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Abstract
Framework: Research on health determinants reports that health literacy has
a significant impact on the quality of life and well-being of individuals (Kottke,
Stiefel & Pronk, 2016) organizations (Brach et al., 2012) and communities
(when societies go through adverse conditions, for example through an economic, financial crisis, or even the crisis “COVID-19” whose consequences
are still to be determined in the effects on the quality of life of individuals.
Health literacy is considered as one of the resources that play an important
role in increasing individual resilience and well-being and also a result of
health promotion actions such as education, social mobilization and advocacy, through the defense of citizens’ interests (Nutbeam, 2000). Well-being is a
positive concept (Kottke, Stiefel & Pronk, 2016). Methodology: In a quantitative and qualitative approach, a descriptive cross-sectional study was developed to a group of 22 elderly people, who attend a Day Center in the geographical area of Lisbon (Portugal). Data were collected using the HLS-EUPT questionnaire, the sociodemographic questionnaire with the selected sample—a group of elderly—as well as semi-structured interviews with caregivers
involved in this context. An evaluation was also made by observing manifestations of well-being among the individuals in the sample. Results: The results show a population with low health literacy, with chronic disease, but
whose support of the social organization where they spent their time, the easy
access arranged by the social organization with private transportation and
food and the social activities they develop daily which stimulate a daily relationship with other persons, are strong factors that promote well-being. It is
therefore pointed out a need to fit social organizations within the investments
of health literacy promoters of “literate organizations” (Brach et al., 2012),
since it is in these organizations that a large part of the older population in
Portugal is daily in contact and therefore in close proximity to interventions
favorable to improve their health literacy.
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1. Introduction
1.1. Autonomy, Empowerment and Quality of Life
It is through greater personal and autonomy, empowerment in health-related
decision-making, as well as involvement in a wide range of health conditions [1]
that individuals become active [2], control their health, recognize their potential,
adapt and achieve the stability of their experiences that allow them greater wellbeing [6], in addition to the physiological conditions of their health [3].
The activation of the patient occurs with the increase of knowledge, skills, confidence and behaviors necessary to manage his own health and health care [2].
It is evident that the mere delivery of information is insufficient to activate the
patient’s behavior [4] [5]. But the words we use influence our thinking ([6], p. 2).
Therefore, through words, the individual’s motivation to do more for him and
for those who depend on them, and in a more effective way, can be enhanced,
empowering him to defend and maintain better health.
And, this empowerment is a fundamental dimension of health literacy [7] [8],
which includes both health-promoting behavior, as well as the ability to perform
primary care, self-care and family and, in some cases, even first aid [9]. Empowerment encompasses knowledge about when a person should enter the health
system and how to navigate through its complexity. It means understanding health
professionals’ advice and instructions and actively participating with them in the
treatment decision process. And, in fact, health literacy is active and the individual is able to access, evaluate, understand and use [10] this global health system that comes to him in different ways—knowledge or cognition [8] [11], emotions and feelings [12] and which applies to the various health realities, through
verbal and non-verbal communication decoding each input related to “health”
[13] according to its socio-economic, political and cultural context [1].

1.2. Quality of Life Means Well-Being?
Quality of life is a broad concept, which integrates people’s perception of their
position in life in the context of the culture and value systems in which they live.
For quality of life, people also consider their goals, expectations, standards and
concerns, physical health, psychological status, level of independence, social relationships, personal beliefs and their relationship with the environment in
which they operate ([14], p. 25).
DOI: 10.4236/oalib.1106390
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According to Kottke, Stiefel and Pronk [6], the association of the word “health”
with “health care” is so strong that it creates a fusion of “health care policy” with
“health policy” that it is sometimes impossible to break.
Paasche-Orlow and Wolf [15] associate health literacy, memory and navigation in the health system, in physiological components such as hearing and verbal fluency, and show their impact on health outcomes, namely: 1) on skills navigation, 2) self-efficacy; 3) barriers and perceived beliefs, which negatively influence access to and use of health care; 4) knowledge, 5) participation in decision making, which influences professional-patient interactions; 6) motivation,
7) problem solving, 8) knowledge and skills that influence self-care.
The Ad Hoc Committee [16] explained that people with low literacy and
chronic illnesses are less able to take care of themselves, making more use of
health services.
Specifically, for older people, WHO [17] recommends introducing effective
and coherent intersectoral actions to combat inequities, to prevent and manage
the development of chronic diseases and to improve survival and well-being across
the social gradient.

