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Abstract
BACKGROUND: The research is based on the concept of health literacy. This is the “sixth vital sign” to navigating 
the health-care system and raising self-efficacy in the field of health care. Research findings indicate a low level of 
health literacy in adults over 65 years of age. Morbidity and multimorbidity in older adults are often the reason for 
more frequent visits to health facilities.

AIM: The study aim was to present the health literacy of older adults in the Savinja Statistical Region in Slovenia.

METHODS: The study was based on a non-experimental quantitative research approach. The study included 
199 older adults aged 65 and more, without the presence of dementia. The data were collected using the Health 
Literacy and Montreal Cognitive Assessment questionnaire. We used a non-random, convenience sampling. Basic 
descriptive statistics (frequency distribution, median, mode, and standard deviation) were used for data analysis, 
and the existence of statistically significant differences with respect to demographic variables was verified by Mann–
Whitney U and Kruskal–Wallis tests.

RESULTS: We established that in the study population, 64.8% of the population was below the level of acceptable 
general health literacy, whereas only 3.5% of this population had an excellent level of health literacy. Statistically 
significant differences in the level of health literacy are shown in the field of health-care treatment in older adults 
living with their families (f = 5,198; p ˂ 0,001). Respondents who engaged in activities in day care centers also had 
a higher level of health literacy (t = 3.738; p < 0.001). People with low health literacy, who use health services more 
frequently, should be given access to health education, based on individual presentation of contents, supported by 
andragogical knowledge.

CONCLUSION: The health literacy of older adults is the basis for their greater care for their own health and a better 
quality of life.
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Introduction

In recent decades, education for older 
adults has become increasingly important, creating 
opportunities for successful and active aging [1]. As early 
as 2002 [2], the World Health Organization pointed out 
that lifelong learning and education opportunities are 
key factors that also enhance health and help people 
to develop the skills they need to adapt to change and 
independence during aging.

Aging of the world’s population is a 
demographic trend that will continue to intensify in the 
coming decades [3], [4] as the number of older adults 
in Europe grows very rapidly [5]. The growing number 
of older adults brings several health challenges, such 
as the prevalence of chronic diseases and disabilities 
in older adults and, often, cognitive impairment [6]. 
Physical and mental decline also affects a person’s 
ability to understand and use information related to 
their own health [7]. Decreased cognitive abilities 

can have a significant impact on the level of health 
literacy, even in relatively young people, and are an 
important barrier to health care [7]. Chesser et al. [8], 
for example, emphasized that education is an important 
predictor of health literacy and that older adults with low 
health literacy often report poor health and enter the 
health system when problems are very severe, thus 
prolonging treatment or increasing the risk of disease 
complications. They also participate less frequently 
in prevention programs [7], [9]. As the population is 
continuously aging, the prevalence of chronic non-
communicable diseases is increasing, and with it the 
need for research to address the health literacy of older 
adults.

