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Resumo Alargado 

 

Uma baixa literacia em saúde está relacionada com piores outcomes de saúde; pior uso 

de serviços; menor adesão terapêutica e o cumprimento incorreto de planos terapêuticos. 

Neste estudo foi aplicado um questionário a uma amostra de 40 idosos com uma idade 

igual ou superior a 65 anos, sem déficits cognitivos/auditivos, residentes de Estruturas 

Residenciais Para Idosos (NHs) em duas cidades no sul da Europa.   

Esta investigação teve como objetivo analisar o conhecimento dos participantes acerca 

das suas patologias e medicação; avaliar a capacidade dos participantes classificarem 

corretamente o seu nível de conhecimento acerca das suas patologias e medicação; 

definir quais os principais obstáculos para uma melhor literacia dentro das NH; 

classificar a perceção dos residentes acerca dos seus médicos de família (GPs) como 

agentes promotores de literacia e averiguar se estes abordam os temas de exercício físico 

e nutrição no decorrer das suas consultas.  

Os participantes tinham, em média, 5.45 patologias, 9.3 prescrições e 11.4 comprimidos 

consumidos diariamente. Os participantes falharam em reportar as suas patologias de 

forma significativa (p<0.001), reportando 2.7 patologias em cada 10. Os participantes 

não evidenciaram um desconhecimento significativo da quantidade de comprimidos que 

consumiam (p=0.189), no entanto, participantes que consumiam menos de cinco 

comprimidos ou mais de dez falharam em reportar, de forma estatisticamente 

significativa (p<0.001), o nome e/ou funcionalidade da sua medicação. Por cada 10 

comprimidos consumidos diariamente a amostra reportou que consumia 8.7 

comprimidos, sendo capaz de nomear/explicar a funcionalidade de 3.3.  

Verificou-se que uma explicação “má” ou “muito má” por parte dos GPs acerca da 

medicação, uma explicação “razoável” dos GPs acerca das patologias, ser do sexo 

masculino, ter um maior número de patologias no registo clínico, e consumir uma maior 

quantidade de comprimidos diariamente afetou de forma significativa a percentagem de 

erro dos participantes ao reportarem a funcionalidade da sua medicação. Os residentes 

não conseguiram classificar corretamente o seu nível de conhecimento, não tendo sido 

encontrada uma associação estatisticamente significativa entre a perceção do 

conhecimento (relativo às patologias (p=0.737) e medicação (p=0.267)), e o 

conhecimento real dos participantes. Os residentes apresentaram problemas de 

comunicação com as equipas médicas e a sua falta de autonomia como os principais 

fatores limitantes da sua literacia. Os participantes classificaram a explicação dos seus 

médicos, acerca das suas patologias e medicação, de forma maioritariamente razoável ou 

positiva. Porém, a explicação de efeitos secundários foi classificada de forma 
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predominantemente negativa. Por fim, verificou-se a desvalorização de certas condições 

de saúde pelos GPs e que nutrição é um tema pouco abordado durante as consultas 

(sendo que 70% dos participantes reportaram nunca terem discutido o tópico com o seu 

GP). Em contraste, apenas 22.5% dos participantes reportaram nunca ter discutido o 

tópico de exercício físico com o seu GP.   

Em suma, esta investigação demonstra que existe um baixo nível de literacia nas NH e 

realça a necessidade de desenvolver iniciativas para combater este déficit. Identificámos 

a necessidade de capacitar GPs com melhores estratégias de comunicação, de promover 

a autonomia de residentes em NHs, de evitar sobremedicar residentes, e de evitar 

mudanças frequentes das prescrições e/ou do formato/cor da medicação prescrita.  

Complementarmente, alertamos que profissionais de saúde estão a desvalorizar certas 

condições de saúde como ansiedade, depressão, insónia, pré-obesidade e obesidade. 