1.3. The Social Determinants of Health
According to the WHO [17], the social determinants of health in the European
Region imply, among others, the following reflections and interventions: It is
necessary to avoid the perpetuation in the life cycle, of inequities and health risks
that pass from one generation to another. In this sense, WHO [17] recommends
the guarantee of conditions for the quality of parents and the construction of the
family, the promotion of gender equity and adequate social and health protection.
It is observable and proven the degradation of the quality of life and well-being
of people at risk and socially vulnerable. This quality of life also ends up being
affected by the decrease of available resources to face the requests and needs that
the various sectors of society are facing in a crisis. The social state is obliged to
make a complex management of expectations that involve, in addition to the
central governmental powers, naturally, the municipalities, organizations of a
social nature or social solidarity.
Regarding local communities, the WHO recommendation [17] defends joint
efforts to reduce inequities in local health determinants, through co-creation and
partnership with those affected, civil society and a set of civic partners.
As for the process of social exclusion, vulnerability and disadvantage that many
people find themselves in, WHO [17] encourages them to act in the development
of systems and processes within more sustainable, cohesive and inclusive societies,
focusing on the groups most severely affected by exclusive processes.
In a perspective of sustainable development and health recommendation,
WHO [17] also defends long-term planning and safeguarding the interests of future generations, identifying the links between environmental, social and economic factors and their centrality with policies and practices.
DOI: 10.4236/oalib.1106390
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Thus, public policies also suffer from pressure, continually adjusting themselves to face their “public” end of maintaining and restoring the health of their
citizens. In this health report, the weight of “well-being” is accentuated.

2. Methodology
In a quantitative and qualitative approach, a cross-sectional descriptive study
was developed with a group of 22 elderly people, who attend a Day Center in the
geographical area of Lisbon (Portugal.) The data were collected using the HLSEU-PT questionnaire, as well as semi-structured interviews with the caregivers
involved in this context. The sample was based on a selection by convenience defined in concrete by the elderly enrolled in the Day Center, who were present on
the days (one week) stipulated for the application of the questionnaires.
We established as inclusion criteria the acceptance to participate in the project
and exclusion for users diagnosed with or condition that could interfere with
data collection. Compliance with ethical procedures was ensured throughout the
process, and the necessary authorizations were obtained: 1) the application of
the European Health Literacy Questionnaire Health Literacy Survey in Portuguese (HLS-EU-PT), translated and validated for the Portuguese population, 2)
the Management of this Social Organization. This questionnaire consists of forty-seven questions aimed at assessing the general health literacy index. In these
questions, it uses a 4-point scale, in which the individual evaluates himself/herself in relation to the difficulties felt in performing tasks in the area of health.
The Likert scale used consists of the following options: 1—Very easy, 2—Easy,
3—Difficult and 4—Very difficult, and there is also a fifth answer option which
corresponds to “Doesn’t know/ Doesn’t answer”. It integrates there fundamental
areas in health: i) health care, ii) health promotion, iii) disease prevention, as
well as four levels of information processing: i) access, ii) comprehension, iii)
evaluation, iv) use, all of them essential in decision making. Twenty-three issues
related to health and health service use, living habits and functional literacy are
included. Finally, there are sixteen questions for socio-demographic evaluation
of participants. The HLS-EU-PT questionnaire understands LS as interrelated
with literacy and involves individual knowledge, motivation and skills in accessing, understanding, evaluating and applying health information. Indeed, it allows the development of critical and decision-making capacity in everyday life
and on issues inherent to health care, disease prevention and PS, and consequently the maintenance or improvement of quality of life [7]. The authors have
defined cut-off points that limit their levels of health literacy: inadequate (0 25); problematic (25 - 33); sufficient (33 - 42), and this connotation results from
the sum of all items divided by their number [8]. The application of the questionnaires was done by direct contact, they were filled in by the main researcher
with the users. Two semi-structured interview scripts with open questions were
elaborated: i) one directed to the staff with the general objective of identifying
the knowledge about DMT2, consisting of eleven open questions, some accomDOI: 10.4236/oalib.1106390
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panied by sub-questions on diabetes, healthy eating and food choices, ii) another
directed to the professionals responsible for physical activity with the general
objective of promoting the physical well-being of the elderly group of the Day
Centre, consisting of seven open questions on physical activity and strategies for
its promotion. The interviews were conducted by the researcher, recorded on
audio support, upon authorization of the interviewees and subsequently fully
transcribed. These were carried out in an office, in order to ensure a peaceful
and private environment, and took approximately 15 to 20 minutes.
The treatment of the data was descriptive with univariate and bivariate analysis using the Statistical Program for Social Sciences (SPSS®) version 25.0 of
Windows and Microsoft® office 2013 tools. Descriptive tables of the sociodemographic characterization and clinical data of the sample were elaborated in study.
Subsequently, tables of relationship between the results obtained from the literacy categories and sociodemographic data were also built.