Health literacy is a competence in the field of 
health that includes a variety of information, knowledge, 
and skills relevant to deciding on the choice of health-
related behaviors [10] and successfully managing the 
use of the health system [11]. Such a definition covers 
three topics: (1) Knowledge of health, health care, 
and health-care systems, (2) processing and use of 
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information in various forms regarding health and 
health care, and (3) ability to maintain health by caring 
for one’s own health and cooperating with health-
care providers [12]. Health literacy is developed at 
the level of the individual and the population and is a 
lifelong process of acquiring skills and abilities in the 
field of health [9], [13]. It is a key factor in politics which 
contributes to strengthening public health and managing 
the economic framework of public health finances [14]. 
Sørensen et al. [15], they have developed a complex 
model that combines the main dimensions of individual 
health literacy and demonstrates the proximal and 
distal social factors that can influence the health literacy 
of individuals. In their model, health literacy is divided 
into three key health domains, which were considered 
as individual variables in the present study: Health 
literacy in the field of health care, health literacy in the 
field of prevention, and health literacy in the field of 
health promotion. Within the individual domain of health 
literacy, the authors also distinguish the dimensions of 
health information management, specifically the level 
of access or search, level of understanding, level 
of judgment, and the level of use of information [9]. 
Among the social determinants influencing individual 
health literacy, they highlight environmental, social, 
economic, and political factors that have an impact on 
individual health literacy. Key social structures that can 
significantly affect the level of health literacy include 
school [16] and the health system [17]. The organization 
and structure of the education system are, therefore, 
crucial for the development of a health literate population 
in that it should include health education in the school 
curriculum [16]. The organization and structure of 
the health-care system are largely responsible for 
maintaining and raising the level of health literacy 
of older adults [17], [18], for which it is necessary to 
encourage the identification and determination of 
the level of health literacy in patients entering the 
health system. This will be the basis for creating an 
individualized information delivery strategy. Parnell [19] 
draws attention to the importance of delivering health 
information in an understandable manner, the acquisition 
of knowledge, and the development of skills relevant to 
the prevention or control of disease when holistically 
treating older adult patients. The study of Kim et al. [20] 
confirms the importance of health literacy rates of older 
adults when entering programs to support the change 
of health-related habits in patients with diabetes. The 
findings show a positive link between the level of health 
literacy and susceptibility to the given content and care 
for one’s health. Both studies suggest that promoting 
accountability and a higher level of health literacy 
encourage people to take better care of their own 
health as well as collective health. To make education 
for the development of health literacy as successful 
as possible, appropriate andragogical methods 
[21], [22], which are involved in health education work 
with patients and represent a mechanism for promoting 
health literacy, are also relevant. Geboers et al. [7] 

link health outcomes to health literacy rates and other 
factors influencing the development of health literacy 
in older adults, such as social support (family, peers, 
carers, and communities); individualized approaches 
to empowering the individual; interaction between 
personality traits and health system requirements; 
taking measures to improve communication between 
the individual and health-care professionals; rapid 
identification of health literacy problems by health 
professionals; and access to the health-care system, 
quality of care, and patient safety within the health-care 
system.

Chesser et al. [8] found that various research 
demographic data may or may not be statistically 
significant [8]. With recent literature review, we 
determined that health literacy in older adults’ population 
is an important factor of taking care of own health during 
a disease [23], and that many sociodemographic data 
may be used as indicators for health-care literacy 
level [24]. The aim of the research was to examine the 
level of health literacy of older adults and to determine 
whether it is related to demographic characteristics 
such as gender, education, and self-assessment of 
health status. Throughout the research, we attempted 
to answer the research question of how the level of 
health literacy of older adults is reflected in relation to 
sociodemographic data. The key hypothesis was set 
in the field of social determinants of older adults. We 
were interested in whether health literacy is statistically 
significantly linked to living in an urban or a rural 
environment, with support from relatives, and use of 
health-social institutions that are available in the country.

Methods

A non-experimental quantitative study 
was conducted in which data were collected using 
a structured questionnaire. A  non-random sample 
involved 199 older adults, aged 65 and over, living 
in a home environment. We used Creative Research 
Systems, Sample Size Calculator – available at: 
https://www.surveysystem.com/sscalc.htm to calculate 
the sample, where we entered data to calculate the 
sample according to the region in which the study 
was conducted. The population includes 49,945 older 
adults aged 65 and over. A sample size of at least 196 
individuals is required for a confidence level of 95% 
and a confidence interval of +/-  7%. The research 
lasted 30 days. During this period, we included older 
adults who have responded to the information about 
the research and have applied to the survey. All have 
previously passed the MoCA test – The Montreal 
Cognitive Assessment [25], a screening test to assess 
cognitive ability. Only respondents who scored more 
than 26 points in the test participated in the study, which 



E - Public Health� Public Health Education and Training

1558� https://oamjms.eu/index.php/mjms/index

is the minimum score at which we can say that they did 
not show signs of reduced memory abilities [26], [27].

