveness of Self-Management Interventions for Individuals with Low Health
Literacy and/or Low Income: A Descriptive Systematic Review. J Gen Intern
Med. 2018;33:510-23. Medline 29427178 doi: 10.1007/s11606-017-4265-x
11. Sheridan SL, Halpern DJ, Viera AJ, Berkman ND, Donahue KE, Crotty K.
Interventions for individuals with low health literacy: a systematic review. J
Health Commun. 2011;16 Suppl 3:30-54.Medline 21951242 doi:
10.1080/10810730.2011.604391.
12. Salim H, Young I, Shariff Ghazali S, Lee PY, Ramdzan SN, Pinnock H. Protocol
for a systematic review of interventions addressing health literacy to improve

19

asthma self-management. npj Prim Care Respir Med. 2019;29:18. Medline
31068584 doi: 10.1038/s41533-019-0125-y.
13. Higgins J, Green S. Cochrane Handbook for Systematic Reviews of
Interventions Version 5.1.0 The Cochrane Collaboration; 2011. Available:
www.handbook.cochrane.org. Accessed: 25 September 2017.
14. Schünemann HJ, Oxman AD, Brozek J, Glasziou P, Jaeschke R, Vist GE, et
al. Grading quality of evidence and strength of recommendations for diagnostic
tests and strategies. BMJ. 2008;336:1106-10. Medline 18483053 doi:
10.1136/bmj.39500.677199.AE.
15. Cochrane Effective Practice and Organisation of Care (EPOC). EPOC
Resources for review authors. Available: http://epoc.cochrane.org/epocspecific-resources-review-authors. Accessed: 10 October 2018
16. Hoffmann TC, Glasziou PP, Boutron I, Milne R, Perera R, Moher D, et al. Better
reporting of interventions: template for intervention description and replication
(TIDieR) checklist and guide. BMJ. 2014;348. Medline 24609605
doi: 10.1136/bmj.g1687.
17. Review Manager (RevMan) [Computer program]. Version 5.3. Copenhagen:
The Nordic Cochrane Centre, The Cochrane Collaboration, 2014. Available:
https://community.cochrane.org/help/tools-and-software/revman-5. Accessed:
11 August 2018.
18. Michie S, van Stralen MM, West R. The behaviour change wheel: a new
method for characterising and designing behaviour change interventions.
Implement Sci. 2011;6:42. Medline 21513547 doi: 10.1186/1748-5908-6-42.
19. Michie S. The behaviour change wheel : a guide to designing interventions.
London: Silverback Publishing; 2014.
20. Apter AJ, Wang X, Bogen DK, Rand CS, McElligott S, Polsky D, et al.
Problem solving to improve adherence and asthma outcomes in urban adults
with moderate or severe asthma: A randomized controlled trial. J Allergy Clin
Immunol. 2011;128:516-23.e5. Medline 21704360 doi:
10.1016/j.jaci.2011.05.010.
21. Macy ML, Davis MM, Clark SJ, Stanley RM. Parental health literacy and
asthma education delivery during a visit to a community-based pediatric
emergency department: a pilot study. Pediatr Emerg Care. 2011;27:469-74.
Medline 21629152 doi: 10.1097/PEC.0b013e31821c98a8.
22. Poureslami I, Nimmon L, Doyle-Waters M, Rootman I, Schulzer M, Kuramoto
L, et al. Effectiveness of educational interventions on asthma selfmanagement in Punjabi and Chinese asthma patients: a randomized
controlled trial. J Asthma. 2012;49:542-51. Medline 22715910 doi:
10.3109/02770903.2012.682125.
23. Ozyigit LP, Ozcelik B, Ciloglu SO, Erkan F. The effectiveness of a pictorial
asthma action plan for improving asthma control and the quality of life in
illiterate women. J Asthma. 2014;51:423-8. Medline 24200510 doi:
10.3109/02770903.2013.863331