2.1. Characterization of the Sample and Its Environmental
Environment
It is a group of 22 elderly people from a Day Center in the parish of Arroios,
Lisbon (Portugal).
The population of this parish is very heterogeneous due to immigration and
for this reason has made it one of the most intercultural areas in Lisbon. The
resident of the Arroios mostly come from countries like Brazil, Angola and China. In housing terms, this area is characterized by the predominance of old and
dilapidated buildings or those in need of repair and works, although it is currently noted that several restorations have been made in buildings.
Near the Day Center there are educational and commercial establishments as
well as public transport (metro, rails). Regarding support from pharmacies, health
centers, supermarkets, these goods are accessible, however, a condition for improving access and use. In addition to the satisfaction of the Basic Activities of
Daily Living and the Instrumental Activities of Daily Living of the elderly, this
Day Center, the responses aimed at this target population aim at the promotion,
inclusion and participation in the community, regardless of the greater or lesser
degree autonomy/dependency of the elderly and whether they are residing in
their home or in an institution.
Regarding the daily transport of these elderly people at various times of the day,
the institution provides food and health care, and there may still be a need for home
support to ensure food, health or cleaning services. The effort of the organization,
namely the health and social professionals who aim to monitor, stimulate and develop skills that allow them to have self-perception of their health and well-being.

2.2. Sociodemographic Data
The sample is mostly female (54%). Regarding age, 91% of the sample is older
than 65 years and an average age of 79 years. Regarding marital status, 46% are
widowed, 9% separated or divorced and 41% single.
DOI: 10.4236/oalib.1106390
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Regarding the household, 96% say they live alone.
The level of educational qualifications is low, most of the elderly (64%) say
they have completed 1 cycle (up to the 4th year) and 36% do not know how to
read or write. All the elderly are retired and the net monthly income of households is low, with 77% having a monthly income of less than €500, as shown in
Table 1.

