
 2018;66:7-14

❚❚ Received: June 20, 2017 - Accepted: September 12, 2017
❚❚ Correspondence: Guendalina Graffigna, Department of Psychology, Università Cattolica del Sacro Cuore, Largo Gemelli 1, 20123, Milano, Italy - Tel.: 

+39 02.7234.3863 - E-mail: guendalina.graffigna@unicatt.it

Original Investigation

The engagement in Healthy Ageing Promotion Scale:

development and validation

J. Menichetti1, A. Bonanomi2, G. Graffigna1

1 Department of Psychology, Università Cattolica del Sacro Cuore, Milan, Italy; 2 Department of Statistical Sciences, Università Cattolica del Sacro Cuore, 
Milan, Italy

INTRODUCTION

Worldwide societies are becoming older and older. 
For the first time in history, the majority of people can 
expect to live 60 years or over. Indeed, in the last 50 
years, life expectancy has increased by about 10 years 
in Europe 1, and projections show a stead and continu-
ous increase in the upcoming decades 2. This is surely 
a public health success, but social and economic chal-
lenges of managing the health of an increasing older 

population are consistent. Keeping older adults healthy 
is becoming a necessary condition to prevent disease 
conditions which can substantially lower the quality of 
life and reduce the autonomy of older adults, and which 
can represent an unsustainable burden for healthcare 
systems. Considering these assumptions, a global 
health priority is now allowing older adults ageing suc-
cessfully and strengthening their individual and social 
resources in order to help them maintaining a good 
health status as long as they can 3. 
With this goal, different labels (e.g., active ageing, 

Purpose of the study: This article reports the development and Italian validation of a new self-report instru-
ment (The Engagement in Healthy Ageing Promotion Scale) that assesses older people engagement in healthy 
ageing promotion and is grounded on an ecological operational definition of this phenomenon.
Methods: 14 items were developed basing on a previously conducted qualitative study exploring older adults’ 
experiences and meanings of engagement in health promotion. Analyses were conducted on an Italian sample 
of 540 adults aged 60 years and older, randomly split into an exploratory (n = 308) and a confirmatory (n = 
232) group. A final scale of 8 items was validated with confirmatory factor analyses. Concurrent and criterion 
validity of the final items were evaluated with measures of patient activation, readiness to change lifestyle and 
wellbeing. 
Results: Both exploratory and confirmatory factor analyses confirmed the one-factor structure of the eight-
items scale, with a variance explained of 44% and an eigenvalue equal to 3.5. The fit values of the final model 
indicated a good model fit. Internal consistency of the scale was good, with a Cronbach’s Alpha equal to 0.81. 
Finally, concurrent and criterion validity revealed significant relationships with the patient activation construct 
(r = .401; p = .000), with the readiness to change lifestyle (r = .211; p = .000), and with older people’s wellbeing 
(r = .205; p = .000).
Implications: The developed instrument can represent a useful tool to estimate the extent to which older 
citizens are engaged in health promotion activities, as well as to develop and evaluate interventions aimed to 
improve wellbeing and preventive behaviours of older citizens.
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successful ageing, healthy ageing, optimal ageing) 
advocate for a new vision of ageing as a source of op-
portunities which – if properly sustained – can improve 
the quality of life and the health status of older citizens 4. 
As literature demonstrated, health-promoting behaviors 
during old age can delate age-related physical, men-
tal, and functional problems 5 6. For this reason, there 
is a growth of policies and interventions specifically 
devoted to promote the active healthy ageing of older 
citizens  7-9. However, these generally lack to consider 
older people’s needs, expectations, and desires to play 
an active role in their health promotion 8 10. Even though 
older citizen’s disposition and attitude to be engaged 
in health efforts might be an important factor able to 
explain health promoting behaviours 11 12, this has been 
rarely explored and measured in literature. Indeed, it is 
possible to advise in literature kindred concepts and 
measures of adults’ engagement in health promotion, 
such as salutogenic wellness promotion  13, perceived 
control in healthcare  14, health promoting lifestyle  15, 
perceived wellness  16, readiness to change health 
behaviors  17, or self-efficacy for health behaviors  18. 
All these concepts cover important aspects of health 
promoting efforts. However, they focus on health be-
havioral attempts (i.e., health promoting lifestyle, readi-
ness to change), on perceived health components (i.e., 
perceived wellness, salutogenic wellness promotion), 
or on intrapsychic psychological variables (i.e., self-
efficacy, perceived control) which can impact on health 
behaviors. They lack to consider the disposition and 
attitude of citizens to engage in health promoting be-
haviors, and do not focus on specific population targets 
such as older citizens. There are also other concepts 
and measures within the healthcare domain (i.e., pa-
tient activation, patient engagement, self-management 
of chronic diseases, patient empowerment, shared 
decision-making), which however do cover control 
only with healthcare conditions and target chronically ill 
patients 19-23, or focus on population from different age 
ranges 24. 
Consequently, the need arises for a valid measure of 
older people engagement in healthy ageing promotion 
that is specifically attuned to older citizens’ experiences, 
that covers health promotion domains, and that specifi-
cally addresses the “engagement” construct. Indeed, 
a qualitative study exploring older adults’ experiences 
of engagement towards health promotion and health 
management revealed that this concept is grounded in 
older adults’ experiences, can be operationalized, and 
deserves a different operationalization from that ones of 
patient engagement or patient activation 25.
With this study, we aim to report the development and 
validation process of a new instrument specifically 
measuring older people engagement in healthy ageing 