Estes profissionais devem ficar cientes destes lapsos, diagnosticar os seus pacientes, 

registar estes diagnósticos nos registos médicos, e medicar adequadamente. Por fim, 

destacamos a necessidade de habilitar e incentivar profissionais de saúde a abordar 

nutrição durante as suas consultas. 
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Literacia em Saúde; Estruturas Residenciais para Idosos; Medicina Geral e Familiar; 

Idosos; Comunicação em Saúde; Autonomia.  
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Abstract 

 

Objective 

To assess health literacy (HL) levels in nursing homes (NHs) from two cities in the south 

of Europe; to determine the main challenges for better HL; and to evaluate the 

perception of general physicians (GP) within NHs.  

 

Methods 

Observational and descriptive study with an analytical component of the geriatric 

population residing in NHs. Data was collected in person via questionnaire, categorized 

in Excel and analysed using SPSS v.28. 

 

Results 

NH residents showed inadequate knowledge of their diseases and medications. 

Participants were not able to correctly estimate their HL level.  Communication problems 

and lack of resident autonomy were identified as the biggest challenges to HL. Residents’ 

GPs were appraised mostly “positively” or “fairly”, apart from their ability to explain drug 

side effects and on how often they discussed nutrition during their appointments.  Lastly, 

we found that conditions such as anxiety, depression, insomnia, pre obesity, and obesity 

were underreported by GPs. 

 

Conclusion 

NH residents are not properly informed about their diseases and therapeutic plans, and 

they point to physician patient communication issues and lack of autonomy as the main 

limiting factors.  

 

Practice implications 

We emphasise the need for HL campaigns, autonomy promotion within NHs, and 

healthcare provider communication training. 

 

 

Keywords 

 

Health Literacy; Residential facilities; General Practice; Aged; Health Communication; 

Autonomy.  



 

xiii 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

Folha em branco 

 

 

 

 

 

 

 

 

 

 



 

xiv 

 

Table of Contents  

 
Dedicatória………………………………………………………………………………….…………………… v 

Agradecimentos…………………………………………………………………………………………….. vii 

Resumo Alargado……………………………………………………………………….………………….. ix 

Abstract………………………………………………………………………………………………………….. xii 

List of Figures…………………………………………………………………………….…………………. xvi 

List of Tables………………………………………………………………………………………………… xviii 

List of Abbreviations……………………………………………………………………………………… xx 

1.Introduction…………………………………………………………………………………………………..  1 

2.Methods…..……………………………………………………………………………………….……………  2 

 2.1 Study design………………………………………………………………………………………... 2 

 2.2 Sample………………………………………………………………………………………………..  2 

 2.3 Data collection…………………………………………………………………………………….. 2 

 2.4 Assessment of disease and medication knowledge……………………………………  3 

 2.5 Perception of health literacy and general practitioners’ communication 

skills…………………………………………………………………………………………………………………… 3 

 2.6 Data analysis…………………………………………………………………………………….…. 3 

3.Results…………………………………………………………………………………………………………… 4

 3.1 Sociodemographic characterization of the sample…………………………..……….. 4 

 3.2 Assessment of disease knowledge………………………………………………….…….…  4 

 3.3 Assessment of medication knowledge…………………………………………….………. 5 

 3.4 Resident’s health literacy perception……………………………………………………… 7 

 3.5 Perception of general practitioners’ communication skills……………………….. 9 

4.Discussion and conclusion…………………………………………………………………………. 10 

 4.1 Discussion…………………………………………………………………………………………. 10 

 4.2 Conclusion………………………………………………………………………………………… 12 

 4.3 Practice Implications………………………………………………………………………….. 12 

5.Study limitations…………………………………………………………………………………………. 13 

7.References……………………………………………………………………………………………………  14 

8.Appendixes………………………………………………………………………………………………..... 18 

 8.1 Appendix I………………………………………………………………………………………….  19 

 8.2 Appendix II………………………………………………………………………………..……..  20 

 8.3 Appendix III…………………………………………………………………………………..….. 21 

 8.4 Appendix IV………………………………………………………………………………………. 25 

  



 

xv 

 

 

 

 

 

 

 

 

 

 

 

 

Folha em branco 

 

 

 

 

 

 

 

 

 

 



 

xvi 

 

List of Figures 

 

Figure 1. Research project flowchart  

 

Figure 2. Real and reported diseases by the sample. 