More women (n = 122) than men (n = 77) 
participated in the study. The participants were 
divided into two groups of approximately equal size 
in accordance with age, and they were also fairly 
evenly distributed in regard to their living environments 
(Table 1). Most had completed high school or vocational 
education. They mostly assessed their health condition 
as good or satisfactory, and most of them state that they 
do not use the social protection services available to 
them in the region. Most of them live with a partner, and 
a third of them live alone. Sample data are presented in 
more detail in Table 1.

Table 1: Description of the sample
f %

Sex
Male 77 38.7
Female 122 61.3

Age
65–69 years 104 52.3
70 years and older 95 47.7

Education
Elementary school 56 28.1
High school or vocational 123 61.8
Short cycle or higher 20 10.1

Living environment
Rural 98 49.2
Urban 101 50.8

Living conditions [n = 198]
Alone 66 33.3
With a partner 96 48.5
With extended family 34 17.2
With a partner and extended family 2 1

Uses services provided by day care centers for 
older adults or other organizations/institutions

Yes 47 23.6
No 152 76.4

Assessment of health status
Very good 16 8
Good 90 45.2
Satisfactory 85 42.7
Poor 8 4

f=number, %=Percentage.

The questionnaire Health Literacy Survey HLS-
EU-Q47 [4], [28] was used to measure health literacy. 
It was translated into Slovenian and used in the first 
survey in Slovenia in 2013 [29]. All relevant consents 
have been obtained for its use.

The health literacy survey consists of 47 
statements and is based on the model developed 
on the basis of the literature review by Sørensen 
et al. [9]. The first set contains statements intended 
to aid in measuring health literacy in health care (16 
statements), the second set of statements is intended 
for measuring health literacy in the prevention of 
chronic infectious diseases (15 statements), and 
the third set of statements is intended for measuring 
health literacy in health promotion (16 statements). 

Respondents responded to the statements using a 
4-point Likert scale (from 1 – Very difficult to 4 – Very 
easy, 5 – I don’t know).

The internal reliability of the questionnaire was 
checked by calculating Cronbach’s alpha coefficient. 
Table  2 shows the values of Cronbach’s alpha 
coefficient for the whole questionnaire and for each 
set. All calculated coefficients are satisfactory; the 
coefficient for general health literacy is good; and all 
others are higher than 0.9, which shows the adequate 
internal consistency of the questionnaire [30].

Table  2: Cronbach’s alpha coefficient values for the whole 
questionnaire and each questionnaire set
Variables Cronbach’s alpha coefficient
General HL 0.858
HL in the field of health care 0.921
HL in prevention 0.917
HL in health promotion 0.933
HL: Health literacy.

Data collection through field surveys took place 
in the home environment of the respondents with the 
presence and assistance of interviewers. These were 
pre-trained to perform the MoCA test and survey.

Self-assessments of health literacy were 
categorized into groups in accordance with the 
methodology recommended by Sørensen et al. [4]: 
Inadequate health literacy – from 0 to 2.55 points; 
problematic health literacy – from 2.56 to 3.05 points; 
sufficient health literacy – from 3.06 to 3.62 points; and 
excellent health literacy – from 3.63 to 4 points.

The data were processed with the SPSS 25 
program for Windows environment. The results of data 
analysis are presented with basic descriptive statistics 
(frequency distribution, median, mode, and standard 
deviation). The comparison of selected variables with 
respect to demographic data was verified by Mann–
Whitney U and Kruskal–Wallis tests [30].

