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Abstract

The global demographic shift to an increasingly aging population has raised an
urgent need to tailor preventive healthcare for the elderly. The efficacy of such
services, however, relies not only on the clinical accessibility of healthcare but
also on older adults’ ability to comprehend and act upon health information (i.e.,
allied with health literacy), as well as how media channels shape health
knowledge and beliefs. In the aging population, preventive strategies for older
adults, particularly screening for chronic conditions and the regular application
of vaccinations, are crucial. By considering the intersection of preventive health
services, media use, and health literacy, this paper combines insights from public
health/geriatrics with those from health communication. We utilize global data
to explore the epidemiology of disease, barriers to preventive service utilization,
and potential theoretical explanations for the media’s role in shaping health be-
havior. The article ends with a policy-focused model for integrating media strat-
egies and health literacy interventions into geriatric preventive care programs.
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1. Introduction

Early engagement in preventive services, adequate health
literacy, and effective media outreach are essential for opti-
mizing care in older adults. Most Medicare beneficiaries are
unaware of annual wellness visits, often confusing them with
routine checkups or physicals. In focus groups with adults
aged 65 years and older, participants emphasized the value of
preventive care. Still, they lacked knowledge of the visits, sug-
gesting that increased professional promotion may enhance
their utilization. Healthcare literacy is a significant issue
(McLeod et al.,, 2017). Older adults generally exhibited lower
electronic health (eHealth) literacy (Xie et al. 2017). Better
eHealth literacy was consistently associated with improved
health-promoting behaviors, self-care, medication adher-
ence, health knowledge, and informed decision-making.
However, the association of eHealth literacy with quality of life
and psychosocial outcomes (e.g., anxiety, self-efficacy) was
less consistent across studies (Solinsky, P. et al., 2021; Assi, L. et
al., 2020).

A systematic review of 21 studies (total n = 62,416) found
that higher health insurance literacy correlated with increased
use of primary and preventive services. Conversely, lower lit-
eracy was linked to greater care avoidance and delays. Evi-
dence regarding utilization of emergency, inpatient, and
surgical services was variable (Xie, L. et al., 2022). Web-based
platforms provide extensive, up-to-date, and interactive
health resources that can enhance patient—physician relation-
ships and facilitate informed decision-making (Yagi, B. et al,,
2022). However, misinformation and misinterpretation may
lead to inappropriate patient requests and outcomes. Physi-
cians can leverage online tools for clinical guidelines, patient
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education, telemedicine, and peer-to-peer communication
while remaining vigilant about the quality of information
(Yagi, B. et al., 2022). In a pragmatic trial of 13,582 ambulatory
patients aged 65 years or older who were offered online ad-
vance care planning videos, text-message outreach achieved
the highest engagement rate (9.6%) at the lowest cost (LaVine,
N. etal., 2023). Phone calls yielded 21.7% discussion of advance
care planning, but less than 1% video views. In-office handouts
were minimally effective (less than 1% views).

This chapter argues that meaningful progress in health lit-
eracy and preventive care for older adults depends on three
interconnected pillars: (1) the critical evaluation of digital
health information and media, (2) ethical and transparent use
of emerging technologies in healthcare delivery, and (3)
multi-stakeholder collaboration across clinical, educational,
and policy domains. Without addressing these dimensions
simultaneously, both health literacy interventions and pre-
ventive service utilization will remain fragmented and insuf-
ficient for an aging population increasingly exposed to
complex digital health environments.

In summary, older adults underuse key preventive ser-
vices such as annual wellness visits and cancer screenings, with
disparities noted in those with sensory impairments. Health
literacy, in the domains of electronic health and insurance, is
positively associated with preventive behaviors, care utiliza-
tion, and health knowledge. Research suggests that targeted,
cost-effective media strategies, such as text messaging, can en-
hance educational outreach; however, the overall efficacy of
healthcare outcomes from these means of communication
varies. Gaps remain in awareness and uptake of services, and
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the quality of online health information must be carefully
managed (LaVine, N. et al., 2023).

