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ABSTRACT

Introduction Communities of practice are used for
knowledge sharing and learning in health settings.
However, more needs to be known to understand how they
work, if they work different in different settings and what
outcomes they might generate. Of particular interest is
their potential role in health literacy development.
Methods and analysis This realist review will be
undertaken in seven stages, aiming to develop a
framework to show how the various contexts of
communities of practice in health settings trigger
mechanisms that lead to improved health literacy
outcomes. The first stage of a realist review is considered
important as it clarifies the scope of the review, yet it

is rarely elaborated in detail. This paper describes this
first stage in detail and shows how scoping techniques
can support drafting an initial framework which can
guide the rest of the review. After the initial scoping
review, the subsequent stages follow an iterative

and recurring process (until saturation is reached)

that includes searching and appraising evidence,
extracting and organising results, and analysing and
summarising. The review will then generate conclusions
and recommendations for stakeholders seeking to

use communities of practice for their health literacy
challenges. Findings of the scoping review are presented
in this paper as part of the methods description to show
the relevance of conducting a scoping review prior to a
realist review.

Ethics and dissemination Ethical review is not required
for this review. Experts and stakeholders will be involved in
the process after the first stage to increase the quality of
the process and to ensure practical relevance and uptake.
This review focuses on communities of practice and
health literacy, yet findings will likely be relevant for other
health settings. Findings will be disseminated through
stakeholders, publications, presentations and formal and
informal reports.

INTRODUCTION

Background

In 2020, WHO launched a list of urgent health
challenges for the next decade (table 1! in
line with the United Nations (UN) ‘decade
of action’ to reach the 2030 Sustainable
Development Goals (SDGs).? These health
challenges are a global responsibility, which
is greater than the health sector, and both
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Strengths and limitations of this study

» First review which seeks to increase the under-
standing of communities of practice to improve
health literacy.

» Exploration of a scoping review as a systematic
approach of conducting the first stages of a realist
review which then guides the realist review.

» Support future realist review researchers by pro-
viding a detailed description of the first stage of a
realist review.

» Practical recommendations for organisations and
practitioners in establishing communities of practice.

» Absence of expert and stakeholder involvement in
the first stages may limit the initial theory building
stage.

the WHO and UN are calling out for global
action to work better together.' > Commu-
nities of practice are a way for individuals,
organisations and countries to work better
together, to deepen knowledge, to share
best practices and to learn from each other
via ongoing interaction.” Communities of
practice are common in health settings®
and contribute to improving healthcare and
accelerating innovation.’ !

With the growing application of commu-
nities of practice in health settings, there is
a need to better understand how they work,
if they work differently in different contexts
and under what conditions they achieve their
intended outcomes.® One of the emerging
fields that underpins the above WHO
challenges which might benefit from this
understanding is health literacy, defined by
the WHO as the ‘ability of individuals and
communities to undertake the tasks to access,
understand, appraise, remember and apply
information about health in everyday life,
continuously throughout the life course’.’
According to the WHO, the need to increase
health literacy is crucial to realise the social,
economic and environmental SDGs."” "' An
in depth understanding of how communities
of practice work best, will assist countries,
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Table 1 List of urgent health challenges for the next
decade by WHO'

Elevating health in the climate Investing in the people

debate who defend our health
Delivering health in conflict and  Keeping adolescents safe
crisis

Making healthcare fairer Earning public trust

Expanding access to medicines Harnessing new

technologies

Stopping infectious diseases Protecting the medicines

that protect us
Preparing for epidemics

Protecting people from
dangerous products

Keeping healthcare clean

organisations and professionals that work on health
literacy and related areas, including WHO’s current
network of National Health Literacy Demonstration Proj-
ects teams,12 to set up and run communities of practice.