 

Figure 3. Real and reported number of pills consumed by the sample.  

 

Figure 4. Participants' perception of limiting factors to a better understanding of their 

diseases. 

 

Figure 5. Participants’ perception of limiting factors to a better understanding of their 

medication.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

xvii 

 

 

 

 

 

 

 

 

 

 

 

 

Folha em branco 

 

 

 

 

 

 

 



 

xviii 

 

List of Tables 

 

Table 1. Multiple linear regression of the participants' error percentage when 

reporting medication purpose. 

 

Table 2: Participants’ perception regarding their own knowledge and their GP’s 

performance  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

xix 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Folha em branco 

 

 

 

 

 

 

 

 

 



 

xx 

 

List of Abbreviations 

 

ADLs  Activities of Daily Living 

BMI  Body Mass Index 

ECOSOC United Nations Economic and Social Council 

EU  European Union  

GP  General Practitioner 

HL  Health Literacy 

HLS EU European Health Literacy Study 

MMSE  Mini Mental State Examination  

NH  Nursing Home 

PT  Portugal  

WHO  World Health Organization                           

 

  



 

xxi 

 

 

 

 

 

 

 

 

 

 

 

 

 

Folha em branco 

 

 

 

 

 

 

 

 

 

 

 



 

1 

 

1.Introduction  

Health literacy (HL) is an ever-evolving concept broadly defined by the World Health 

Organization (WHO) as “the ability of individuals to “gain access to, understand and use 

information in ways which promote and maintain good health” for themselves, their families and 

their communities”. [1] HL is a highly relevant and pertinent subject. Such was emphasised by the 

United Nations Economic and Social Council (ECOSOC) in a 2009 ministerial declaration which 

highlighted the importance of HL, calling for the development of initiatives for its promotion.[2] 

Worldwide, HL does not seem to be evenly distributed. A 2015 study by the European health 

literacy survey (HLS EU) studied individuals 15 years and older in eight European countries and 

found substantial variability of HL between countries. While the Netherlands sample had a 

prevalence of 28.7% of “inadequate or problematic” HL, Bulgaria had a prevalence of 62.1%. Apart 

from nationality, low socioeconomic status, low education levels and old age were also found to 

be risk factors for lower HL.[3] Another 2017 study found that 72.9% of the general Portuguese 

population has “limited” HL. [4] Portugal (PT) has a geriatric population (22.1%) above the 

European Union (EU) average (20.6%) and a fertility rate (1.4) lower than the EU average (1.5) 

[5]. This sizable geriatric population paired with a declining youth is leading to the country’s 

overall aging, [6] This aging process, common across Europe,[7] emphasises the need to further 

study HL within this population. Lower HL is correlated to worse health outcomes, [8-11] worse 

use of services, [8-10] lower therapeutical adhesion [9-13] and greater therapeutic plan errors. [9-

11] The geriatric population, due to its lower education level and higher comorbidity rates, is 

especially prone to not fully understand their healthcare providers, leading to lower HL rates. 

[4,9,14-15] However, despite the established importance of HL, healthcare providers continue 

having trouble to correctly estimate their patients’ HL levels, frequently overestimating it. [16-17] 

Moreover, patient provider communication issues continue to be an extremely common finding 

despite effective communication having been established as an essential tool to improve HL and 

optimizing health outcomes. [10,18] 

It seems clear that the correlation between HL and health outcomes, the lack of effective patient 

provider communication, and the vulnerability of the growing geriatric population calls for in 

depth investigation. Therefore, we aim to investigate HL levels within nursing homes (NH), to 

determine what NH residents identify as the greatest challenges to better HL and to assess how 

residents evaluate their healthcare providers.  

 

 

 

 

 



 

2 

 

2.Methods 

2.1 Study design 

The present study focused on NH residents from two south European cities. The research went 

through five phases, as shown in Fig.1.  

 

Fig.1. Research project flowchart  

 

From the seven contacted NHs, three participated in the study, three had no individuals with all 

inclusion criteria and one did not respond.  

