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Abstract 

Background. The demographic transition has led to an increase in the older population, resulting in a rise in individuals with 
comorbidities and reduced self-sufficiency. Low health literacy levels are associated with poor health outcomes especially among 
vulnerable groups (like older individuals). Enhancing health literacy through targeted programs is crucial for improving self-care 
in chronic conditions. To date, in Italy, there are no validated tools to measure health literacy in older people. Thus, the aim of this 
study is to validate the European Health Literacy Survey Questionnaire 6 in a Tuscan (Italy) sample of senior individuals.
Study design. Cross-sectional.
Methods. The sample was drawn from the Surveillance System of Advancements in health of the Italian Local Healthcare Units 
from 2017 to 2019. Item analysis, Cronbach’s alpha and confirmatory factor analysis were used to validate the scale. Additionally, 
associations between Health Literacy levels and sociodemographic characteristics were analyzed.
Results. A total of 11,000 subjects were interviewed, with 1,080 (10%) aged 65-69. Cronbach’s alpha was 0.89. In the older 
subgroup, the percentage of missing responses ranged from 4.54% to 11.85%, with the fourth item having the highest percentage 
of missing values. The confirmatory factor analysis revealed that the three-factor model showed a better fit to the data compared 
to the unidimensional model. Similar findings were observed in the 18-65-year-old population. In both groups, individuals with 
economic difficulties or lower education were at higher risk of having inadequate levels of health literacy. Moreover, in the 18-64 
age group, being female reduced the probability of having an inadequate health literacy level, while being inactive/retired or a 
foreigner increased it.
Conclusions. The study provides preliminary evidence supporting the validity and reliability of the European Health Literacy 
Survey Questionnaire 6 for assessing health literacy in the Italian older population. Further research is necessary to confirm these 
findings, particularly in samples of individuals aged over 69 years.
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Introduction

According to the World Health Organization 
(WHO), between 2000 and 2050, the population 
over 65 years old is expected to double (1). The 2022 
Annual Report of Italian Statistics confirmed that Italy 
remains one of the world’s oldest countries (2), with 
Tuscany being one of its oldest regions, with an aging 
index (the percentage ratio between the population 
aged 65 and over and the population aged 0-14) incre-
ased from 211.4 in 2019 to 214.6 in 2020 (3). While 
the rise in longevity is one of the most remarkable 
achievements in human history, increased lifespan is 
not necessarily synonymous with healthy aging (1).

The demographic transition has led to an increase 
in the older population and, consequently, in the pro-
portion of non-self-sufficient individuals affected by 
one or multiple chronic diseases (4).  Older patients 
may be required to manage their complex health con-
ditions within a context marked by the weakening of 
family and social support networks. 

Among the determinants of health, even in old age, 
health literacy (HL) holds a significant place (5,6). HL 
has been defined by Sørensen et al. as a multidimen-
sional concept that refers to individual’s knowledge, 
motivation, and skills to access, understand, evaluate, 
and apply health information in order to make deci-
sions regarding healthcare, disease prevention, and 
health promotion to maintain or improve quality of 
life throughout their lifespan (7).

Many studies indicate that socioeconomic status, 
race, cognitive abilities, educational attainment, 
and age can impact HL levels. Lower HL levels are 
associated with adverse health outcomes, increased 
unhealthy behaviors, reduced utilization of preventi-
ve healthcare services, and higher drug consumption 
(8,9). These effects are even more pronounced among 
older individuals, as cognitive impairments may hin-
der understanding and processing of new information, 
resulting in lower HL (10,11).

Therefore, investing in programs that enhance 
HL in this vulnerable population segment is key to 
improving self-care in chronic conditions, providing 
individuals with effective resources for helping them 
better manage their health (12). 