Communities of practice in health settings

Communities of practice are ‘groups of people who share
a concern, a set of problems, or a passion about a topic
and who deepen their knowledge and expertise in this
area by interacting on an ongoing basis’.” The concept
was first introduced by Lave and Wenger as a learning
tool for novices to learn from experts within the contexts
of workplaces,"” '* followed by a way for organisations to
manage knowledge workers.” The concept is linked to
the early study of occupational communities'’ and quality
improvement collaboratives in healthcare, where groups
of professionals work together outside their regular work
teams to improve the quality of care.'®’

Communities of practice in health settings emerged in
the literature around 2000'® in a variety of settings. These
settings included communities of practice that support
the development and implementation of local prevention
plans in Italy," a community of practice to improve falls
prevention in aged care,”’ and a community of practice
where regionally dispersed nutritionist exchanged knowl-
edge about changing local practices and access to healthy
food in rural Australia.*’ Other examples are a commu-
nity of practice of clinical professionals and traditional
healers in Cameroon aiming to improve people’s knowl-
edge about tropical diseases® or a virtual community of
practice seeking to empower patients with chronic condi-
tions.” A recent review of virtual communities of prac-
tices for clinicians showed the importance of developing
trust, privacy and technology and encourage active partic-
ipation.** A systematic review suggested that although
communities of practice might be a useful tool in public
health, weak evaluation studies make it unclear how to
support communities of practice.”’

Since communities of practice have become increas-
ingly applied in recent years, their operationalisation
and range of application has also become broader.?® #’

3

Alongside this, research into communities of practice in
health settings has moved in two general directions. One
focuses on communities of practice that have individual,
and often one-waylearning, as their primary goal and based
on the early ideas of novices learning from experts.”” '*
This includes communities of practice applied in formal
educational settings that are akin to study groups.®® *
Some researchers suggest that this direction mispresents
the concept of communities of practice.” The second
direction investigates a more practical use of commu-
nities of practice as a systematic way or tool to manage
knowledge in and outside organisations to facilitate and
improve knowledge,” *' * daily practice and outcomes in
organisations and communities.* ** The latter direction
fits the quest for using communities of practice as a way
to accelerate health literacy through improving health
literacy knowledge, skills of practitioners and individuals,
as well as system-level change within and between organ-
isations.' *

Studies of communities of practice in the context of
health literacy are scarce.” * In order to apply CoP to
improve health literacy, we need focus on communities of
practice that apply the key elements of health literacy that
is, accessing, understanding, appraising, remembering
or applying of health information.” It is also important
to distinguish between programmes seeking to improve
the health literacy of individuals and those that seek to
improve the health literacy responsiveness of govern-
ments and organisations to respond to the health literacy
needs of individuals and communities.”® To further
improve health literacy, there is a need to maintain and
share the current knowledge and experiences from
professionals and organisations, as well as developing and
disseminating new knowledge.'? '’

Rationale for applying realist review
Despite the growth of communities of practice in health
settings, there is a dearth of knowledge about how they
work and support health programmes.**** Communities
of practice are complex social phenomena and can be
studied through a realist lens, where members and organ-
isations are embedded in multiple social systems.37 The
different experiences of members influence outcomes.
Outcomes subsequently change the members’ experi-
ence, and this might change the context and conditions
of what made the community of practice work in the first
place. Communities of practice are also complex because
they follow a non-linear, sometimes erratic pattern of
development, with different outcomes in different stages
of establishment.” >

Realist inquiries, in particular Pawson’s realist evalua-
tion approach as an application of the scientific realism
paradigm, are well suited to the study of complex social
phenomena as they explore what works, for whom, in
what circumstances and under what conditions.” ™ A
realist review aims to gain understanding in retrospec-
tively of causality and uses context-mechanism-output
configurations (CMO-configurations) to explain how
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underlying mechanisms within certain contexts lead to
certain outcomes.”” A realist approach has the advantage
of being policy-friendly and practical in indicating why
some programmes, interventions or innovations work
better in one context than in another context. A realist
review explores rival explanations to serve as a justifica-
tion for policy-makers to undertake certain actions” and
supports development of new health policies.*" A further
strength of realist reviews is that they may include quali-
tative and quantitative research as well as grey literature,
and might include interventions not reported in scholarly
journals, yet that may have been widely applied in real-
orld contexts.™ ' **

This study protocol describes seven stages of a realist
review, with a focus on clarifying the scope of the review.”’
Although researchers have emphasised the importance
of being rigorous in the first stages, these first stages are
usually not elaborated in great length in (protocols of)
realist reviews,”” making the review less transparent and
difficult to replicate.* * In this review, we use scoping
review techniques in the first stage to clarify the scope
and to set up the review with an initial framework before
we start the search for evidence.”” ** This protocol seeks
to advance realist review methodology by being explicit,
systematic, rigorous and transparent in the initial estab-
lishment stage of the review.