2.3. Low Health Literacy
It was found that 61.9% of the elderly have inadequate health literacy, 28.6% are
at the level of problematic health literacy and only 9.5% reveal a sufficient level
of health literacy, as we can see in Table 2. Effectively, the levels of health literacy in our sample are in line with other studies carried out in the Portuguese
population in general [18] [19]. The influence of biomedical factors and lifestyles
on the onset of these chronic diseases is well defined, and it is only very recently
that health literacy has become increasingly important and considered as a determinant of health, due to its relationship with behavioral choices made by
Table 1. Distribution of the sample according to sociodemographic characteristics.
Frequency

Percentage
(%)

Male

10

45.4%

Female

12

54.2%

46 - 55 years

1

4.5%

56 - 56 years

1

4.5%

66 - 75 years

7

31.8%

over 76 years

13

59.1%

Single

9

40.9%
4.5%

Variable

Average
age

Standard
deviation

79.2%

11.9

Sex

Ages

Marital status
Married

1

Separated/divorced

2

9.1%

widower

10

45.5%

Level 0

8

36.4%

Level 1

14

63.6%

Qualifications

Income
less than 500

17

77.3%

Between 500 - 800

4

18.2%

Between 800 - 1350

1

4.5%

Single/live alone

21

95.5%

Live together

1

4.5%

Houseshold

DOI: 10.4236/oalib.1106390
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individuals [20] [21] [31]. Several studies corroborate this idea, demonstrating
that low health literacy is related to a perception of low self-efficacy in the prevention and management of diseases [22] [23] [24].

2.4. Health Literacy and Sociodemographic Data
When comparing the gender variable with health literacy levels in general, we
found that women have lower health literacy levels than men. Still within this
variable, the results obtained in different research studies are not consensual:
some reveal that men have greater literacy [25] while others reveal the opposite
[26] (Table 3).
Due to the confrontation between the age variable and the level of health literacy, we observed that the values of the two variables tend to oscillate in the opposite direction, that is, the levels of health literacy tend to be lower as age advances [27] [28].
Kim [29] also reached results like this one, and the conclusion that individuals
over 65 years of age who have inadequate health literacy reveal hypertension and
greater limitation in activities of daily living.
Table 2. Literacy levels for the health of the sample.
Frequency

Percentage

Valid
percentage

Cumulative
percentage

Inadequate LS

13

59.1

61.9

61.9

Problematic LS

6

27.3

28.6

90.5

Sufficient LS

2

9.1

9.5

100.0

Total

21

95.5

100.0

1

4.5

22

100.0

Literacy for general health
Válid

Omitted

System
Total

Table 3. Shows the levels of literacy and sociodemographic data.
Variable

Inadequate LS

Problematic LS

Sufficient LS

Male (Freq. %)

4 (30.8%)

4 (66.7%)

2 (100%)

Female (Freq %)

9 (69.2%)

2 (33.3%)

0 (0%)

0 (0%)

1 (100%)

0 (0%)

Sex

Ages
46 - 55 years (Freq. %)
56 - 56 years (Freq. %)

1 (100%)

0 (0%)

0 (0%)

66 - 75 years (Freq. %)

4 (66.7%)

2 (33.3%)

0 (0%)

over 76 years (Freq. %)

8 (61.5%)

3 (23.1%)

2 (15.4%)

Level 0 (Freq. %)

4 (50.0%)

2 (25.0%)

2 (25.0%)

Level 1 (Freq. %)

9 (69.2%)

4 (30.8%)

0 (0%)

Qualifications

DOI: 10.4236/oalib.1106390
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3. Results and Discussion
3.1. Results of Intervention on Well-Being
Communication and interaction make it possible to improve health literacy levels, have more autonomy and reflect critically on your choices. Effectively, this
autonomy-empowerment implies developing decision-making power in individuals in the health-disease process, providing them with the means to promote
competent and informed decision-making [30].
For the information to be adequate to the literacy level of the population, particularly the elderly, it must use accessible, assertive, clear and positive language [14].
Health education, therefore, presented itself as the strategy selected by us,
since it generates conscious and structured opportunities for learning that involve communication aimed at improving health literacy and equally benefit the
knowledge and the development of life skills, which are favorable to the individual and the community.
Therefore, we carry out education sessions in the field of type 2 diabetes mellitus and healthy eating, which is responsible for increasing the quality of life in
general, and for the elderly for maintaining their independence and increasing
the capacity for the activities of their day-to-day. The results were favorable for
the observation, showing access, participation and expressing satisfaction with
the options. In effect, these health education sessions aimed to raise awareness
and provide the elderly at the Day Center with knowledge and skills that contribute to the adoption of healthy behaviors that contribute to health promotion.
Within a broader framework and in the alignment of health systems according
to the needs of the elderly, education sessions were also held in the same area for
the care providers of this group. We also proceed to the development of partnerships between multidisciplinary teams (nurse instructor of biodanza, nutritionist and nurses from the organization), community and interdisciplinary (USF),
in order to continue the intervention developed by us. Despite chronic illness,
socioeconomic deprivation, a well-organized organizational structure in the social field allows for a positive investment in the well-being and quality of life of
this elderly population.