Results

Based on calculations and categorization 
into groups in accordance with the methodology of 
Sørensen et al. [4], we found that 18.6% of respondents 
have inadequate general health literacy and 64.8% 
have problematic general health literacy. The best level 
of health literacy was shown in health care (sufficient 
= 36.2%; excellent = 8%). The most inadequate was 

Table 3: Classification of respondents into groups for the assessment of health literacy in specific areas
Health literacy Naming Inadequate Problematic Sufficient Excellent

Group range 0–2.55 2.56–3.05 3.06–3.62 3.63–4
Health care Percentage of responses in the group 16.1 39.7 36.2 8.0

Cumulative percentage 16.1 55.8 92.0 100
Prevention and health care Percentage of responses in the group 25.1 40.7 29.2 5

Cumulative percentage 25.1 65.8 95 100
Health promotion Percentage of responses in the group 24.1 40.2 30.2 5.5

Cumulative percentage 24.1 64.3 94.5 100
General Percentage of responses in the group 18.6 46.2 31.7 3.5

Cumulative percentage 18.6 64.8 96.5 100

https://oamjms.eu/index.php/mjms/index
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health literacy in prevention and health care (25.1%). 
More than half of the participants reported inadequate 
or problematic health literacy in all areas (Table 3).
Table 4: Basic descriptive statistics of composite variables
Variables M Standard deviation
General HL 2.90 0.41
HL in the field of health care 2.98 0.43
HL in prevention 2.84 0.47
HL in health promotion 2.86 0.49
HL: Health literacy, M: Arithmetic mean.

Table  4 shows the average estimate and 
standard deviation for each composite variable. By 
analyzing the variance for repeated measurements, we 
confirmed statistically significant differences between 
the average values in individual areas of health literacy 
(f (2, 197) = 15.59; p < 0.001). Participants reported the 
best health literacy in health care and the worst health 
literacy in prevention.
Table 5: The results of the t‑test of differences in health literacy 
according to gender
Variables Men Female Statistics

M SD M SD Mdiff t (197) p
General HL 2.86 0.43 2.91 0.39 –0.05 –0.840 0.402
HL in the field of health care 2.96 0.46 2.99 0.42 –0.03 –0.557 0.578
HL in prevention 2.79 0.51 2.87 0.45 –0.08 –1.141 0.255
HL in health promotion 2.83 0.43 2.91 0.39 –0.04 –0.623 0.534
HL: Health literacy, M: Arithmetic mean, SD: Standard deviation, Mdiff=Difference between arithmetic means, 
t=Statistics of t‑test, p=Level of statistical significance.

According to the results of the t-test (Tables 5 
and 6), gender and place of residence (in an urban 
or rural environment; Table 7) of older adults do not 
affect their self-assessment of health literacy. Gender 
differences and differences between older adults 
living in urban areas and those living in rural areas 
regarding general health literacy, health literacy in 
health care, prevention, and health promotion were 
not statistically significant. Moreover, the analysis 
of variance did not support statistically significant 
differences in health literacy according to the level of 
education (Table 6).

Table 6: Results of analysis of variance (ANOVA) of differences 
in health literacy according to the level of education
Variables Elementary 

school
High school or 
vocational

Short cycle 
or higher

Statistics

M SD M SD M SD F (2, 196) p
General HL 2.85 0.48 2.91 0.37 2.94 0.38 0.503 0.606
HL in the field of 
health care

2.97 0.48 2.98 0.40 2.99 0.46 0.016 0.984

HL in prevention 2.80 0.59 2.86 0.42 2.84 0.40 0.384 0.681
HL in health 
promotion

2.77 0.57 2.88 0.46 2.97 0.38 1.555 0.214

HL: Health literacy, M: Arithmetic mean, SD: Standard deviation, F, p: Degree of statistical significance.

For the purposes of analyzing the results in Table  8, 
the categories of the independent variables “living 
with family” and “living with family and partner” were 
combined into one category. By analyzing variance, we 

then supported the existence of statistically significant 
differences in the level of general health literacy and 
levels of health literacy in health care, prevention, 
and health promotion that reflect the cohabitation 
arrangements of the older adults surveyed. On 
average, the best health literacy (in general and in the 
areas of health care, prevention, and health promotion) 
was shown by those older people who lived with 
their families. Older adults who lived alone or with a 
partner, however, showed slightly lower and mutually 
comparable health literacy.