The first step toward achieving this goal is to ensure 
that adequate instruments are available to measure HL 
in this target population. A review of the literature 
from 1993 to 2021, identified 151 HL measurement 
instruments: 39 were general health literacy instru-
ments, 90 condition specific (disease or content), 
and 22 were populations-specific (13). Among those 

22, only two focused on older people (a Korean and 
a Taiwanese scale). Therefore, the review revealed 
that, while there are validated tools for this target in 
clinical settings, none exist for the general older adult 
population. The review also highlights the European 
Health Literacy Survey Questionnaire (HLS-EU-Q), 
in its various versions, as one of the most widely used 
instruments in Europe with potential for universal 
application. Thus, the purpose of our study is to eva-
luate the psychometric properties of the HLS-EU-Q6, 
previously validated in Italian language (14), in a 
sample of older individuals, aged 65 to 69, within the 
PASSI (Progressi delle Aziende Sanitarie per la Salute 
in Italia) surveillance system, in Tuscany.

Materials and Methods

Since 2008, PASSI has been collecting data on 
the prevalence of some major modifiable risk factors 
among the adult population living in Italy (15-17). This 
system involves Local Health Units (LHUs) under the 
supervision and coordination of the Italian National 
Institute of Health, known as the Istituto Superiore di 
Sanità (ISS), that ensure technical-scientific support 
and methodological rigor in every phase of the survey. 
PASSI implements the “behavioral risk factor surveil-
lance” (BRFS) model, developed by the US Centers 
for Disease Control and Prevention (18).

The BRFS approach focuses on near-continuous 
data collection and aims to support health promotion 
and public health decision-making by providing rele-
vant information on behavioral risk factors. To gather 
this information, a standardized questionnaire is used, 
consisting of over one hundred questions grouped into 
12 modules. These modules investigate the lifestyles 
of adults aged 18 to 69 and their adherence to preven-
tive measures and programs. 

Over the years, additional modules have been 
proposed by various regions or institutions such as 
ministries or universities to address specific public 
health information needs. One such example is the 
introduction of a module to measure HL in 2017 
(19,20). This module was added to the core PASSI 
questionnaire administered to the Tuscan population, 
building on experiences from other countries with 
similar surveillance systems or health surveys.

The inclusion of the HL module reflects the 
growing importance of HL in addressing public 
health challenges. By collecting data on HL levels, 
PASSI can provide valuable insights into the popula-
tion’s ability to access, understand, and utilize health 
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information. This data can inform the development of 
targeted health promotion strategies and interventions 
to improve health outcomes in Italy.

Study population, sampling criteria and data 
collection

Data was collected between 2017 and 2019 from 
a population-based sample of the PASSI system 
in Tuscany. In each participating LHU, a monthly 
random sample was drawn from the list of residents 
aged 18 to 69, stratified by gender and age to be pro-
portional to the distribution in the general population. 
Exclusion criteria were unavailability of a phone 
number, inability to communicate in Italian, and being 
institutionalized during the survey period. 

Once the sample had been selected, individuals 
were sent a letter outlining the purpose of the sur-
veillance system and personal data processing. The 
letter invited individuals to provide the phone number 
where they wished to be contacted to schedule the 
interview or, alternatively, to express their refusal to 
participate. Trained personnel from the public health 
departments of each LHU conducted the interviews, 
with the option to use the CATI (computer-assisted 
telephone interview) method. To ensure contact, a 
minimum of six attempts were made on different days 
of the week, including weekends, and at various times 
throughout the day. If a person could not be reached, a 
replacement from the same gender and age group was 
randomly chosen. Since the interviews were conduc-
ted by phone, obtaining and storing the consent for 
personal data processing was not feasible. Afterward, 
the data were anonymized and electronically stored in 
a national database, and interviews conducted throu-
ghout each calendar year were then compiled into an 
annual dataset.

Measures
Data collection included socio-demographic deter-

minants, such as gender (male or female), age, which 
we categorized as “adults” (18-64 years) and “young 
seniors” (over 65 years), education level, which was 
dichotomized into “low” (secondary school diploma 
or lower) and “high” (high school diploma or higher). 
Nationality (Italian or foreign) and occupational status 
were also recorded, with the latter divided into three 
categories: employed, looking for work, and inactive. 
Finally, financial status was assessed by asking respon-
dents about their ability to manage personal or familial 
financial resources at the end of the month; responses 
were grouped into “good” (comprising “very easily” 
and “quite easily”) and “poor” (consisting of “with 

some difficulties” and “with many difficulties”) for 
analytical purposes.