3.2. Motivation, Adaptability and Stability
Motivation for prevention and self-care, particularly in chronic diseases, is essential ([30], p. 331). Therefore, recognizing the beliefs that individuals must
then allow them to manage and overcome barriers to action and a better quality
of life become crucial, and must be combined with the increase of knowledge
and motivation [32]. It is through the activation of these individuals, that it is
possible to make them more interested and active in the search for the solution,
making them share and transfer this information to others in the group [32].
More than the objective character of a situation, it is necessary to highlight the
strength of its subjective impact ([3], p. 4) and “all people are on a line of continuous change between health and illness” (p. 5). For Antonovsky [3], the impact
DOI: 10.4236/oalib.1106390
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of an external situation, such as the economic, political, public health situation
of a country or community, is mediated by psychological, social and cultural resources (p. 4) and one of the factors that distinguishes some other people as
more resilient, is their ability to adapt as “the biggest key to managing tension”
(p. 5). But what allows this same adaptability is the “stability” of the situation (p.
6). This means that stability is knowing what to count on, it is regularity, it is a
“sense of coherence” (p. 8) and the prediction of a certain result. We analyzed
these results of adaptability, continuity in the experiences we accompany this
group of elderly people who attend the day care center of this great social support organization daily. What Antonovsky [3] defends, when changing the paradigm, moving from pathogenesis to salutogenesis, defined by the “global orientation of a diffuse and lasting feeling of confidence, although dynamic, that the
stimuli of a person’s internal and external environments, in their life cycle, they
are structured, predictable and explainable; whereas these resources are available
to meet the requirements imposed by these stimuli; that these requirements are
challenges worthy of investment and involvement; and that there is a high probability of things going well, as they are reasonably expected ([3], p. 10). Knowing
that stressors are always present in human life ([3], p. 10): we see that chronic
diseases, limited mobility and scarce resources are not an impediment to a feeling of confidence that in the end everything will run smoothly. compliance, and
that gives that stability and at the same time security in recovery. It is this controlled tension that allows, together with self-concept, the control of stress, interpersonal relationships, interactions and relationships with others, bringing
what Schalock and Verdugo [33] translate into emotional well-being.
And in the lives of the elderly, social support, carried out by literate organizations, which work in both the social and health domains, as is the case with the
organization that welcomes these elderly people that we highlighted in the study
as well as affective communication, has wide positive effects in their lives and
well-being.