Table  8: Results of the analysis of variance in differences in 
health literacy according to the cohabitation arrangements of 
older adults
Variables Alone With a 

partner
With family/with 
partner and family

Statistics

M SD M SD M SD F (2, 195) p
General HL 2.84 0.42 2.86 0.39 3.09 0.38 5.198 0.006
HL in the field of 
health care

2.92 0.46 2.94 0.41 3.18 0.41 5.009 0.008

HL in prevention 2.77 0.47 2.81 0.44 3.08 0.50 6.080 0.003
HL in health 
promotion

2.81 0.50 2.84 0.46 3.02 0.50 2.452 0.089

HL: Health literacy, M: Arithmetic mean, SD: Standard deviation, p: Level of statistical significance.

Table  9 shows that statistically significantly 
higher levels of health literacy in all areas are achieved 
by those older adults who participate in day care centers 
for older adults or other similar organizations/institutions, 
compared to older adults who do not participate in such 
activities. Older adults participating in activities report 
higher levels of general health literacy, health literacy 
in health care, health literacy in health promotion, and 
health literacy in prevention.

Table  9: Results of the t‑test of differences in health literacy 
according to participation in activities organized by day centers 
for older adults or other similar organizations/institutions
Variables Yes No Statistics

M SD M SD Mdiff t (197) p
General HL 3.09 0.41 2.84 0.39 0.25 3.738 <0.001
HL in the field of health care 3.13 0.43 2.93 0.42 0.20 2.790 0.006
HL in prevention 3.03 0.46 2.78 0.46 0.25 3.250 0.001
HL in health promotion 3.09 0.51 2.78 0.46 0.31 3.922 <0.001
HL: Health literacy, M: Arithmetic mean, SD: Standard deviation, Mdiff: Difference in mean values of 
compared groups, t: t‑test statistics, p: Degree of statistical significance.

For the purpose of the analysis, the self-
assessment of the health status of older adults was 
changed to a bivariate variable (Table  10). The first 
group included participants who rated their health as 
very good or good, and the second group included 
those who rated their health as satisfactory or poor. We 
did not find statistically significant differences in health 
literacy between such groups; therefore, we conclude 
that placement in a group according to the self-
assessment of health status does not have a significant 
impact on health literacy.

Table 10: Results of the t‑test of differences in health literacy 
according to the self‑assessment of the health condition
Variables Very good/good Satisfactory/poor Statistics

M SD M SD Mdiff t (197) p
General HL 2.91 0.38 2.87 0.43 0.04 0.663 0.508
HL in the field of health care 3.01 0.39 2.94 0.47 0.07 1.117 0.265
HL in prevention 2.83 0.48 2.86 0.46 –0.03 –0.452 0.652
HL in health promotion 2.89 0.46 2.81 0.51 0.08 1.156 0.249
HL: Health literacy, M: Arithmetic mean, SD: Standard deviation, Mdiff,: Difference in mean values of 
compared groups, t: t‑test statistics, p: Degree of statistical significance.

Table  7: Results of the t‑test of differences in health literacy 
according to the living environment
Variables Rural Urban Statistics

M SD M SD Mdiff t (197) p
General HL 2.87 0.42 2.92 0.39 –0.06 –0.959 0.339
HL in the field of health care 2.94 0.44 3.01 0.42 –0.06 –0.928 0.355
HL in prevention 2.82 0.52 2.86 0.42 –0.04 –0.528 0.598
HL in health promotion 2.81 0.48 2.90 0.49 –0.08 –1.210 0.228
HL: Health literacy, M: Arithmetic mean, SD: Standard deviation, t‑test, p: Level of statistical significance.
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Discussion