The HL level of participants was assessed using 
the HLS-EU-Q6, a shortened version of the HLS-EU-
Q47 questionnaire, developed by selecting 6 items and 
already used both in general and specific populations 
(14,21). The HLS-EU-Q6 is a self-reported tool with 
Likert-type responses, where participants indicate 
their perceived ease or difficulty in understanding 
(item 1), appraising (item 2), accessing (item 3) 
health-related information and applying (item 4,5,6) 
the knowledge gained to address or solve a health 
problem. The response options are: “very easy,” “fai-
rly easy,” “fairly difficult,” and “very difficult.” Each 
response option is assigned a score: “very easy” = 
4, “fairly easy” = 3, “fairly difficult” = 2, and “very 
difficult” = 1. Response of “don’t know” or refusal to 
answer was recorded as missing, as suggested by other 
authors (22,14). To calculate the final scale score for 
each participant, the mean value of their responses is 
computed. The scale score can range from 1 to 4, with 
higher scores indicating better HL. To be included in 
the analysis, respondents had to answer at least five 
of the six items. Based on the final scale scores, the 
following levels of HL are defined: Inadequate HL (1 
≤ x ≤ 2); Problematic HL (2 < x < 3); Sufficient HL 
(3 ≤ x ≤ 4).

Statistical analysis
We divided our sample into 2 subgroups: the first 

consisting of adults aged 18-64 and the second consi-
sting of young seniors aged 65-69. For each subgroup 
we proceeded with the HLS-EU-Q6 scale evaluation. 
First, we performed item analysis to examine the di-
stribution of the responses, determine the percentage 
of missing items (that is, a proxy of item difficulties 
and comprehensibility) and assess the presence of 
ceiling or floor effects (i.e., limits in variability due to 
an excess of at least 20% of responses in the highest 
or lowest category, respectively). Second, we tested 
reliability using Cronbach’s α. Third, we explored 
the dimensional structure of the HLS-EU-Q6 using 
confirmatory factor analysis (CFA). Three models 
were fitted: a one-factor model, a three-factor model 
according to the 3 domains of the HLS-EU-Q6 - he-
alth promotion (items 1 and 2), disease prevention 
(items 3 and 4) and health care (items 5 and 6) - and 
a two-order model theorized by Pelikan et al. (23). Fit 
indices used included the comparative fit index (CFI) 
and Tucker-Lewis index (TLI), with a good fit indi-
cated by values >0.95, a poor fit by values <0.90, and 
acceptable fit falling between these thresholds. The 
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root mean square error approximation (RMSEA) was 
also used, with a good fit indicated by values <0.06, 
a poor fit by values >0.10, and an acceptable fit by 
values in between (24). Finally, to assess the conver-
gent and discriminant validity of the HLS-EU-Q6, a 
multivariate logistic regression model was created for 
each subgroup to investigate predictors of inadequate 
HL levels. According to literature, lower HL was 
expected to be predicted by lower education levels, 
poorer perceived financial situations, unemployment, 
and foreign nationality (25-27). For each analysis, an 
alpha level of 0.05 was considered significant.  The 
analyses were conducted using STATA 18 Now.

Results 

Sample description
A total of 11,000 subjects were interviewed by 

PASSI Surveillance System in the Tuscany region. Of 
these, 9,654 were aged 18-64 (49.04% male; 42.17% 
with poor economic status; 28.01% with low educa-
tional attainments; 28.55% not employed; 7.52% with 
foreign citizenship) and 1,080 were aged 65 and older 

(51.36% male; 41.23% with poor economic status; 
53.76% with low education level; 2.22% with foreign 
citizenship). Both age groups had comparable levels 
of HL. Specifically, 64.21% of adults and 56.51% of 
young seniors had sufficient HL, 27.49% and 30.21% 
faced problematic HL and 8.30% and 13.28% had 
inadequate HL, achieving a total average score of 2.07 
(SD 0.53) and of 2.21 (SD 0.56), respectively (Table 
1). Considering the mean HL scores within each 
domain - healthcare, disease prevention and health 
promotion - similar values were observed between 
the two groups: 2.04, 2.16 and 2.03 respectively in 
the adult group and 2.11, 2.32 and 2.19 in the young 
senior group. 