3.3. The Health Impact of Literate Social Organizations
Much of the research carried out in the field of Health Literacy has focused on
the impact of information provided by the health system and its perception [7].
In order to assess quality of life, well-being as a result of an adequate level of
health, it may be necessary to encourage more reflections and studies within social organizations, which are the ones that welcome a high number of elderly
people and, within of these, those with health problems, such as the case under
analysis of a group of elderly people with diabetes mellitus 2.
Despite the fact that they have a chronic disease, the individual, relational, social, [34] economic and cultural conditions underlying the determinants of
health, clearly influence the daily management of the disease. We found that,
while those who have a more intense social activity, travel daily to the day center, have networks of contacts, establish communication with others on a regular
DOI: 10.4236/oalib.1106390
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basis, and thus, having greater adaptability, with relative stability [3] they can
consider themselves in “better health” than those who do not have this organized structure of internal and external support.
This social support, which takes into account the access, understanding and
use of health-related and also social-related services, with the well-being and quality of life of these needy elderly populations, is made essentially by organizations
literate in the field of gerontological social support, which are managed according to personalization, scope, promotion of autonomy and independence, participation, subjective well-being, privacy, social integration, continuity, among
others ([35], p. 13).
Kreps [36]: a study carried out with a group of elderly people with Alzheimer’s
disease in a residential center in the United States, shows how social support, relationships between members, the ability to display their feelings and determining factors for their satisfaction and welfare.
Considering the quality of life of the elderly, Query and Kreps [37], tell us
that the Relational Competence Model in Health Communication predicts
better results in elderly patients with Alzheimer’s disease when caregivers have
communication skills and provide social support. This model [37] suggests
that the level of competence in communication of health care participants is
positively related to the achievement of the desired physiological and psychological results for health.
The Therapeutic or Rehabilitation Model also emphasizes the client’s goals
versus the goals of the system. It pays attention to skills, but it also analyzes
functional deficits, understanding them as barriers to addressing personal goals
([35], p.32).
Considering a set of individual determinants of the elderly population, we can
highlight the following:
Competences: The elderly have skills, regardless of the support they need, to
develop, to a greater or lesser degree, competent actions.
Well-being: Elderly people must have access to programs that aim to promote
health and improve personal well-being (physical, material and emotional), especially when they have significant degrees of commitment and disability, they
are entitled to receive support that improves their subjective well-being.
Participation: The elderly has the right to be present in decisions that affect
the development of life.

3.4. The Result: Emotional Well-Being, Which Promotes
Quality of Life and Satisfaction
The emotional well-being of the elderly promotes their quality of life and satisfaction, not only for themselves, but for those who care for them [35] [36]
[37].
We can see in Table 4 the difference between the management of a literate
organization, oriented towards a person-centered model and the traditional
models of organizations.
DOI: 10.4236/oalib.1106390
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Table 4. Differences of models intervention.
PERSON-CENTERED MODELS

ORGANIZATION-CENTERED MODELS

Using a familiar and clear language

Handling clinical language and technicalities

Place your focus on person’s abilities and skills.

Focus on deficits and needs

Macronivel (life plan) interventions

Microlevel intervention (pathologies).

Sharing decisions with users, friends, family, professionals.

The decisions depend fundamentally on the professionals.

Come to people within your community and usual context

Distance people by emphasizing their differences.

Encourage people in the context of social services.

Program planning with a limited number of options.

Access people discovering common experiences.

Focus on covering “places” that a service offers.

Sketch a desirable lifestyle with an unlimited number of desirable experiences.

Trust in standard interdisciplinary teams.

Focus on the quality of life

Dependent work: “I work for those who work directly”

Equipment to solve problems (assistive technology)

Organize meetings for professionals.

Accountable to those who work directly to make good decisions

Responding to basic needs in the description of the job posts

Organize actions in the community to include users, family and workers.

Without creativity and limited to a previously fixed menu.

Responding to basic needs in shared responsibilities and commitment

Maintain professional interests.

Services can adapt and respond to people.

New initiatives alone can be implemented on a large scale

The resources can be distributed to serve the interests of the people.
New initiatives and creativity to find solutions
Source: Adapted from Rodríguez, 2011.

Regarding elderly people, considered by the literature [7] [30] [38] as individuals with lower health literacy, the components of well-being are predictors
of their good future decisions.
Schalock and Verdugo [33] emphasize that emotional well-being includes: 1)
satisfaction: being satisfied and happy; 2) self-concept: being comfortable with
your body, with your way of being, feeling valuable; 3) Absence of stress, having
a safe, stable and predictable environment, not feeling nervous, knowing what
you can and what you have to do; 4) have interpersonal relationships; 5) having
interactions, that is, being with different people, having social networks; 6) having and developing relationships: satisfying, friends and family and living with
them. 7) Having support and feeling supported on a physical, emotional, and
economic level; 8) Have people to help when it is needed and that they provide
information about their behaviors.