As the world’s population ages, many societies 
face many challenges regarding the health problems of 
older adults [31]. Due to the high prevalence of chronic 
and cancerous diseases and the increasing trend 
toward a significant presence of age-related fragility 
and multimorbidity, an adequate level of health literacy 
is crucial. Panagioti et al. [32] noted that “lower health 
literacy is a key independent predictor of poorer quality 
of life in older adults with chronic health problems.” 
Understanding and focusing on health literacy factors, 
organizing education aimed at reducing disease 
problems, and promoting health and active life in older 
adults contribute to better socialization and a better 
quality of life [31]. Therefore, the study examined the 
importance of sociodemographic characteristics in 
relation to the level of health literacy of older adults. 
A  study examining health literacy as a predictor of 
quality of life in a sample of older adults. Geboers 
et al. [7] found that this perfectly predicts a decline in 
the physical, environmental, psychological, and social 
fields. A statistically significant difference between older 
adults living alone or with a partner and those living with 
a family is likely to indicate better health literacy due to 
more frequent and diverse social contacts. In the event 
of a chronic illness or any change in health status, health 
professionals try to promote the need to involve the patient 
and their relatives in self-care, leading to competent 
behavior, enhancing self-perception, and improving 
health-related behaviors [33]. Sentell et al. [34] studied 
the impact of health condition on health literacy rate and 
found that there is a strong link between the two factors. 
The impact of self-assessment of health condition in our 
research proved to be statistically insignificant, as did 
the level of education of participants in the research.

We further found that older people who visit 
day care centers where they receive information on 
disease management and have contacts with “peers” 
who experience similar health problems have better 
health literacy. Sentell et al. [34] also confirmed the 
impact of population health literacy on an individual’s 
health condition. Individuals living in a higher health 
literacy community have a better health condition, 
which is explained by the availability of quality health 
information that individuals in such communities can 
access. However, increasing health literacy rates 
could allow people to use information and guidance 
about their health. Health literacy would, thus, over 
time, have a direct impact on a better quality of life 
and consequently give rise to a more health literate 
community [35]. In the present study, we confirmed 
a statistically significant difference between persons 
attending day care centers for older adults and persons 
not attending these centers in the level of health literacy 
in general health literacy, health literacy in health care, 
in prevention, and in health promotion. This confirms 
that the participants in the activities in day care centers 

for older adults are better in general health literacy as 
well as in all three categories of health literacy. The 
benefits of improving health literacy include choosing 
the best health-related decisions, communicating, 
following treatment instructions, and improving health, 
resulting in cost savings in health care, greater 
patient satisfaction, and a more active old age [8]. 
Ma et al. [36] said that health literacy has a positive 
effect on productive ageing and promoting health in 
older adults. Older adults with a higher level of health 
literacy have more health information and are likely to 
be actively ageing, which will boost their physical and 
mental health in urban communities. Education is an 
important means of promoting active aging, which can 
be influenced by lifelong learning aimed at healthy living 
habits and encouraging self-efficacy in managing one’s 
own health [36], [37]. This suggests that people with 
a low level of education may not understand and use 
the information obtained in the health system in their 
daily lives [36]. Although some authors emphasize the 
importance of formal education for health literacy [19], 
in some studies, education proves to be a factor that is 
not very important, especially in specific health literacy 
[38].

There were no statistically significant 
differences between the sexes of the respondents in 
our study. Lee et al. [39], however, detected gender 
differences in certain areas. Thus, older women 
had better health literacy in understanding written 
instructions that are received through the health system 
and provided with medicines, and they were also more 
familiar with the health system than men. Lee et al. [39] 
have also been associated with a correlation between 
the level of education and continuity of treatment in 
the same medical institution for women and women 
with the level of education and continuity of treatment 
in the same medical institution, and among men in 
unmarried men with a higher level of education. We 
did not confirm statistically significant differences in the 
level of health literacy between respondents living in 
rural areas and those from urban areas. Chen et al. [40] 
confirmed that people in rural areas showed lower 
levels of health literacy, which they associated with 
poorer access to specialist doctors and health services 
in general, indicating the individual’s ability to obtain 
credible information from the system. We also did not 
confirm statistically significant differences in the level 
of health literacy of respondents who rate their health 
as very good/good and those who rate it as bad/very 
poor. Even though respondents with a higher level of 
education also have a higher level of health literacy, 
we did not confirm statistically significant differences 
according to education. From the point of view of 
older adults, it makes sense to point out the frequency 
of decline in cognitive abilities that affect the level of 
health literacy [41]. Findings of the research conducted 
by Geboers et al. [7] show that low levels of health 
literacy are particularly prevalent in older adults with 
impaired cognitive performance and stronger cognitive 
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decline, which may affect their ability to promote health 
and control disease. Decreased cognitive abilities in 
relatively young older adults may also be the cause of 
low health literacy [7] which is not age-related and is 
present regardless of education level.