2. Health Literacy and the Elderly

Health literacy in the elderly refers to the ability to access,
understand, and utilize health information — particularly elec-
tronic health (eHealth) information — as well as its impact on
health behaviors and health monitoring. Positive relation-
ships between higher eHealth literacy and better behavioral
outcomes (e.g., medication adherence, self-care) and cognitive
outcomes (e.g., health knowledge, decision-making) were
consistently observed across studies, whereas associations
with physical quality of life and psychosocial measures (anxi-
ety, self-efficacy) were less consistent (Xie, L. et al., 2022; Yagi,
B. etal, 2022).

Older adults represent a substantial potential market for
health technologies and related services (Hua Z. et al., 2025)
and are increasingly adopting healthcare technologies to help
make informed choices about their health, such as exercise,
diet, and stopping smoking. This growing adoption under-
scores the importance of designing health literacy interven-
tions that are tailored to the specific capabilities and
preferences of older adults, particularly regarding digital in-
terfaces.

Media literacy is an umbrella concept incorporating con-
cepts such as news literacy and health media literacy. Tradi-
tionally, media literacy has been associated with the critical
analysis of news, advertising, and mass media entertainment.
In contrast, health media literacy has been linked to making
informed choices related to, for example, nutrition, exercise,
and substance abuse. In terms of the media literacy needs of
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older adults, the importance of health media literacy has been
emphasized, as they are a significant potential consumer
group for various health technologies, information, and ser-
vices (Rasi, P. et al., 2021; Hua Z. et al., 2025). As digital health
platforms proliferate, the capacity to critically evaluate online
health content will become an increasingly central compe-
tency for older adults seeking to navigate preventive care ser-
vices effectively.

2.1. Determinants of eHealth Literacy

Factors influencing eHealth literacy can be modifiable.
This includes the credibility of Internet health information,
which can be counterbalanced with prior knowledge and user
experience (Hua Z. et al., 2025). Advancing age, rural living,
and low Internet usage are associated with a lower health lit-
eracy level in patients with cancer (ZhangY., 2023).

eHealth literacy efficacy (confidence in the ability to per-
form tasks), the most common outcome measure, increased
with interventions targeting skill and information evaluation.
Asaresult, older adults (aged 65 years and above) are less likely
to use digital tools for health than younger individuals. De-
creased use of digital tools was associated with lower health
literacy across all age groups. According to clinical thresholds,
eHealth literacy is modestly low in older adults and is associ-
ated with age, residence, prior Internet experience, and per-
ceived trustworthiness of online health information. Evidence
from the literature indicates that higher health literacy is re-
lated to better self-care behaviors and health knowledge, with
varying associations observed for physical and psychosocial
outcomes. Theory-based interventions are structured pro-
grams that apply established behavioral or social science
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theories to identify key determinants of health behaviors and
select or tailor behavior-change techniques to influence those
determinants, thereby enhancing intervention efficacy
(Gourlan et al.; Daryabeygi R. et al.).

Theory-based interventions can optimize the efficacy of
eHealth literacy; however, there is limited evidence on how to
adapt interventions to their most influential determinants and
measure long-term effects (Xie, L. et al., 2022; Haupeltshofer,
A. et al,, 2020; Paillaud, E. et al., 2025).

Future outlook: As artificial intelligence tools increasingly
mediate access to health information, eHealth literacy will need to
expand beyond searching and evaluating to include understand-
ing algorithmic recommendations, assessing AI-generated health
content, and making informed decisions in AI-augmented clinical
encounters. Interventions designed today must be built with this
trajectory in mind.

3. Preventive Health Services for Older Adults

Preventive health services specifically targeted to older
adults include screenings, immunizations, and care coordina-
tion interventions compatible with age and risk that are de-
signed to slow the progression of morbidity and disability.
Health literacy plays a central role in the uptake of these ser-
vices: individuals with higher literacy are more likely to attend
screening appointments, adhere to vaccination schedules, and
engage meaningfully with care coordination programs.

3.1. Immunizations

All adults aged 65 or over are advised to receive an annual
flu vaccine, preferably a high-dose or adjuvanted version
(CDC 2025). All adults over 65 should also receive the pneu-
mococcal vaccination, which consists of one dose of either 15-
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valent PCV (PCV15) followed by PPSV23 at least one year later,
or one dose of PCV20 alone.