Item analysis
Table 2 reports the item responses. The percentage 

of missing responses ranged from 3.21% to 8.66% 
for adult respondents, and from 4.54% to 11.85% 
for young seniors. For both subgroups, the highest 
percentage of missing values was for the third item: 
“Find information on how to manage mental health 
problems like stress or depression”. Neither ceiling 
nor floor effects were observed.

Table 1 - Sample characteristics.

  Age (years)

Variables 18-64 (N=9,654) 65+ (N=1,080)

% CI % CI

Gender        

Male 49.04 48.63 - 49.46 51.36 48.71 - 54

Female 50.96 50.54 - 51.37 48.64 46.0 - 51.29

Education

High 71.99 71.08 - 72.88 46.24 43.24 - 49.26

Low 28.01 27.12 - 28.92 53.76 50.74 - 56.76

Nationality

Italian 92.48 91.91 – 93.0 97.77 96.63 - 98.53

Foreign 7.52 6.99 - 8.09 2.22 1.47 - 3.37

Financial status

Poor 42.17 41.16 - 43.18 41.23 38.26 - 44.26

Good 57.83 56.82 - 58.84 58.77 55.74 - 61.74

Employment status

Employed 71.45 70.57 - 72.32 14.44 12.45 - 16.69

Looking for work 7.68 7.16 - 8.23 0.57 .25 - 1.23

Inactive 20.87 20.08 - 21.67 84.99 82.71 - 87.01

Health Literacy

Inadequate 8.3 7.73 – 8.9 13.28 11.24 – 15.62

Problematic 27.49 26.55 – 28.46 30.21 27.34 – 33.25

Sufficient 64.21 63.18 – 65.22 56.51 53.3 – 59.66
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Table 2. Percentages of item responses for HLS-EU-Q6. 

Domains ITEM
18-64 (n. 9654) 65+ (n. 1080)

Very 
difficult

Fairly 
difficult

Fairly 
Easy

Very 
easy

Missing
Domain 

mean
Very dif-

ficult
Fairly 

Difficult
Fairly 
Easy

Very 
easy

Missing
Domain 

mean

Health pro-
motion

1 .  U n d e r -
stand infor-
m a t i o n  i n 
the media on 
how to get 
healthier?

16.88 64.59 12.45 2.86 3.21 2.03 10.19 61.76 17.59 4.63 5.83 2.19

2. Find out 
about acti-
v i t ies  tha t 
are good for 
your mental 
well-being?

16.05 59.96 14.91 3.19 5.89 10.28 57.59 18.80 5.74 7.59

D i s e a s e 
prevention

3. Judge if 
the informa-
tion on he-
alth risks in 
the media is 
reliable?

11.90 59.70 20.39 4.11 3.91 2.16 7.50 53.24 25.46 6.57 7.22 2.32

4. Find in-
formation on 
how to mana-
ge mental he-
alth problems 
like stress or 
depression? 

11.87 56.69 18.41 4.37 8.66 6.76 52.31 22.69 6.39 11.85

Healthcare

5. Use infor-
mation the 
doctor gives 
you to make 
d e c i s i o n s 
about your 
illness?

17.03 64.35 12.40 2.21 4.02 2.04 14.26 64.07 14.44 2.69 4.54 2.11

6 .  J u d g e 
w h e n  y o u 
may need to 
get a second 
opinion from 
another doc-
tor? 