METHODS AND ANALYSIS

The focus of this realist review is on communities of prac-
tice in health settings, and specifically explores whether
they might support health literacy development. Since
studies of communities of practice who explicitly focus
on health literacy are scarce,”* * we include communities
of practice that focus on at least one of the elements of
health literacy as defined by the WHO.? We also apply the
definition of communities of practice from Wenger et al.”
Consequently, we will include communities of practice
consisting of professionals working in health settings, and
other professionals such as policy-makers, researchers
and supportstaff or non-professionals, such as consumers,
patients, clients or carers participate alongside health
professionals.” *° The initial focus is on purposefully
established communities of practice. We will only include
communities of practice where members join on a volun-
tary basis and we initially focus on communities of prac-
tice with members from different organisations. Project
groups or other workplace-related groups or teams are
excluded® where membership is required by an employer
or intraorganisational communities of practice.*” ** Publi-
cations of communities of practice are excluded where
the only aim is to improve individual knowledge and
learning such as study groups, within having a common
aim. We acknowledge that there are other groups that
are akin to communities of practice, such as communities
of interest,” social networks,”” multidisciplinary teams”'
or knowledge communities,* and explore publications
of these groups to examine if there are mechanisms in

Preparation Scoping review

1. Identifying research question

2. |dentifying relevant data

3. Study selection

4. Mapping data

5. Collating, summarising and
reporting the results

Stage 1
Clarify scope

Stage 2 Stage 3
Search for evidence PR Appraise evidence
~
Program
' theory
E ' Y
Stage 5 H Stage 4
Analyse and T Extract and
synthesise results ' organise results
Stage 6 i
Conclusions [€------
and recommendations

Figure 1 Overview of the realist review process integrating
a scoping review.> 414952,

these groups, that can assist the understanding of related
features in communities of practice.

This review follows seven stages (figure 1), based
on realist reviews described by Pawson et af’ and the
RAMESES publication standards.” The involvement of
stakeholders to maximise end-user relevance is planned
from stage 2 and onwards.”” *' The review process was
modified to fit the needs of this review where we inte-
grated the scoping frameworks of Arksey and O’Malley™
and Levac ef al.” The process was drafted after a prepara-
tion stage with a background search about communities
of practice in health settings.

Patient and public involvement
No patients involved.

Stage 1: clarify scope
There is little specific guidance in the literature
regarding scope clarification in a realist review.”” * *
For this protocol, we specify scoping techniques to iden-
tify research gaps and to determine how to narrow the
scope in relation to health literacy. A combination of two
contemporary scoping frameworks with five consecutive
steps are outlined; (SRI) identify the research ques-
tion, (SR2) identify relevant studies, (SR3) study selec-
tion, (SR4) map the data and (SR5) collate, summarise
and report results, with an option to supplement with a
consultation exercise.” >

The first step (SR1) consists of identifying a clear
research question; What is known in the peerreviewed
literature about communities of practice in health
settings, and how it supports clarification and specifica-
tion of the scope of a realist review? We seek to set up a
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Table 2 Summary of steps 3 and 4 of the scoping review; inclusion and exclusion and data mapping

Exclusion criteria

Non-peer-reviewed or non-scholarly publications
Non-English language

Publications 2000 and onwards

Boolean search term not included in title and/or abstracts (no full text

search)
Search results

Inclusion criteria

Suggestion of community of practice

Suggestion of a health setting

Suggestion of change (or innovation, intervention,
improve)

No focus on formal education

1233 publications included after search and deleting duplicates from the following databases: PubMed (286), ProQuest (322),
EBSCOhost (591), Cochrane (43), OVID (Embase) (78), ScienceDirect (146), Scopus (556), Web of Science (496) and Wiley

Online (120).

764 publications included and imported in Nvivo V.12 after scanning titles and/or abstracts.

Additional exclusion criteria
Not primary research

Scan full texts results

After reading full texts, we excluded 409 publications based on not meeting the inclusion criteria and 249 publications
based on the additional exclusion criteria. 106 publications were directly included for data charting and an additional eight

publications were added based on scanning all reference lists.
Data mapping 114 publications

General categories: authors, year of publication, country of data collection, health setting, methodology. Structure categories:
organisational structure, foundation, geographical location, type of members. Interaction categories: communication
environment, communication synchronicity. Content: definition, aim of the study and the community of practice, key theories

and findings.

framework for the stages of the realist review based on the
current literature and to determine a specific research
scope for communities of practice that contribute to
health literacy. This step corresponds with the first step in
both scoping frameworks,"” > as well as with the first stage
of a realist review where the aim is to formulate the initial
research question.”’