The Tdap vaccine should be administered every 10 years
with more than one lifetime Tdap dose for those aged 19 years
and over. Adults aged over 50 or younger immunocompro-
mised patients should receive two doses of recombinant zos-
ter vaccine (Shingrix) two to six months apart. A COVID-19
annual booster dose should also be given with the updated
formulation following completion of the primary series.
Other recommended vaccinations include hepatitis A, hepa-
titis B, HPV (up to age 45, shared decision-making), meningo-
coccal, and RSV (in patients over 60), depending on risk
factors and age.

Testing for tuberculosis should be conducted (e.g., puri-
fied protein derivative or interferon-gamma release assay) in
immunocompromised elderly individuals, including those
who are initially screened (e.g., HIV-infected individuals) (de
Lima Corvino et al., 2023).

Annual Wellness Visits (AWVs) are recommended for sen-
iors. Medicare AWVs include Health Risk Assessment (HRA),
such as sleep, stress, and physical activity status; vaccine re-
views; preventive screening recommendations; and care
plans. Lower socioeconomic status and multiple comorbidi-
ties were associated with reduced use of the AWV, with clinic-
and provider-level factors accounting for more than half of
the variance in utilization (Gabbard, ]. L. et al., 2025; de Lima
Corvino et al,, 2023; McMurry, T. L. et al., 2022).

Care Coordination and Education: Participation in disease
clinics or frequent brief follow-up visits encourages early
symptom recognition, medication adherence, daily
weight checks, a low-sodium diet, and review of drug—drug
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interactions to prevent hospitalizations. This also enhances
medication adherence and recognition of drug side effects
(Cimino-Fiallos, N., & Rosen, T. 2021; Smolderen, K. G. et al.,
2023). Education about reporting and resources for elder mis-
treatment is crucial, given that Emergency Department visits
represent a ‘teachable moment’ for identifying abuse; multi-
disciplinary teamwork with Adult Protective Services should
be utilized when abuse is suspected (Clarke, M. E., & Pierson,
W. 1999; Wong, A. K. C. et al,, 2021; Nieuwlaat, R., 2014; de
Lima Corvino et al., 2023; McMurry, T. L. et al., 2022).

Based on clinical guidelines, primary care for older adults
includes a comprehensive range of immunizations and age-
appropriate screenings for cancer and infections, structured
Medicare AWVs, and targeted home-based self-care or in-
home visit programs. All publications reported evidence from
observational and/or experimental studies that suggested tar-
geted interventions, including assistance in screening, multi-
disciplinary home visits, and self-management of care
activities, can modestly increase service use and improve
health outcomes among older adults. However, challenges re-
lated to socioeconomic status, functional impairments, and
access to care remain significant obstacles.

Future outlook: Digital and Al-assisted tools are poised to
transform how immunization reminders and wellness visit invi-
tations are delivered to elderly populations. Text-message plat-
Jorms, patient portal notifications, and AIl-driven outreach
programs that can identify underscreened individuals represent
high-priority areas for future investment. Ensuring equitable ac-
cess to these tools across socioeconomic groups will be essential to
prevent existing disparities from being exacerbated.
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3.2. Cancer Screening

Cancer screening must be evaluated in the context of a
person’s entire life, including older ages. The balance between
preventing cancers of older age versus harms and decreasing
marginal returns on screening with increasing comorbidity
and age in the elderly is a significant health issue. The reasons
for stopping or changing screening are generally short life ex-
pectancy, having undergone adequate screening in the past,
and patient preference (Kotwal, A. A, & Walter, L. C. 2020).
Importantly, health literacy directly influences the capacity of
older adults to participate meaningfully in shared decision-
making conversations about when and how to continue or dis-
continue screening.

3.2.1. Colorectal Cancer Screening

e Average-risk adults start between the ages of 45 and 50
and continue screening until the age of 75 years or
when life expectancy is less than 10 years.

e Options include:
e Colonoscopy every 10 years
o Flexible sigmoidoscopy every 5 years

e CT colonography or double-contrast barium enema
every 5 years

e Annual fecal immunochemical test (FIT) or guaiac-
based fecal occult blood test (SFOBT)

o Multitarget stool DNA testing at intervals of 1-3 years

e Screening past the age of 75 should be taken on a case-
by-case basis based on life expectancy, comorbidities,
and prior screening history.
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General recommendations would not suggest routine
screening over the age of 85 (Patel, S. G. et al., 2022).
High-risk patients (e.g., history of prior adenomas, in-
flammatory bowel disease, or family history) may re-
quire earlier and more frequent screening, with first
surveillance at 40 years old or 10 years younger than
the youngest affected relative.