14.46 58.06 18.07 3.41 6.01 11.67 58.61 19.07 4.07 6.57

Reliability and confirmatory factor analysis (CFA)
Cronbach’s alpha coefficients for the adult and 

young senior questionnaires were calculated to assess 
internal consistency, yielding values of 0.88 and 0.89, 
respectively (Table 3). These results indicate a high 
level of reliability for both subgroups.

The results indicated that for both subgroups, the 
three-factor model provided a better fit to the data 
than the unidimensional model (Table 4). However, 
computational issues (specifically, a non-positive in-
formation matrix) precluded a reliable assessment of 

fit indices for the two-order CFA model.
According to the multivariate logistic regres-

sion analysis, both subgroups with good economic 
status and higher education levels had significantly 
lower adjusted odds ratios for inadequate HL levels. 
Conversely, being a foreign citizen significantly 
increased the likelihood of having inadequate HL. 
Additionally, in the 18-64 population, being female 
reduced the likelihood of inadequate HL, while being 
unemployed or retired increased the likelihood of 
having an inadequate HL (Table 5). 
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Table 3 - Reliability by item and age group.

18-64 65+

  Cronbach’s Alpha Covariance Cronbach’s Alpha Covariance

Test (all items) 0.88 0.25 0.90 0.29

Excluded Item 1. Understand 0.86 0.26 0.88 0.29

  2. Find out 0.86 0.25 0.88 0.28

  3. Judge 0.86 0.25 0.88 0.28

  4. Find 0.85 0.24 0.87 0.27

  5. Use 0.87 0.27 0.89 0.30

  6. Judge a second opinion 0.87 0.26 0.89 0.30

Table 4 - Fit statistics of the confirmatory factor analysis.

Fit Statistics 18-64 65+

1 Factor Model 3 Factors Model 1 Factor Model 3 Factors Model

Chi2 1837.168 808.678 238.688 63.433

RMSEA (90% CI)
0.157

(0.151-0.163)
0.127 

(0.120-0.130)
0.171 

(0.152-0.190)
0.105

(0.082-0.129)

SRMR 0.047 0.026 0.050 0.020

CFI 0.929 0.969 0.929 0.982

TLI 0.882 0.922 0.881 0.956

Table 5 - Multiple logistic regression analysis: association of sociodemographic factors with inadequate HL.

Variables 
18-64 65+

Adjusted Odds Ratio P [95% Conf. Interval] Adjusted Odds Ratio P [95% Conf. Interval]

Gender        

Female 0.79 0.00 0.67 0.93 1.02 0.90 0.69 1.50

Financial status

Good 0.39 0.00 0.33 0.47 0.49 0.00 0.33 0.74

Employment status

Unemployed 1.30 0.04 1.00 1.67 2.82 0.28 0.42 1.90

Inactive/retired 1.29 0.00 1.07 1.56 1.35 0.32 0.73 2.51

Education

High 0.52 0.00 0.44 0.61 0.57 0.01 0.37 0.88

Nationality

Foreign 3.24 0.00 2.64 3.99 3.89 0.00 1.46 10.35
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Discussion

The psychometric properties of measurement to-
ols are generally sample- and population-dependent 
(28). Given the absence of a psychometric evaluation 
of the HLS-EU-Q6 among seniors, this study aimed 
to demonstrate its suitability and applicability for 
use in this specific population from a public health 
perspective.

According to our findings, in the two age groups: 
(i) HL levels differed but not by a large margin; (ii) 
the distribution of responses and the psychometric 
properties of the HLS-EU-Q6 (structural model, re-
liability, convergent, and discriminant validity) were 
largely similar between the two groups, with few 
exceptions.