 

2.2 Sample  

Inclusion criteria included: age equal to or greater than 65 years, absence of cognitive deficits 

according to the “Folstein Mental State Examination (MMSE)” [19] and absence of hearing 

deficits. Absence of cognitive and auditory deficits were set as inclusion criteria to ensure that any 

lack of HL levels derived from the participant's lack of information and were not the result of 

cognitive or auditory deterioration. All participants read, understood, and signed the informed 

consent form. 

 

2.3 Data collection  

All questionnaire questions were asked verbally and in person (between May and July 2022) and 

the respective answers were recorded in a GoogleForms file. This data was later transferred to an 

Excel and SPSS v.28 document where data processing was carried out. 
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2.4 Assessment of disease and medication knowledge  

Participants were asked to name all their diseases and current medications. Answers were only 

accepted and registered if the participants named and/or adequately described their diseases and 

if they named and/or adequately described the purpose of their medication. Once the 

questionnaire was completed the answers were compared to the NHs’ databases. Disease 

databases were further completed by assessing each participant’s medications and discussing the 

prescription with the NH’s healthcare team. Participants were asked exclusively about current 

diseases. The researchers included both “disease” and “health issue” in the questionnaires to get 

as much information from the residents as possible and to determine if participants made any 

distinction between the two terms. Aside from reporting the name and purpose of their 

medication, residents were asked how many times a day they used each individual drug. Drugs 

were categorized and registered in accordance with the legal denomination. [20] 

 

2.5 Perception of health literacy and general practitioners’ 

communication skills  

Participants were asked to rate their own knowledge (regarding their medication and diseases) 

and to rate their general practitioners’ (GP) communication skills (when explaining their diseases, 

medication, and medication side effects) as "very bad", "bad", "fair", “good” or “very good”. It was 

further asked which (if any) factors could be limiting their knowledge and if their GPs discussed 

nutrition and physical activity during their appointments.  

 

2.6 Data analysis   

The variables were categorized in Excel and analysed using SPSS v.28. They were described using 

absolute frequencies and percentages. McNemar's test was performed to determine whether there 

were significant differences between the reported number of diseases and the real number in the 

NH database. The McNemar Bowker test and pairwise comparisons in McNemar’s test with 

Bonferroni correction were performed to determine whether there were significant differences 

between the total number of consumed pills every day and the reported amount, and between the 

total number of consumed pills and the number of pills which the participants were able to name 

or explain the purpose of. To perform the test, medication was organized into the categories “zero 

to four pills”, “five to nine pills” and “10 or more pills”, corresponding to the definitions of “non 

polymedication”, “polymedication”, and “major polypharmacy”.[21] Quantitative variables were 

described by means and standard deviations. A multiple linear regression was created for the 

participants' error percentage in reporting their medication. The stepwise method was used with 

significance levels of 5% for inclusion and 10% for exclusion of a variable in the model. The 

assumptions of non-autocorrelation of the residuals and of the model's error being normally 

distributed (verified using the Kolmogorov Smirnov test) were ensured. However, the variance 

was not constant due to the presence of an influential outlier. The results between the model with 

and without the outlier were very similar. As such, it was decided to keep the model with the 
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outlier since there was no justification for the observation to be excluded. Using Fisher Freeman 

Halton’s exact test (the assumptions for carrying out the chi square test of independence were not 

verified) we assessed whether there was an association between the perception participants had 

of their knowledge and their error rate when reporting their diseases and medication purpose. A 

statistical hypothesis test was considered significant whenever the respective proof value (p) did 

not exceed the 5% significance level. Each participant’s knowledge regarding their diseases and 

medication was classified according to an official grading system. [22] 

The study’s independent variables included sex, age, education, time residing in a NH, amount of 

prescribed medication, number of diseases and perceived quality of GPs’ communication skills. 

 

3.Results 

3.1 Sociodemographic characterization of the sample 

Participants were selected from three southern European NHs. Of a total population of 292 

residents, 13.7% met the inclusion criteria. The sample consisted mostly of females (70%, n=28). 