3.2.2. Breast Cancer Screening

Average-risk women between 50 and 74 years of age
who participate in regular screening with mammog-
raphy have lower mortality rates; the recommended
interval is biennial screening, with consideration for
annual screening among those 50-69 years of age.

For women 40-49 years of age, screening is a shared
decision with their healthcare provider and based on
personal values about the benefits and harms of star-
ting mammography at 40 (which may reduce the risk
of dying from breast cancer) versus at 50 (which redu-
ces risks from false positive exams).

Screening in women older than 75 is less uniformly
supported; the USPSTF does not recommend routine
mammography in women >75 years of age based on
inadequate evidence, while others recommend it as
long as life expectancy exceeds 10 years and functional
status is good (Monticciolo, D. L. et al., 2021).
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3.2.3. Cervical Cancer Screening

Pap smears or initial high-risk HPV testing is started at
21 (Pap) or 25 (HPV), repeated until age 65.

Isolated cervical cytology every 3 years, HPV testing
every 5 years, or both every 5 years are options.

Age 65 is the appropriate age of discontinuation if
there have been three negative cytology results in a
row or two negative co-tests during the previous 10
years, and the most recent test was within 5 years (Rus-
tagi, A. S. 2013; Castle, P. E. et al., 2018).

3.2.4. Prostate Cancer Screening

In men 55-69 years of age, the decision to screen for
prostate cancer using a PSA test is an individual one
and should include a discussion of potential benefits
and harms. If screening continues, intervals of 2—4 ye-
ars are also acceptable.

Routine PSA screening is not recommended for men
aged >70 years or those with a less than 10-year life
expectancy, because of increased likelihood of overdi-
agnosis and overtreatment.

Older adults frequently hold strong beliefs in the benefit
of screening, which may be rooted in routine habit, desire for

assurance, or fear of undetected disease. Counter-guideline

de-implementation interventions and communication strat-

egies are needed to ensure decisions align with life expectancy
and overall health decline (USPSTF, 2018).
In conclusion, clinical guidelines determine the start, in-

terval, and cessation of screening in elderly patients for colo-

rectal, breast, cervical, and prostate cancer. Research data
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from two observational studies and a systematic review sug-
gest that a significant degree of low-value screening beyond
recommended ages persists, and that certain patient attitudes
and behaviors may influence ongoing testing despite guide-
lines (de Carvalho et al., 2015; Smith, J. et al., 2021). Nonethe-
less, a case-by-case determination remains necessary in the
elderly to weigh expected benefits against risks. Improving
health literacy is key to supporting this individualized deci-
sion-making process.

4. Elderly and Media Relationship

Older adults’ use of digital media spans a range from clin-
ical care to social connection and entertainment. Research
points to the use of technology to address isolation and to the
limitations imposed by sensory and cognitive impairments.
Critically, the type and quality of media engagement among
older adults has direct implications for health literacy: digital
media can both empower and mislead, depending on the in-
dividual’s capacity to critically evaluate health information
encountered online.

In dementia care, a systematic review included 17 articles
on telemedicine among older adults with Alzheimer’s disease
and related dementias or mild cognitive impairment (Julie, S.
Y. et al., 2021). All studies reported high rates of implementa-
tion with patient and care partner satisfaction, equivalent cog-
nitive assessment scores compared to in-person visits, and
improvements in rehabilitation outcomes. The majority of
studies relied on assistance through staff or care partners for
navigating technologies, and a proportion excluded individu-
als with hearing or vision impairment. There were no reports
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of adaptations for sensory impairments, signaling a significant
gap in accessible telemedicine design.