Particularly, while neither group showed a ceiling 
or floor effect, the percentage of missing items was 
slightly higher in the young senior group. In line with 
the results of the EU survey (29) and other studies 
(14,30), one of the items related to mental health 
(“Find information on how to manage mental health 
problems like stress or depression?”) showed the hi-
ghest percentage of “don’t know/ refuse” responses 
in both age groups. This could be due, in part, to re-
spondents’ unfamiliarity with mental health problems 
and, on the other hand, to the stigma still associated 
with these conditions, which induces people to keep 
them hidden for fear of judgment (31). The HLS

19
 

International Report of Measuring Population and 
Organizational Health Literacy (M-POHL) network 
identified a specific recommendation on this issue 
(Recommendations 6), in fact “Supporting mental 
HL in the fields of promotion and prevention may 
help reduce the burden of disease in this field. Mental 
HL around treatment may encourage people to seek 
treatment in a timely way and add to the effectiveness 
of services” (29).

Particularly, the HLS-EU-Q6 showed good internal 
validity in both subgroups with a Cronbach’s alpha of 
0.90 for young seniors and 0.88 for adults. This was in 
line with the original scale (21) and other validation 
studies conducted in Europe, which reported values 
between α = 0.80 and α = 0.98 (14,32-38).  

In both subgroups, CFA suggested that the three-
factor structure, comprising health promotion, disease 
prevention and healthcare domains, fit better than the 
unidimensional model. However, we were unable to 
estimate the fit of a two-order CFA model, theorized 
by Pelikan et al. (23), due to computational issues.

Concerning HL levels, our results are in line with 
those of other studies conducted in Europe that used 

the HLS-EU-Q16 to measure HL in the general popu-
lation. For example, in Poland, results from a research 
in a nationally representative sample of the Polish 
general adult population (18 years or older) showed 
that 10.2% had inadequate HL, 34.4% had problematic 
HL, and 55.4% had a sufficient level of HL (39). In 
Romania, findings from a similar sample “show that 
most of the participants (59.2%) have a sufficient le-
vel of HL, while 33.2% have a problematic level and 
7.5% an inadequate level of HL” (30). A large study 
conducted in Denmark among adults aged ≥25 years 
reported 60.9% sufficient HL, 30.9% problematic HL 
and 8.2% inadequate HL (40). As expected, a higher 
percentage of inadequate HL level can be observed in 
the young senior group (13.3% vs 8.3%), despite their 
age being relatively close to the adult group. Research 
indicates that older adults often exhibit lower HL 
levels (41,42). Cognitive decline, prevalent in older 
populations, further exacerbates this issue, as it is a 
key factor driving the inverse relationship between 
age and HL (42). A 2018 German study (43), using 
HLS-EU-Q47 to investigate HL among older adults 
(aged 65 years or above), stratified by age groups, 
showed that inadequate HL was nearly three times 
more prevalent in the oldest age group, consistent 
with our findings.  Additionally, older adults are at a 
higher risk of inadequate HL due to factors such as 
education and socioeconomic status (44).

As described in the European survey (9), confirmed 
in the HLS

19
 (29), and reported in other key studies 

(45), a social gradient for HL exists and has also been 
observed in our study, confirming the external validity 
of the HLS-EU-Q6 for both age subsets. However, we 
found differences regarding gender and employment 
status. A significant positive association between HL 
and female gender was observed in the adult group 
but not in the young senior group. Women were less 
likely to have limited HL, which is consistent with 
the HLS

19
 findings, where “men tend to have slightly 

lower health literacy”. However, other studies have 
found no significant gender differences in HL (9,46-
49), and the relationship between gender and HL re-
mains a topic of debate. Consequently, it is difficult to 
explain these results, and we currently lack a theory to 
interpret them. Finally, regarding employment status, 
logistic regression analysis showed that being inac-
tive or unemployed were positively associated with 
limited HL, though this association was only statisti-
cally significant in the adult group. This is somewhat 
expected due to the differences in the job market 
between younger and older adults. While employment 
can significantly influence the socioeconomic status 
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of an adult (50), for seniors, being employed loses 
its predictive significance (51). Based on the results 
of this study, we can conclude that the HLS-EU-Q6 
instrument is suitable for measuring health literacy in 
the general older population belonging to the 65-69 
age group. 