4. Suggestions for the Development of Health Literacy of the
Elderly
A wide range of authors [13] [27] [36] [37] [39] [40] [41] [42] focusing on improving health literacy for older citizens. Health literacy allows, through the development of cognitive and social skills, motivation and greater knowledge, to
provide the elderly with better access, understanding and use of the system, and
thus a better quality of life, health and well-being, essential to greater satisfaction
with life and citizenship. Health literacy is to presuppose a state of evolution in
citizenship, of yourself, the older individual and those around you and society.
For this reason, we highlight, in the following points, a set of interventions,
DOI: 10.4236/oalib.1106390
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activities and attitudes that promote this health literacy for older adults, which,
together with a set of health determinants, lead to better decisions and, therefore, contributing to a greater well-being in health, at a physiological, psychological, emotional and spiritual level. It is important to invest in:
1) Social and emotional support;
2) Creation of a network of family, group connections with reciprocity ([41],
p. 221);
3) Development of psychological well-being;
4) Facilitating access to community health care (primary health care);
5) Deepening of knowledge about significant activities for these older individuals (family visits, group activities; viewing old films; dancing, reading, theater, among others);
6) Better management of emotions related to aging; ([39], p. 295) [42];
7) Assertive, clear and positive (ACP) communication that allows for better
effectiveness, understanding of desires and positivity towards the future [13];
8) Age-appropriate nutrition;
9); Physical activity adjusted to capacity and functionality according to age
and health status;
10) Reinforcement of subjective well-being, happiness, and gratitude for others and for life and other strengths of character; improving caregivers’ communicative skills; [1]
11) Recognition of the positive beliefs and faith of each individual, which allows the reinforcement of their attitudes and maintenance of appropriate behaviors [42];
12) Recognition, respect for your affection and sexual needs;
13) Recognition of the right to your individual affirmation of approval or denial
(within and within a normal cognitive framework);
14) The recognition of the importance of urban architecture suitable for the
older individual;
15) The strengthening of associations and support organizations for the elderly, whether with health or illness;
16) The evaluation, planning and creation of regulations, legislation appropriate to this profile, as well as to their caregivers;
17) Promotion of the advocacy of older adults, their rights, and duties.

5. A Path to Solve Problems
If we consider Kim and Grunig [32] in their problem solving theory, we can assess that the increase in knowledge, the more correct management of beliefs
recognized as barriers and the greater involvement allows the individual to have
a more proactive attitude, making him more “in search, sorting and transmitting
information to others [30]. Not only to retain the information received, but to
manage it more effectively, understanding and using it to manage your health
risks, in your care and health promotion as well as preventive attitudes of illness.
DOI: 10.4236/oalib.1106390
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According to the Australian Commission on Safety and Quality in Health
Care [43] it was necessary to evolve in the concept of health literacy, beyond the
fields of public health and health promotion considering that also the environmental issue and social factors influence the Cheers. For this Australian health
care commission [43], reductions in health disparities are achieved through
greater 1) understanding of the social determinants of health; 2) training; 3) the
involvement of individuals to change health behaviors and practices.
Health literacy is also a result of health education [10] and communication
Australian Commission on Safety and Quality in Health Care [43].
It is literate organizations that also make it possible to “bridge” with individuals and communities. These organizations, defined by Brach and others [44],
enable a dynamic that promotes the well-being of individuals and communities.

6. Future Steps
Reflection on the determinants of health allows us to look holistically at older
individuals, inserted in societies that are often not prepared to serve them properly. It is therefore important to have a constructive critical eye on the various
dimensions that influence health and that pass through social, economic, cultural,
architectural, legislative, communicative, and relational aspects, among others.
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