Technology and Social Isolation: An observational cohort
study published in July 2028 examined data from 6,704 com-
munity-dwelling adults aged >65 years over four years (Umoh,
M. E. et al.,, 2028). Access to a working cell phone and use of
email or text messaging were each associated with a lower risk
of social isolation. A systematic review evaluated 24 quantita-
tive studies of non-family intergenerational interactions
among adults aged =50 years (Zhong, S. et al., 2020). Program-
based activities were positively associated with physical
health, psychosocial well-being (e.g., reduced depression),
cognitive function, and increased social engagement. Cru-
cially, these social benefits are closely intertwined with health
literacy outcomes: socially engaged older adults are more
likely to seek out and act on health information provided
through digital channels.

A pilot randomized controlled trial enrolled 40 veterans
aged >65 years with complex medical conditions and sus-
pected mild cognitive impairment, plus their care partners.
Over 12 weeks, monthly video-delivered care management
calls achieved a 71.7% completion rate versus 86.7% for tele-
phone. Participants already familiar with technology rated
video usability higher (System Usability Scale 65.0 vs. 55.6).
Qualitative feedback indicated greater engagement and com-
munication quality in the video-enhanced care management
condition.

In a multicenter interventional study (Astell, A. et al,
2024), 58 resident-care partners in seven long-term care
homes received personalized tablets. Median use was 7
minutes per day. Higher tablet use correlated with younger
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age, better cognitive function, absence of hearing impair-
ment, and care partners living farther away. Although quanti-
tative quality-of-life measures did not improve, interviews
revealed enriched recreational and social opportunities af-
forded by tablet access. An observational study using English
Longitudinal Study of Ageing data (N = 4,232) from 2004—
2015 found that hearing limitation is causally related to de-
mentia risk, with loneliness mediating only 5.4% of this effect
(Hackett, R. A. et al., 2023).

In interventions targeting loneliness and social isolation,
overall effects were of medium magnitude, with non-technol-
ogy-based programs showing larger effects (Duffner, L. A. et
al., 2024). Key effective components clustered into three cate-
gories: promoting social contact, transferring knowledge and
skills, and addressing social cognition. Substantial heteroge-
neity remained unexplained, highlighting the need for fur-
ther study of setting- and population-specific strategies.

In summary, technology offers meaningful avenues to
support older adults’ clinical care, social connectivity, and rec-
reation; however, sensory and cognitive barriers limit accessi-
bility. Research evidence suggests that telemedicine, digital
messaging, intergenerational programs, and personalized
tablets can reduce isolation and enhance engagement when
tailored to users’ abilities and support needs. However, the ex-
clusion of sensory-impaired individuals and unexplained het-
erogeneity in intervention effectiveness underscore the
importance of designing inclusive, adaptable media interven-
tions for the elderly.

Future outlook: The next decade is likely to see a convergence
of artificial intelligence, wearable health monitoring, and person-
alized digital health coaching platforms specifically designed for
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older adults. These developments will require an expanded con-
ception of health media literacy — one that includes understanding
algorithmically curated health feeds, verifying AI-generated
health recommendations, and protecting personal health data.
Proactive investment in digital literacy programs for older adults,
combined with age-inclusive design standards for health technol-
ogies, will be critical to ensuring these innovations serve rather
than disadvantage older populations.

5. Data Privacy, Security, and Ethical Governance in
Digital Health

The increasing digitization of health information brings
significant challenges related to privacy, data security, and
ethical governance. This section addresses these dimensions
as interconnected — rather than parallel — concerns, recogniz-
ing that data protection and ethical regulation are two sides of
the same governance framework. The distinction is as follows:
data privacy and security refer to the technical and legal safe-
guards that protect individual health data, while ethical gov-
ernance refers to the broader normative principles -
transparency, fairness, accountability — that should guide how
technologies are designed, deployed, and regulated in health
contexts.

5.1. Data Privacy and Security

The collection, storage, and processing of personal health
data by digital platforms raises serious concerns for older
adults, who may be less aware of the extent to which their data
is being used. Wearable devices, mobile health applications,
and telemedicine platforms generate large volumes of sensi-
tive health data that require robust protection. Blockchain-
based solutions have been proposed as a means to give
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individuals greater control over their health records while
maintaining the integrity and traceability of shared data. Such
technologies can also support the creation of verified health
information ecosystems, reducing the risk of misinformation
entering clinical decision-making processes.