In the second (SR2) and third steps (SR3), the search
strategy, inclusion and exclusion criteria were developed
(table 2 and online supplemental file 1).* The criteria
were amended during the search to—based on realist
principles—immediately apply new acquired insights.
The lack of specific health literacy publications meant
the initial scope was broad, focusing on the extent, range
and nature of research activities of communities of prac-
tice in health settings that aimed to improve care.** *°
The search included peerreviewed publications in rele-
vant scholarly databases, supplemented with scanning
reference lists.”” Inclusion of grey literature contributes
to greater understanding and is recommended for both
scoping and realist reviews. In this study, a scoping review
is used to clarify the scope for a realist review, and we
need to consider feasibility. Consequently, we will include
grey literature from stage 2, where it can support in-depth
understanding of how and why communities of practice
work.*” **

The selection of studies followed an iterative process to
include and exclude publications initially through open
coding using NVivo V.12 software to identify publications
with the highest frequency of the word-combinations;
‘community of practice’, ‘communities of practice’,
‘cop’ or ‘cops’. After coding 40 publications, saturation
occurred, and a final data mapping form was developed

(SR4). The form was discussed within the project team
and subsequently applied to chart 114 publications
(online supplemental file 2).*

The results of the scoping review were collated and
summarised in the final step (SR5). Subsequently an
initial framework was drafted. In this last step we went
beyond the steps described in scoping review framework
of Arksey and O'Malley," by following Levac et al® recom-
mendations to increase relevance, by interpreting the
data to make meaning of the results. We followed both
approaches by developing an initial framework,* ** and
this corresponds with the end result of the first stage of
the realist review.”

Characteristics of the studies in the scoping review

In the first stage, we included 114 publications. The
majority of studies were qualitative (70) or mixed-
methods studies with a large qualitative component (26).
The publications covered studies in eighteen countries:
Canada (25), UK (21), USA (20), Australia (7), Spain (6),
Italy, Mexico, Nicaragua, Netherlands (each 3), Sweden
(2), Brazil, Cameroon, Ecuador, France, India, Malawi,
New Zealand and South Africa (each 1) and ten global
studies. Since 2000, the number of studies per 5-year
periods has been increasing: 2000-2005 (4), 2006-2010
(15), 2011-2015 (45) and 2016-2020 (50).

A majority of communities of practice focused on clin-
ical (34) or public health (27) topics and consisted of
groups of only healthcare professionals or healthcare
professionals together with other professionals such
as researchers, policy-makers or administration staff.
Fourteen studies included communities of practice with
consumer-members, such as patients, clients or carers
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Members per health setting

.
I
I

Allied health  Mental health

~

Number of studies

-

)

Clinical health Public health  \erious sectors  Primary health fged care
care

whealth professionals mhealthand other professionals

mhealth professionals and consumers rsumers, health and other professionals

mnot described

Figure 2 Overview of the members of communities of
practice in different health settings and the type of members
per health setting.

(figure 2). Most communities of practice were multidis-
ciplinary (68%).

The majority of communities of practice had been
established top-down (82%), that is, it was created, struc-
tured and organised by an initiating organisation. Thirty
per cent of the publications consisted of communities of
practice that were solely established for the purpose of
a research project on communities of practice. Half of
the communities of practice consisted of members who
originated from participating organisations as volun-
tary delegates (54), and a third involved members who
joined independently of the organisations they worked
in (39). Communities of practice were operating at local,
regional, national or global levels (table 3).

An approximately equal distribution of interaction
mode was found across ‘real life’ communities of prac-
tice that interact in an offline environment without the
help of digital technologies (offline, 31), communities
of practice that interact with help of digital technolo-
gies (online, 35) and combined communities of prac-
tice (online and offline, 37). Most offline communities
of practice solely used synchronous communication for
instant interaction. Online communities of practice in
general used more asynchronous—no instant interac-
tion—communication, yet they also used synchronous
or a combination of communication methods (figure 3).
In the early 2000s, most online communities of practice
solely focused on asynchronous methods of interaction,

Interaction methods

w s

w

Number of studies
—-

~

w

o

Offine environement Online erwironment Combi nation of offline & online

environment

HCombi nation of asynchronous & synchranous communication
mSynchr anous communication

W Asynchronous cammunication

Figure 3 Overview of the environment where communities
of practice interact (online/offline) and the method they use
(synchronous/asynchronous).

yet the number of online communities of practice that
use synchronous ways of communication has grown over
the years. Recently, more communities of practice started
with one ‘real life’ face-to-face meeting before moving to
an online environment.