The age varied between 70 and 98 years old, the mean age was 85.25 years. Residents ranged from 

zero years of schooling/illiteracy to 12 years of schooling. The mean schooling level was 3.38 years. 

Participants had been living in a NH, on average, for 4.41 years. 

 

3.2 Assessment of disease knowledge  

Residents had, on average, 5.45 ± 2.16 active diseases. When asked about their diseases, they 

failed to report, on average, 73.25 ± 24.51% of these. In total, the sample reported 27.06% of the 

diseases present in the NH clinical records. No participants named all the diseases in their clinical 

record; 70% failed to report one or more of their diseases and 30% reported none. By using the 

McNemar test, a statistically significant difference (p<0.001) was found between the reported and 

the true number of diseases. Residents reported significantly fewer diseases than they had. 

Additionally, no correlation was found between the error percentage in reporting diseases and the 

independent variables of the study. Fig. 2 presents all the existing diseases in the study sample. 

All diseases that afflicted only one participant were grouped in the “others” category. 
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Fig.2. Real and reported diseases by the sample. 

 

We analysed whether participants distinguished between the term "disease" and "health issue". 

From the 28 participants who reported having a "disease", 10.71% (n=3) added information when 

asked about health issues. 

 

3.3 Assessment of medication knowledge  

On average, participants had 9.25 ± 3.86 prescriptions, and consumed 11.4 ± 5.14 pills daily. 

According to the most consensual definition of polypharmacy (five or more daily drugs), [13,24] 

90% of residents were polymedicated. When asked about the number of daily pills consumed, 

participants answered, on average, with an error of 14.61 ± 15.41%. The sample reported 86.62% 

of all pills consumed. Participants did not show a significant lack of knowledge regarding the 

number of pills consumed daily (p=0.189). When asked about the purpose of each pill, 

participants, on average, were not able to name and/or explain the purpose of 62.52 ± 27.56% of 

them. Moreover, 5% were able to name and/or explain the functionality of all their pills, 87.5% 

were unable to do so for one pill or more and 7.5% for none of their pills. In total, the sample 

reported the name and/or functionality of 32.89% of all prescribed pills. When applying the 

Fisher Freeman Halton exact test, a statistically significant difference was found between the real 

and reported “zero to four pills” category (p<0.001) and the real and reported “10 or more pills” 

category (p< 0.001). The percentage of individuals who reported consuming less than five pills 

(65%) was significantly higher than the actual percentage (7.5%). The percentage of individuals 
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who reported consuming 10 or more pills (2.5%) was significantly lower than the actual 

percentage (60%). The same was not found between the real and reported “five to nine pills” 

category (p=1). All p values were corrected with Bonferroni correction. We investigated which 

variables most significantly affected the participants’ error percentage when reporting their 

medication’s functionality. These results are shown in Table 1 (R=0.799 and R²=0.639). We found 

that when participants classified their GP’s explanation about their medication’s functionality as 

“bad” or “very bad” their error percentage of increased, on average, by 36%; that for each 

additional pill taken daily, the error increased by 1.98%; that by being male the error increased 

by 17.19%; that when participants received a “fair” explanation regarding their diseases, the error 

increased by 23.22%; and that for each additional disease in their clinical record, the error 

increased by 3.4%. 

 

 Coefficientsᵃ  
 Non-standard 

coefficients 
 

Model B t p Value  
5 (constant)  4.298 0.411 0.662 

• “Bad” or “very 
bad” explanation 
of medication’s 
purpose by the 
general physician   

36.002 5.483 <0.001 

• Number of pills 
consumed daily 

1.984 2.992 0.005 

• Male   17.185 2.583 0.014 

• “Fair” disease 
explanation by the 
general physician   

23.218 2.567 0.015 

• Number of 
diseases in each 
participant’s 
clinical record 

3.404 2.210 0.034 

ᵃ Dependent variable: Error percentage when reporting medication’s purpose  
 

Table 1. Multiple linear regression of the participants' error percentage when reporting 

medication purpose. 