The main limitation of this study is the age range of 
the young senior sample, which includes individuals 
aged 65 to 69 years (as the PASSI system covers a 
population aged 18 to 69 years). This range focuses 
on older adults who are generally in good health 
and-hopefully-in a pre-fragility stage, where health 
promotion interventions are still feasible. Future 
research should explore the instrument’s validity in 
older segments of the population.

The study’s main strength is its large, representa-
tive sample of the Italian population, along with its 
rigorous study design.

Conclusions

The results of the study provide initial support 
for the validity and reliability of the HLS-EU-Q6 
questionnaire among Italian older adults. Although 
the sample size is relatively large, it is not fully repre-
sentative of the entire older population, due to the age 
limit of 69 years; therefore, further research is needed 
to confirm these findings. For instance, integrating this 
HL module into the PASSI d’ARGENTO surveillance 
system (52), which includes individuals aged 65 and 
older but does not currently assess this dimension, 
would facilitate broader generalization of the results. 
Assessing health literacy is crucial for understanding 
the needs of both the general and vulnerable popula-
tion subgroups, identifying their potential difficulties 
in interacting with health services, while providing 
information to design-and-plan-appropriate health 
interventions.
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Riassunto

Misurare l’alfabetizzazione sanitaria negli anziani: validazione 
dello European Health Literacy Survey Questionnaire 6 nel 
campione toscano di PASSI

Introduzione. La transizione demografica ha portato a un au-
mento della popolazione anziana, con un conseguente incremento 
di individui con comorbilità e ridotta autosufficienza. Bassi livelli di 
alfabetizzazione sanitaria sono associati a esiti negativi per la salute, 
soprattutto tra i gruppi vulnerabili (come gli anziani). Migliorare 
l’alfabetizzazione sanitaria attraverso programmi mirati è fonda-
mentale per migliorare l’autogestione delle condizioni croniche. 
Attualmente, in Italia non esistono strumenti validati per misurare 
l’alfabetizzazione sanitaria nella popolazione anziana italiana, per-
tanto lo scopo di questo studio è validare il Questionario 6 per la 
Sorveglianza Europea dell’Alfabetizzazione Sanitaria in un campione 
di anziani toscani. 

Disegno di studio. Trasversale.
Metodi. Il campione è stato selezionato dal sistema di sorveglianza 

“Progressi delle Aziende Sanitarie per la Salute in Italia” nel triennio 
2017-2019. Per validare la scala sono stati utilizzati l’analisi degli 
item, l’alfa di Cronbach e l’analisi fattoriale confermativa. Inoltre, 
sono state analizzate le associazioni tra livelli di alfabetizzazione 
sanitaria e caratteristiche socio-demografiche.

Risultati. Sono stati intervistati 11.000 soggetti, di cui 1.080 (10%) 
di età compresa tra 65 e 69 anni. L’alfa di Cronbach è risultata pari a 
0,89. Tra gli anziani, la percentuale di risposte mancanti variava dal 
4,54% all’11,85%, con il quarto item che mostrava la percentuale più 
alta di valori mancanti. L’analisi fattoriale confermativa ha rivelato 
che il modello a tre fattori mostrava un miglior adattamento ai dati 
rispetto al modello unidimensionale. Risultati simili sono emersi 
nella popolazione di 18-64 anni. In entrambi i gruppi, le persone 
con difficoltà economiche o con un basso livello di istruzione erano 
maggiormente a rischio di avere un livello inadeguato di alfabetiz-
zazione sanitaria. Inoltre, nel gruppo 18-64 anni, il sesso femminile 
riduceva la probabilità di un livello inadeguato di alfabetizzazione 
sanitaria, mentre essere inattivi/pensionati o stranieri ne aumentava 
la probabilità.

Conclusioni. Lo studio fornisce evidenze preliminari a supporto 
della validità e  dell’affidabilità del Questionario 6 per la Sorveglianza 
Europea dell’Alfabetizzazione Sanitaria, per valutare l’alfabetizza-
zione sanitaria nella popolazione anziana italiana. Sono necessarie 
ulteriori ricerche per confermare questi risultati, in particolare su 
campioni di individui di età superiore ai 69 anni. 
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