20

24. Yin HS, Gupta RS, Mendelsohn AL, Dreyer B, van Schaick L, Brown CR, et
al. Use of a low-literacy written action plan to improve parent understanding of
pediatric asthma management: A randomized controlled study. J Asthma.
2017;54:919-29. Medline 28045551 doi: 10.1080/02770903.2016.1277542.
25. Poureslami I, Nimmon L, Doyle-Waters M, Fitzgerald J. Using communitybased participatory research (CBPR) with ethno-cultural groups as a tool to
develop culturally and linguistically appropriate asthma educational
material. Divers Equal Health Care. 2011; 8: 203–215.
26. Sørensen K, Van den Broucke S, Pelikan JM, Fullam J, Doyle G, Slonska Z,
et al. Measuring health literacy in populations: illuminating the design and
development process of the European Health Literacy Survey Questionnaire
(HLS-EU-Q). BMC Public Health. 2013;13:948. Medline 24112855 doi:
10.1186/1471-2458-13-948
27. Nutbeam D. Health literacy as a public health goal: a challenge for
contemporary health education and communication strategies into the 21st
century. Health Promot Int. 2000;15:259-67 doi: 10.1093/heapro/15.3.259
28. Poureslami I, Rootman I, Doyle-Waters MM, Nimmon L, FitzGerald JM.
Health Literacy, Language, and Ethnicity-Related Factors in Newcomer
Asthma Patients to Canada: A Qualitative Study. J Immigr Minor Health.
2011;13:315-22. Medline 20938742 doi:10.1007/s10903-010-9405-x.
29. Campbell M, Fitzpatrick R, Haines A, Kinmonth AL, Sandercock P,
Spiegelhalter D, et al. Framework for design and evaluation of complex
interventions to improve health. BMJ. 2000;321:694-6. Medline 10987780 doi:
10.1136/bmj.321.7262.694
30. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M.
Developing and evaluating complex interventions: the new Medical Research
Council guidance. BMJ. 2008;337. Medline 18824488 doi:
10.1136/bmj.a1655.
31. Steed L, Sohanpal R, James W-Y, Rivas C, Jumbe S, Chater A, et al.
Equipping community pharmacy workers as agents for health behaviour
change: developing and testing a theory-based smoking cessation
intervention. BMJ. 2017;7:e015637. Medline 28801403 doi: 10.1136/bmjopen2016-015637.
32. Band R, Bradbury K, Morton K, May C, Michie S, Mair FS, et al. Intervention
planning for a digital intervention for self-management of hypertension: a
theory-, evidence- and person-based approach. Implement Sci. 2017;12:25.
Medline 28231840 doi: 10.1186/s13012-017-0553-4.
33. Sobel RM, Paasche-Orlow MK, Waite KR, Rittner SS, Wilson EA, Wolf MS.
Asthma 1-2-3: a low literacy multimedia tool to educate African American
adults about asthma. J Community Health. 2009;34:321-7. Medline 19353250
doi: 10.1007/s10900-009-9153-9.
34. DiLiberto DD, Staedke SG, Nankya F, Maiteki-Sebuguzi C, Taaka L, Nayiga
S, et al. Behind the scenes of the PRIME intervention: designing a complex
intervention to improve malaria care at public health centres in Uganda.
21

Glob Health Action. 2015;8:29067. Medline 26498744 doi:
10.3402/gha.v8.29067
35. Hoddinott P, Britten J, Pill R. Why do interventions work in some places and
not others: A breastfeeding support group trial. Soc Sci Med. 2010;70:769-78.
Medline 20005617 doi:10.1016/j.socscimed.2009.10.067
36. Room R. Disabling the public interest: alcohol strategies and policies for
England. Addiction. 2004;99:1083-9. Medline 15317624 doi: 10.1111/j.13600443.2004.00803.x
37. Reddel HK, Taylor DR, Bateman ED, Boulet L-P, Boushey HA, Busse WW, et
al. An official American Thoracic Society/European Respiratory Society
statement: asthma control and exacerbations: standardizing endpoints for
clinical asthma trials and clinical practice. Am J Respir Crit Care Med.
2009;180:59-99. Medline 19535666 doi:10.1164/rccm.200801-060ST.
38. United Nations E, Social C. Health Literacy and the Millennium Development
Goals: United Nations Economic and Social Council (ECOSOC) Regional
Meeting Background Paper (Abstracted). J Health Commun. 2010;15:211-23.
Medline 20845205 doi: 10.1080/10810730.2010.499996.
39. Okwaro FM, Chandler CIR, Hutchinson E, Nabirye C, Taaka L, Kayendeke M,
et al. Challenging logics of complex intervention trials: Community perspectives
of a health care improvement intervention in rural Uganda. Soc Sci Med.
2015;131:10-7. Medline 25748110 doi: 10.1016/j.socscimed.2015.02.032.
40. Juniper EF, O'Byrne PM, Guyatt GH, Ferrie PJ, King DR. Development and
validation of a questionnaire to measure asthma control. Eur Respir J.
1999;14:902-7. Medline 10573240 doi: 10.1034/j.1399-3003.1999.14d29.x
41. Nathan RA, Sorkness CA, Kosinski M, Schatz M, Li JT, Marcus P, Murray JJ,
Pendergraft TB. Development of the asthma control test: a survey for
assessing asthma control. J Allergy Clin Immunol. 2004;113:59-65. Medline
14713908 doi: 10.1016/j.jaci.2003.09.008

22

List of figures and tables:
Figure 1
Figure 2
Figure 3
Figure 4
Figure 5
Table 1
Table 2
Table 3
Supplementary file 1
Supplementary file 2
Supplementary file 3
Supplementary file 4
Supplementary file 5

PRISMA flowchart
Risk of bias summary
The Behaviour Change Wheel (BCW) model
The use of COM-B components in the included studies.
Mapping of core components of behaviour and
intervention functions used in the included studies
Definition of terms
PICOS table
Summary of impact of clinical and process outcomes
categorised by health literacy status of the population
GRADE table
BCW mapping exercise
Overview of population characteristics of included studies
Overview of intervention characteristics
TIDieR Checklist

23