Health-care professionals should identify and 
tailor such patients’ health information in a manner 
that will be comprehensible to the patient with reduced 
cognitive abilities [7], and act “transformatively” – with 
a holistic approach used in the process of changing life 
habits [42].

To facilitate the understanding of health-
related information and thus improve health literacy 
in older adults, a health education and promotion 
strategy are used that involve didactic approaches 
tailored to this population, such as live lectures with 
live content or improved accessibility and readability 
of health information [43]. Regarding the effective 
provision of health information, the authors [4], [42] 
emphasize in particular the necessity of encouraging 
patients to clearly and fully express any concerns 
and report symptoms, ask, and answer questions to 
help health professionals understand the information 
received, to be able to explain to them and improve 
their understanding and remembering. Nurses have 
an important role to play in providing information, and 
their role in health promotion [44] needs to become 
more visible, especially through work in family 
medicine clinics, community health care, and health or 
health promotion centers. When treating older adults, 
it is crucial for health care workers to be familiar with 
their level of health literacy, which is also affected by 
sociodemographic determinants. The authors believe 
that the above statements present the only possibility 
for adapting health instructions and guidelines to 
empower patients to take care of their own health.

Research limitations

The limitations of our research are the 
use of only quantitative research methods and not 
methodological pluralism, that is, a combination of 
quantitative and qualitative methodology. A qualitative 
approach would demonstrate an in-depth perspective 
on knowing, understanding, and using health-related 
information. Another limitation of our research is that 
we had an unrepresentative sample of the entire 
group of older adults living in Slovenia (although it was 
representative of older adults from the Savinja Statistical 
Region). This could have a significant impact on our 
findings, especially in relation to the place of residence, 
as in Slovenia, which is relatively small, health care 
workers are less accessible in certain areas. We also 
included a relatively homogeneous age group in the 
study (very old individuals were not included in the 
study). The conclusions of the research are valid only 
for the studied sample, but the results definitely indicate 
a starting point for further research. It would be sensible 

to continue the research on a larger representative 
sample. For the results to be applicable in the clinical 
environment of the health-care system, it would be 
sensible to conduct the research among health care 
workers as well, as they tend not to pay much attention 
to the level of health literacy of the patients.

Conclusion

Interdisciplinary action at a systemic national 
level with the involvement of both the educational 
and health systems is crucial for improving the health 
literacy of older adults. Hand in hand, the health 
and education system can prepare the contents of 
andragogical education to enable health promotion 
and support those living with a chronic illness and in 
rehabilitation after acute illnesses or conditions. Uniform 
communication of information with health content, both 
in the framework of andragogical educational programs, 
health education counseling in the health system, and 
national promotion, is the only way to achieve public 
trust in scientific findings. All messages must be 
targeted at a particular vulnerable group or people with 
the same chronic diseases or conditions. As we have 
found, the health literacy of older adults is influenced by 
social factors such as participation in day care centers 
for senior citizens and interaction with those with whom 
older adults cohabit. It would be instructive to examine 
how health literacy is affected by the inclusion of older 
adults in lifelong learning and the continuation of health 
education in the health system or local community.

Uniform approaches are important not only for 
the older adult population, but for the entire population. 
Individual-oriented approaches to health education 
and systemic health education are the basis for health 
promotion, which should be focused on content that in 
any given situation contributes the most to raising the 
level of health literacy and thus maintaining the health 
of the entire population.
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