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In recent years, we have seen increased incidence and prevalence of Type 2 diabetes
mellitus. This condition a!ects 415 million people worldwide, with a projected increase of
642 million by 2040 (Observatório Nacional da Diabetes [OND], 2015). In Portugal, more
than 1 million people su!er from this disease, with a 23% increase in prevalence (Direção-
Geral da Saúde [DGS], 2017) in people ages 65–74.

Health literacy plays a key role in the management, control, and prevention of disease in
general. However, it is of particular importance in diabetes, due to both the disease’s
chronicity and its e!ect on quality of life (DGS, 2016). E!ectively, health literacy levels
directly in"uence overall quality of life, especially in the elderly population (Panagioti et al.,
2018).

Given that about 50% of the European population has low levels of health literacy (Sorensen
et al., 2012) and therefore has di#culty accessing, understanding, and using health
information (Nutbeam, 1998), and also given that 25% to 40% of the population has low
levels of activation (Hibbard & Gilburt, 2014), trust in health task management and
knowledge can be paralleled with the concept of active and inactive audiences (Grunig &
Hunt, 1984).

There is a two-way relationship between health literacy and cognitive disability in older
people (Oliveira, Bosco, & di Lorito, 2019). Health literacy is mediated through an
individual’s education, culture, and language. Equally important are the communication and
assessment skills of health professionals with whom individuals interact, as well as the
ability of the media, the market, and the government to provide health information
appropriately to their target audiences (World Health Organization, 2017).

Communication is the structural basis for health literacy (Almeida, 2019). Under the
situational theory of audiences (Grunig, 1997), although patient constraints exist—especially
related to poor health literacy—recognition of the problem allows one to identify situations
that need to be addressed.

Grunig and Hunt (1984) identi$ed three important variables in human behavior that can be
associated with the health pro$le, in particular the behaviors of patients and health
professionals: 1) the level of involvement with the organization’s action; 2) the recognition
of the problem, which includes the search for information and its processing; and 3) the
recognition of existing constraints.

Grunig (1997) stated that people become systematic when they see that information can
solve their problems, selectively investing their cognitive and communicative resources in a
problem when they see that their e!ort is necessary and relevant (Kim & Grunig, 2011). We
have two elements to consider here: the problem and its resolution (Kim & Grunig, 2011). In
this sense, the elderly population—which $ts into a low health literacy pro$le, with high
constraints (beliefs, attitudes, and behaviors)—being stimulated/motivated with more
knowledge and involvement (Kim & Grunig, 2011) allows for change behavior to be more
e!ective (Bandura, 1993).

Methodology

This is a descriptive study with a convenience sample. The European Health Literacy Survey
(HLS-EU-PT) questionnaire was translated and validated for Portugal. Data were collected
after informed consent from the elderly and authorization from their organization for study
and evaluation purposes.

Descriptive and inferential statistics techniques were employed using the IBM SPSS
Statistics software, version 25.

Sample characterization

This study counted on the participation of 22 mostly female (52.2%) seniors from the Angel
Day Center. Ages range from 52 to 99, with an average of 79.2. Regarding marital status and
professional activity, most are widowers (45.4%) and retired (95.4%). Regarding literacy, 50%
of the sample have no schooling, and another 50% have basic education, as shown in Table
1.

In addition to the $nancial situation, we drew our attention to the fact that the majority
(86%) live alone and 45% are widowed. Regarding the type of housing, a very signi$cant
percentage (77%) stated that they live in a single room, which is an aspect that could
contribute to the change in eating behaviors, quality of life, and well being.

Table 1: Sociodemographic Characteristics of Elderly Patients at Lisbon Angel Day Center

Regarding health literacy, 18.2% were at a problematic level and 63.6% were at an
inadequate level. Most participants were at the inadequate level on the di!erent
dimensions of the scale, particularly healthcare, disease prevention, and health promotion.

Age, education, and lifestyles a!ect older people’s knowledge and action on their
health

Some doctors state that the elderly do not obey medical indications and that “the lack of
reading and writing skills often leads to errors in medication dosing,” attributing
responsibility to issues of education, knowledge, age, and isolation (Benavente et al., 1996).
Nearly two decades later, Sorensen et al. (2012) found that poor health literacy generates
adverse e!ects on care in this $eld and motivates more hospitalizations, more frequent use
of emergency services, and a lower prevalence of preventive individual and family attitudes.

The results show a sample of mostly elderly female (52%), with an average age of over 65
years (91%). This population is more highly predisposed to developing Type 2 diabetes
(OND, 2015; American Diabetes Association, 2019). Regarding literacy in general, 50% of the
sample basic education (fourth grade), 5% can only read and write, and 14% are illiterate.
Regarding health literacy speci$cally, 28.6% of the elderly are at a problem level, while
61.9% have an inadequate level of health literacy. This study corroborates the outcome
pro$le of national health literacy studies (Nunes, 2014; Espanha et al., 2016; Pedro et al.,
2016).

We found in this study that there are dietary patterns that do not follow the National
Directorate of Health (DGS 2004) guidelines regarding having a national plan for the elderly
(2004). In fact, we note several factors that in"uence eating behavior: genetic, psychological,
sociocultural, and environmental (Pender, 1996).

Among factors that impact behavior change or maintenance of healthy behavior,
psychosocial factors (loss of spouse, social isolation, poverty) play a larger role (Campos et
al., 2000). The presence of economic di#culties means less purchasing power and,
consequently, less ability to purchase nutritious foods (DGS, 2004).

If there is no mechanism to get a patient motivated to solve a problem, the patient’s passive
attitude in the acquisition, selection, and transmission of information will be maintained
(Kim & Grunig, 2011). Health professionals want these “latent” patients to recognize the
problem, get involved (Kim & Grunig, 2011), and become active patients.