 

The pharmacological class of each drug consumed by the sample and the number of pills reported 

in each class are shown in Fig. 3. 
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Fig. 3. Real and reported number of pills consumed by the sample.  

 

3.4 Resident’s health literacy perception   

Participants were asked to rate their knowledge regarding their own diseases and medication. The 

results are shown in Table 2. No statistically significant association was found between the 

participants' perception of their knowledge regarding their diseases and their true disease 

knowledge (p=0.737). Similarly, it was also not possible to find a statistically significant 

association between the residents' perception of their knowledge regarding their medication and 

their true medication knowledge (p=0.267). Participants were asked what reasons, if any, limited 

their knowledge regarding their own diseases and medication. The answers were categorized and 

are shown in fig. 4 and fig. 5. 
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Fig. 4. Participants' perception of limiting factors to a better understanding of their diseases. 

 

Fig. 5. Participants’ perception of limiting factors to a better understanding of their medication.  

 

Poor disease explanation, lack of memory and lack of interest were presented by participants as 

the biggest challenges to a better understanding of their diseases. Likewise, poor explanation of 

medication, lack of medication control and high number of pills were reported as the main 

challenges to a better understanding of the therapeutic plan. 
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3.5 Perception of general practitioners’ communication 

skills  

Participants rated the explanations provided by their GPs regarding their diseases, regarding the 

purpose of their medication and regarding their drugs’ side effects. The answers are shown in 

table 2. Participants rated the explanations given by their GPs as mostly positively or as fair, 

except for the explanation of their prescriptions’ side effects, which had a predominantly negative 

rating. Additionally, 70% of participants reported that their GP had never made any 

recommendations regarding nutrition and 22.5% of participants reported that their GP had never 

made any recommendations regarding physical activity. 

 

 Very 
Bad 

Bad  Fair Good  Very Good  

• Residents’ perceptions 
of their knowledge 
regarding their own 
diseases  

 

2.5% 
(1) 

12.5% 
(5) 

37.5% 
(15) 

32.5% 
(13) 

15% 
(6) 

• Residents’ perceptions 
of their knowledge 
regarding their own 
medication 

12.5% 
(5) 

10% 
(4) 

30% 
(12) 

40% 
(16) 

7.5% 
(3) 

• Residents’ perception 
of the general 
physicians’ 
explanation regarding 
their diseases  

10% 
(4) 

27.5% 
(11) 

12.5% 
(5) 

42.5% 
(7) 

7.5% 
(3) 

• Residents’ perception 
of the general 
physicians’ 
explanation regarding 
their medication   

2.5% 
(1) 

22.5% 
(9) 

30% 
(12) 

40% 
(16) 

5% 
(2) 

• Residents’ perception 
of the general 
physicians’ 
explanation regarding 
their medication’s side 
effects  

52.5% 
(21) 

25% 
(10) 

5% 
(2) 

15% 
(6) 

2.5% 
(1) 

Table 2: Participants’ perception regarding their own knowledge and their GP’s performance  
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4.Discussion and conclusion   

4.1 Discussion  

Our study found that participants had little knowledge regarding their diseases (reporting 2.7 out 

of every 10). The same was observed regarding the name and purpose of the residents’ 

prescriptions. However, participants did not show a significant lack of knowledge regarding the 

number of pills consumed daily (they were able to report 8.7 and name/explain the purpose of 3.3 

in every 10 pills consumed daily). This lack of knowledge concerning prescribed medication 

coincides with a study by Gama et al. (2021) where 674 Brazilian adults over 60 years of age were 

interviewed and inquired about their prescriptions. The study found a high rate of medication 

functionality unawareness; observing that 40.4% of the sample did not know the indication for at 

least one prescription, while 11.6% did not know the indication for any of the prescriptions. [24] 

These findings emphasise the need to empower the geriatric population with knowledge 

concerning their health. However, it can be difficult to identify which elderly people need a higher 

level of intervention. Studies in this area describe how healthcare professionals lack training and 

skills in HL, and how they continue having trouble in correctly estimating the literacy of their 

patients, often overestimating it. [16-17,25-26] This study demonstrated that NH residents also 

overestimate their own literacy levels, presenting as an additional challenge to the correct 

identification of patients in need of intervention. This highlights the need for additional training 

for healthcare professionals, enabling them to correctly identify and educate patients in need. It 

also reaffirms the need for public health campaigns with the aim of increasing the HL of the 

general population. Both approaches have already been proven effective. [25-27] 