Findings of the scoping review
The characteristics of the identified communities of prac-
tice show that there is a high variation in communities
of practice and that no two are the same. Outcomes of
communities of practice can be affected by different
contexts on different levels such as the individual
member, the organisation (s) where the community and its
members are connected to, and the context of the system
or culture where the community of practice is embedded
in. We also identified fixed and variable contexts. Fixed
contexts tend to be static elements for example the type
of members, the development stage of the community of
practice,” o policy decisions and local developments.” >
Variable contexts are potentially modifiable by facilitators
or members during the course of a community of prac-
tice and include ways of interacting, the activities or the
structure of the community of practice, the availability of
facilitation, resources or time.>? %07

Findings of the scoping review furthermore suggest that
there might be potential mechanisms within the commu-
nities of practice generating specific outcomes. Mecha-
nisms appear at three levels: participant, organisation and

Table 3 Origin of members of the community of practice (CoP) and their scale of operation

Origin members — Intraorganisational/ Interorganisational/within  Various
scale of CoP | Total External between organisations an organisation origins
Local 32 6 16 7 8
Regional 39 11 27 0 1
National 25 14 0 2
Global 10 6 2 0 2
Unclear 8 2 0 6
114 39 54 7 14
Elbrink SH, et al. BMJ Open 2021;11:€048352. doi:10.1136/bmjopen-2020-048352 5



Fixed context

Outcomes |

Mechanisms |—>|
Variable context

| Multi-level impact: individual, organisation and system |

Figure 4 Initial multilevel framework of context-mechanisms
outcome configurations.

system. Individual mechanisms might trigger the previous
experience, skills or social capital of an individual
member,54 %8 empowerment, motivation or confidence
building.”® * * Potential organisational mechanisms
include trust between members and their level of collab-
oration.” °' * System mechanisms include openness for
(policy) changes by organisations or governments or the
willingness to invest in time and resources.”® ®® The iden-
tified contexts triggers (or not triggers) include potential
mechanismswhich can lead to outcomes on the same three
levels. These are outcomes such as knowledge or learning
(individual outcomes),” ®* change of practice or imple-
mentation of new ideas (organisational outcomes)”’ o165
and policy chalnges55 % or quality improvements (system
outcomes).” ® Two studies included a health literacy
community of practice as one of multiple interventions,
the results indicate a role for them in sharing best prac-
tices and experiences.” ** Other publications indicated
increased elements of health literacy, such as improved
understanding of aboriginal health leading to organisa-
tional health literacy responsiveness,’’ increased access
and information for older people to care™ and innova-
tion after improved understanding of children’s mental
health.*

We organised these findings into an initial framework
(figure 4), which will guide us through the next steps
of the realist review where we will study context, mech-
anisms and outcomes in communities of practice on
different levels in relation to each other. This framework
is based on communities of practice in health settings in
general. We found some first indications that communi-
ties of practice might contribute to elements of health
literacy via increased knowledge of its members, distrib-
uting health literacy knowledge outside the community
of practice or changing daily practices and systems to
become more responsive to the health literacy needs.
In the next stages of the realist review, we will focus on
these elements of health literacy and explore if there are
contexts and mechanisms within these communities of
practice that are associated with health literacy outcomes.
We have formulated our research question for the next
stages as follows: Which CMO configurations are trig-
gered (or not triggered), why and how, in groups that
act as communities of practice and lead to outcomes of
improved element(s) of health literacy?

Stage 2: search for relevant evidence

The second stage of the realist review will start with a
further search for relevant evidence, while taking the
initial framework developed in the first stage as a starting
point. We will discuss the framework and search strategy
with relevant experts to increase the quality of the review
process and with stakeholders in the field to increase prac-
tical relevance. The focus will be on CMO-configurations
uncovered in the first stage and to examine whether they
might be associated with health literacy. In the search
for explanatory mechanisms, we will include alternative
concepts and terms for communities of practice, research
fields outside health and grey literature.” We will specif-
ically search for papers that provide insights in fixed and
variable contexts and mechanisms that lead to outcomes
on individual, organisational and systems levels and that
support, reject or refine CMO-configurations. When new
insights ask for a new search, we will amend and repeat
the search during the following stages (figure 1).”