For older adults with lower eHealth literacy, the risks of
inadequate data protection are compounded by a limited un-
derstanding of consent procedures, data sharing agreements,
and the long-term implications of disclosing personal health
information to digital platforms. Health literacy interventions
must therefore include data literacy components that equip
older adults to understand what data is collected about them,
how it is used, and what rights they have under applicable pri-
vacy regulations.

5.2. Ethical Issues and Regulatory Frameworks

Ethical issues in digital health span a wide range, from al-
gorithmic bias in Al-assisted diagnosis to the commercializa-
tion of health data. Algorithmic transparency is a key concern:
when Al systems generate health recommendations, the cri-
teria underlying those recommendations should be explica-
ble to both clinicians and patients. Poorly validated algorithms
risk encoding existing health disparities and may dispropor-
tionately disadvantage older, less digitally literate, or socioec-
onomically marginalized populations.

Regulatory frameworks for digital health are still evolving
in most jurisdictions. The General Data Protection Regulation
(GDPR) in Europe and equivalent frameworks elsewhere pro-
vide a foundational layer of protection, but specific guidance
on Al in healthcare, algorithmic accountability, and the use of
health data for commercial purposes remains incomplete.
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Multi-stakeholder governance models — involving clinicians,
patients, technologists, ethicists, and policymakers — are in-
creasingly recognized as essential for developing equitable
and effective regulatory responses.

Particular attention must be paid to the rights of older
adults in this context. As frequent users of healthcare services
and increasingly frequent users of digital health tools, they are
both primary beneficiaries and primary subjects of digital
health governance. Ensuring that regulatory frameworks ex-
plicitly address the needs of older populations — including
provisions for accessible consent procedures, simplified data
summaries, and protection against targeted health misinfor-
mation — will be essential for building and maintaining public
trust in digital health systems.

Future outlook: As AI-driven health tools become main-
stream, the boundary between clinical decision support and au-
tonomous medical advice will become increasingly blurred.
Regulatory bodies will need to move rapidly to establish clear
standards for AI transparency, algorithmic fairness, and data
minimization in health contexts. For older adults, these standards
must be accompanied by accessible education programs that help
them understand and exercise their data rights in an increasingly
automated health environment.

6. Conclusion

This chapter has examined the intersections of health lit-
eracy, preventive health services, and media engagement
among older adults, with a particular focus on the challenges
and opportunities presented by digital transformation. Three
cross-cutting themes emerge from this analysis, each pointing
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to critical priorities for the future of geriatric health commu-
nication and preventive care.

First, health literacy must be understood as a dynamic,
evolving capacity rather than a fixed skill set. As digital health
environments grow more complex — incorporating Al recom-
mendations, wearable data, and algorithmically curated
health content — the competencies required to navigate them
will expand accordingly. Interventions designed today must
anticipate this trajectory and build foundational capacities for
critical evaluation of digital health information, not merely
access to it.

Second, preventive care delivery cannot be separated
from the media and communication context in which older
adults receive health information. Immunization uptake, can-
cer screening participation, and annual wellness visit attend-
ance are all influenced by what older adults read, watch, hear,
and share through digital and traditional media channels. A
health system that invests in clinical preventive services with-
out simultaneously investing in the media literacy and com-
munication infrastructure that supports informed
engagement with those services will fall short of its goals.

Third, data ethics and algorithmic transparency are not
peripheral concerns but central to the trustworthiness of dig-
ital health systems for older adults. As demonstrated through-
out this chapter, older adults who do not trust the digital
health information they encounter are less likely to use pre-
ventive services, less likely to disclose relevant health infor-
mation to digital tools, and more vulnerable to health
misinformation. Building trust requires not only technical
safeguards but also transparent governance, accessible
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regulation, and inclusive design that centers the needs and ca-
pacities of older users.

Looking ahead, a multipronged strategy is needed: one
that combines targeted health literacy education for older
adults with inclusive digital tool design, robust data protection
frameworks, and multi-stakeholder governance of Al in
health. Clinicians, educators, technologists, policymakers, and
older adults themselves all have essential roles to play. The
chapters throughout this volume collectively point toward a
future in which media and health literacy are understood not
as supplementary competencies but as foundational public
health capacities — ones that must be cultivated with the same
urgency and rigor as clinical preventive services themselves.
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