Patient provider communication problems continue to be one of the main complaints regarding 

healthcare professionals. [10,18] Our sample corroborated these findings, as “poor explanation” 

was pointed out by participants as the main challenge to a better understanding of their diseases 

and medication. Complementarily, a statistically significant correlation was found between 

participants who reported their GP’s explanations, regarding the purpose of their medication, as 

"bad" or "very bad", and a greater error when reporting the purpose of said medication. 

Additionally, "lack of medication control" was a frequent complaint from residents which, 

alongside complaints of poor explanation of the therapeutic plan and of frequent changes in pill 

format and colour, point to the lack of autonomy of the NH residing geriatric population with 

respect to their therapeutic plan. This highlights how NHs, despite preventing forgetfulness and 

supervising the correct implementation of treatment plans, deprive their residents of some of 

their main tools for knowing their prescriptions, limiting their autonomy, and impairing their 

literacy. Complementary, another study that took place in the same region of our sampled NHs, 

found that in their sample of geriatric participants without apparent cognitive deficits (not 

residing in NHs), 72.8% out of the 320 participants identified their medication through the 

medications’ box, [28] a resource not available to NH residents. This study also found that a 

greater number of diseases in participants’ clinical records, that a higher number of pills 

consumed daily, being male, and a “fair” explanation by the GP concerning diseases were 

correlated to a greater error when reporting the purpose of the consumed medication. In order to 
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promote HL in the NH residing geriatric population, we identified the need to: improve resident 

provider communication, to allow residents greater control over their own medication, to avoid 

overmedication, to avoid frequent prescription changes, and to avoid changing pill format or 

colour. These factors have already been identified, outside a NH context, as essential for 

therapeutic plan management and adherence. [13,28] 

The side effect profile of medications is crucial information. Patients with chronic diseases are 

commonly unaware of the side effects of their medication, affecting therapeutic plan compliance 

and safety. [28-29] In this study, we demonstrated that it continues to exist great dissatisfaction 

with the information given by GPs in this area. This was the area in which GPs were classified the 

worst by the participants.  

We analysed which diseases and prescriptions the participants reported the most. We found that 

diseases with greater impact on activities of daily living (ADLs) such as cataracts, gastritis and 

osteoarticular diseases were reported more significantly than diseases more prevalent in the 

sample but with lesser implications in ADLs (such as hypertension, hypercholesterolemia, 

diabetes). The most common diseases in our sample coincided with results of a study carried out 

by Rodrigues et al. in the same southern European population. [30] With regard to medication, 

residents had a better knowledge of drug classes used in pain relieve and sleep promotion. Of the 

five most reported drug classes, three had this purpose, while the other two were consumed in a 

very small amount, which could lead to a wrong perception of their knowledge. Prescriptions with 

more preventive purposes, such as antihypertensives and antacids/antiulcers, despite being more 

frequently consumed, did not have such high reporting rates. This leads us to believe that 

medications that quickly treat or relieve symptoms will be remembered more significantly by 

consumers. Additionally, “analgesics and antipyretics” are over the counter medications that 

residents can purchase for themselves and consume SOS. By having more control over the 

medication (buying, having the box and determining when to consume it) it may promote its 

knowledge, reinforcing the importance of autonomy and self-determination in HL. 

By analysing the residents’ clinical records and therapeutic plan, we found that some diseases 

were valued more to the detriment of others. Taking into account the high number of pills in the 

category of “anxiolytics, sedatives and hypnotics” (n=45) and “antidepressants” (n=24), and due 

to the fact that there was only a single record of “insomnia”, no reference “anxiety” and only seven 

references to “depression” in the clinical records of the NHs, we can determine that either these 

diseases are undervalued by healthcare providers or that these providers are not identifying the 

respective conditions. A failure to identify these coincides with the literature on the subject. [31-

32] However, even without diagnosing or referencing these conditions in the clinical records, we 

observed that residents continue to be medicated.  