Professional-patient communication is an interpersonal, critical caregiving process (Kreps,
1988) that occurs within a speci$c cultural framework (Wonca, 2002). Health communication
at the interpersonal, group, and societal level allows the transmission of verbal and
nonverbal messages and can promote healthy behaviors (Almeida, 2019).

In the literature, we $nd models focused on communication skills of health professionals
and approaches emphasizing a humanized relationship that accounts for cultural factors
and psychosocial assumptions, thus making the communication more e!ective.

Following Kim and Grunig (2011), the public wants the recognition and organization of
people in the face of a particular problem and the existence of a way to solve it. Thus, if a
person realizes that there is a problem, understands what it is, and $nds few obstacles in
relation to investigating it, the person will probably be able to do some research and
provide information about the problem (Kim & Grunig, 2011). But this does not always
happen, particularly among those who have the most di#culty accessing, understanding,
and using health information (Sorensen et al., 2012).

Also, even when patients are activated to make shared decisions, they often voluntarily
delegate those health decisions, such as gaining knowledge about the subject, to
professionals (Levinson, Kao, & Thisted, 2005).

Grunig and Hunt (1984) identi$ed three important variables in the manifestation of the
behavior of various audiences, in particular patients and health professionals: 1) level of
involvement with the organization’s action; 2) recognition of the problem, which includes
the search for information and its processing; and 3) recognition of existing constraints.
These three variables allow for the segmentation of audiences into assets and liabilities.
Active audiences show interest in the organization and activity they are trying to in"uence,
and are close to the pro$le of patients with adequate or high health literacy. Therefore, they
are participative, from the perspective of Hallahan (2000).

In parallel with the pro$le of active, latent, and passive audiences, Hibbard and Gilburt
(2014) highlight four activation levels that individuals may possess. Individuals at level 1
tend to be passive and feel overwhelmed in managing their own health; they may not
understand their role in the care process (Hunt & Grunig, 1994). These inactive audiences
are distinguished from active audiences by their low level of knowledge, low involvement,
and constraints in their actions, and may be associated with a patient pro$le that indicates
low education, low socioeconomic status, elderly age, or being a migrant with di#culty
understanding Portuguese Espanha, Avila, & Mendes, 2016). Such individuals are likely to
have low, inadequate, or problematic health literacy (Sorensen et al., 2012). Passive
audiences show no interest in either organization or activity (Hunt & Grunig, 1994). Thus, it
is possible to include in this category those individuals who, despite resorting several times
a year to health services (low health literacy), do not obtain optimal health results due to
lack of adherence and do not make good health decisions (Sorensen et al., 2012).

At level 2, individuals may lack the knowledge and con$dence to manage their health
(Hibbard and Gilburt, 2014). Individuals at level 3 act, but may not yet have the con$dence
and competence to support their behaviors. Grunig and Repper (1992) identi$ed latent
audiences, which only become active when stimulated (e.g., through communication from a
health professional). In this pro$le, low-literacy patient (Sorensen et al., 2012) and
individuals at levels 2 and 3 are described by PAM (Hibbard and Gilburt, 2014). In levels 2
and 3, we can also integrate Hallahan’s (2000) intermediate audiences. Hallahan (2000)
distinguishes between conscientious audiences, with high knowledge and low involvement
in their actions (since they are not directly a!ected by them), and stimulated audiences,
with high involvement but little knowledge. By association, the latter can even include
people with a high degree of general literacy (Doak, Doak, & Root, 1996) but without a high
degree of health literacy, such as medical terms or related knowledge.

And $nally, level 4 individuals, in parallel with active audiences, have adopted many of the
behaviors necessary to support their health but may not be able to cope with life’s stress
(Hibbard & Gilburt, 2014).

Audiences (patients) invest in information and communicative action to solve problems and
therefore tend to act when e!ort is perceived as necessary to meet a biological,
psychological, or social need (Grunig, 1997; Kim & Grunig, 2011).

A person who intends to solve a problem will only Increase his or her communicative
activity (Street, 2007) when obtaining information is perceived as useful (Littlejohn, 1982).
Enabling these inactive audiences assumes a combination of greater knowledge and
engagement (Kim & Grunig, 2011) along with motivation (Sorensen, 2012).
The recognition of constraints (beliefs, barriers) discourages the individual, who perceives
the existence of obstacles (Grunig, 1997), or, in Bandura’s (1986) terminology, the lack of
self-e#cacy. For patients’ self-e#cacy to be veri$ed, they must be able to exercise control
over the events that a!ect their life (Bandura, 1993). Without motivation to solve their
problem (which can be prompted through the attitude and behavior of health
professionals), passivity can manifest itself in the acquisition, selection, and transmission of
information (Kim & Grunig, 2011) concerning that problem (Grunig & Hunt, 1984).

The solution? Increase knowledge, lower constraints, and improve lifestyles
knowledge

Low health literacy is directly related to insu#cient knowledge in the $eld of chronic
diseases. Since lifestyles relate directly to the development of chronic diseases, it is
essential to ensure interventions tailored to the promotion of literacy and directed to the
needs of the elderly population (Davey et al., 2015). Indeed, community intervention
through a structured health literacy program that encourages increased physical activity
and healthy eating has signi$cant health e!ects on diabetes risk factors (Jenum et al., 2006).

Programs should include strategies to raise awareness, improve knowledge, and change
attitudes towards physical activity and healthy eating through training actions, information
lea"ets, informal meetings, the media, etc. (Borman et al., 2003).

Figure 1: Situational theory of problem solving
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