Stage 3: appraising the quality of evidence

Appraisal of the quality of evidence in stage 3 helps to
ensure relevance and rigour and makes clear that the
highest methodological standards were used and that
the study is as free of bias as possible.37 Relevance tests
if the study addresses the theory under test, while rigour
ensures that the study makes a credible contribution.™
An appraisal tool can be used in realist review,67 % but as
researchers we should be careful not to exclude studies
only based on missing one quality criterium.”” *' We will
use the mixed method appraisal tool (MMAT), for the
appraisal of reviews that include qualitative, quantitative
and mixed methods studies.?”® ® Publications will not be
excluded based on the tool, but assist with informing the
strength of the findings. We will add two questions to
the MMAT for our realist setting. We first determine if a
candidate paper addresses (part of) CMO-configurations
(relevance) and then if the paper includes a credible
explanation of the outcome found (rigour).67

Stage 4: data extraction

Data extraction follows the initial framework (figure 4)
using NVivo V.12. Relevant quotes will be extracted and
thematically coded with Braun and Clarke’s approach”
after which they can be used in the synthesising stage
(stage 5). Studies will be screened for rival or other theo-
ries not represented in the initial framework. Additional
papers will be sought if needed (back to stage 2) and
subsequently appraised (back to stage 3) and repeated
until saturation is reached.’

Stage 5: synthesising the evidence

In the fifth stage, we will synthesise findings from the
previous stages. The initial framework will be refined until
the project team and involved experts and stakeholders
agree on a final framework.?” This framework aims to
show an understanding on how, why and under what
conditions communities of practice can support health
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literacy. We will focus on integrating programme theories
in this framework that can explain CMO-configurations.”’

Stage 6: drawing conclusions, framing recommendations and
disseminating findings

We will finalise our framework in the last stage and will
disseminate the findings with relevant organisations in
the field.”” We will follow up the review by testing the
framework in upcoming empirical studies, for further
refinement and continuous improvement.

DISCUSSION

This paper presents a novel study protocol as it describes
the planned process for a realist review, with a best
practice in how to conduct the first stage of that realist
review and further elaborates the realist approach of
Pawson et al.’” Tt contributes to clearer results and an
insightful overview of the process, which potentially
increases validity, transparency and replicability of the
review. This paper provides theoretical and method-
ological insights by formulating an initial framework of
why and how communities of practice work in different
levels in health settings. The framework distinguishes
fixed and variable contexts and mechanism that in
different combinations lead to different outcomes. The
scoping review also points to a research gap as there is
little specific research on communities of practice that
explicitly support health literacy. In the next stages of
the realist review, the scope shifts to communities of
practice that implicitly address one or more elements of
health literacy.’

This protocol furthermore contributes to method-
ological insights. By combining different review tech-
niques and providing a detailed written study protocol,
internal validity and rigour of the study increases. Since
we follow up the detailed elaboration of a scoping review
with a well-informed realist review, this protocol contrib-
utes to increased transparency and replicability.”” Tt also
strengthens external validity, which is something scoping
reviews frequently lack and which makes them potentially
misleading.71 We also plan to integrate the MMAT-tool in
the appraisal stage of the review.”

This study protocol is potentially limited by the use
of scoping review techniques to systematically structure
the first stage of the realist review over other systematic
review techniques, and we do not rule out the fit with
other systematic review methods to support the first stage.
By combining review techniques, feasibility needed to be
taken in consideration, leading to exclude some scoping
review components: inclusion of grey literature, inclusion
of alternative concepts of communities of practice and
directly engaging experts and stakeholders. This exclu-
sion might affect clarification of the scope for the realist
review, yet we will include these components directly in
stage 2 and onwards in the realist review.

Ethics and dissemination

Ethical review is not required for this protocol. Dissem-
ination of the results focus on governments and organ-
isations working in the field of health literacy, yet the
findings will also likely be relevant for other health chal-
lenges and health settings. Findings of the realist review
will be disseminated through publications of the findings
in peer-reviewed journals, presentations and formal and
informal reports.
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