The researchers did not have access to or the possibility to calculate residents’ body mass 

indexes (BMIs). However, there were no records of pre obesity cases (0%) and only four records 

of obesity (10%) in the residents' medical records. These values are far below what would be 

expected for this population (41.8% of pre obesity and 39.2% % obesity). [33] Making us believe 

that there was a great underreporting of “pre obesity” and “obesity” in the NH clinical records. 

Meaning that, even if healthcare professionals are able to identify these issues, they do not value 
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them enough to register them in the residents’ clinical records. It is crucial to fight this 

devaluation, to inform and encourage medical teams to diagnose these conditions, record them 

in the respective medical records and advise/medicate appropriately. This apparent undervaluing 

of participants' BMIs may, in part, explain why 70% of participants reported never having had a 

nutrition discussion with their GP. Various studies describe how a significant number of 

physicians don’t feel comfortable, confident, or prepared to give nutrition advice, ending up not 

doing so. The historical absence of nutrition in medical universities’ curriculum and in residency 

programs seems to contribute to this problem. [34-35] Similarly, lack of training and 

qualification, lack of materials/protocols and lack of confidence in changing behaviours are 

presented as barriers for the prescription of physical activity by GPs. [36-37] However, this study 

found that a high number of participants (77.5%) reported having had conversations with their 

GP on this topic. This might be explained by the participants’ need of physical rehabilitation and 

by the existing physiotherapy initiatives in some of the NHs included in the study. We highlight 

the need to incorporate nutrition and physical activity into the medical curriculum and to 

encourage physicians to carry out this type of recommendations. 

 

4.2 Conclusion 

This study found that elderly people without cognitive/auditory deficits, residing in NHs from two 

southern European cities, have inadequate knowledge of their diseases and that they don’t have 

significant awareness of this lack of knowledge. We found that residents knew to a greater extent 

diseases that had more impact on their ADLs, to the detriment of other, more prevalent, diseases 

in the sample. Participants found it easier to report the number of pills that they consume than to 

report their name or purpose. Residents didn’t show a significant lack of knowledge regarding the 

number of pills they consumed. However, participants medicated with less than five pills or 

medicated with ten or more pills didn’t significantly know the purpose of their prescriptions. Drug 

classes used in pain relieve and sleep promotion were the best known by the sample. Participants 

identified patient provider communication issues as the greatest limiting factor for better disease 

and medication knowledge. Complementarily, lack of autonomy was presented as a relevant 

challenge to better understanding their therapeutic plan. Participants classified their GPs’ 

communication skills mostly as “positive” or “fair” when explaining diseases and drug purpose. 

However, there was great dissatisfaction with the explanation of their medications’ side effects. 

Lastly, we also found that nutrition was rarely discussed during appointments, while physical 

activity was discussed more often. 

 

4.3 Practice Implications  

This study highlights the low HL levels in NHs and emphasises the necessity to develop initiatives 

to combat this deficit. We identified a need to: train physicians in effective communication skills, 

to promote NH residents’ autonomy, to avoid overmedication, to avoid frequent prescription 

changes, and to avoid changing pill format and colour. Furthermore, this study identified that NH 

healthcare providers were underdiagnosing and devaluating conditions such as insomnia, 
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depression, anxiety, pre obesity and obesity. Healthcare providers must be aware of these lapses, 

properly diagnose their patients, and to medicate appropriately and only when required. Lastly, 

we underline the need to better educate and encourage physicians to address nutrition during 

their appointments. 

 

5. Study limitations  

The study is limited by its sample size and by restricting its focus on two southern European cities. 

Only NH databases were analysed, the researchers didn’t have access to any hospital databases. 

Communication failures between these institutions could lead to the omission of diagnoses. 

However, the researchers minimized any possible omission by assessing participants' medication 

and discussing why it was prescribed with the NHs’ healthcare teams, thus detecting any 

omissions.  
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