promotion (The Engagement in Healthy Ageing Promo-
tion Scale, EHAP-S). The instrument grounded on an 
ecological operational definition of the phenomenon of 
older people engagement in healthy ageing promotion 
and resulted from a taxonomy of health engagement 
experiences co-constructed with older citizens in a pre-
viously conducted qualitative study 25. 

DESIGN AND METHODS

Ethics procedures

Ethical approval was obtained by the Ethical Commit-
tee of the Catholic University of Milan before starting 
the study. Written consent to treat data for research 
purposes was obtained from all participants who con-
sented to be involved in the study.

Scale development

The items of the scale were developed basing on a 
qualitative study exploring the older Italian adults ex-
periences of engagement –  and disengagement  – in 
health promotion 25. 25 semi-structured repeated inter-
views with Q-sorting tasks designed according to the 
Ethnoscience method were conducted with a group 
of older adults aged 65 years and over to deeply un-
derstand the phenomenon of health engagement and 
depict a shared vocabulary and taxonomy of experi-
ences. A first taxonomy of meanings and experiences 
of the phenomenon of older people health engagement 
comprised 45 units of analysis. The second interviews 
round allowed a final taxonomy to be participatory 
selected and depicted, comprising four main seman-
tic areas (e.g., physical care, soul care, daily lifestyle, 
contact with ageing) and a set of experiential domains 
graduated into three positions of engagement (i.e., 
locked position; awakening position; climbing position). 
Basing on this taxonomy and on interviewees’ feed-
backs which suggested to group items on emotional, 
cognitive, and behavioral dimensions, an initial set of 14 
items was developed (see Tab. I). The last (the “higher”) 
engagement position (i.e., the climbing position) was 
chosen for the items to represent the phenomenon, 
and a 5-points Likert scale ranging from strongly disa-
gree through strongly agree was adopted. 

Set of included measures

Basing on the results of the previously conducted quali-
tative study 25, a set of validated questionnaires was de-
fined to explore construct and concurrent validity. More 
in details, for construct validity, the Italian translation 26 
of the 13-items Patient Activation Measure (PAM) 24 and 
the 4-items stage of change questionnaire adapted for 
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lifestyle’s change assessment 17 were adopted. The Ital-
ian multidimensional Wellbeing and Cognitive Abilities in 
Older Adults (BEN-SSC) questionnaire of the Wellbeing 
and Cognitive Abilities (BAC) portfolio was chosen for 
concurrent validity so to have an ecological measure 
of wellbeing specifically constructed for the older Italian 
population 27. The questionnaire is a validated 32-items 
on a 4-point Likert scale that provides a total wellbe-
ing score featured by three main factors: personal life 
satisfaction (for the past, the present, and the future 
life), coping strategies (as ability to deal with daily prob-
lems, self-efficacy, and perception of autonomy), and 
emotional competence (as awareness of own feelings 
and social satisfaction). Finally, clinical (self-reported 
type and number of chronic illnesses) and socio-de-
mographical (age, gender, marital status, educational 
level, place of residence) questions were introduced to 
characterize the sample of participants.

Data collection

A cross-sectional survey was conducted between 
January 2014 and January 2016 to collect data among 
a non-representative sample of Italian adults aged 
equal or over 60 years. A minimum sample size of 300 
participants – also considering potential missing values 
and drop-out rates –  was defined before starting re-
cruitment. Participants were recruited through different 
senior centers (e.g., community centers, aggregative 
centers, recreation associations), which were contact-
ed by telephone and invited to take part in the study. 
Most of participants were recruited by a national senior 

association (ANCeSCAO, Associazione Nazionale Cen-
tri Sociali, Comitati Anziani e Orti), which disseminated 
the questionnaire in the senior centers distributed along 
the Italian territory. The anonymous questionnaire in-
cluded a cover letter explaining the length (about 10 
minutes) and the aim of the study, providing contact 
information, and informing participants about the pos-
sibility to refuse in every moment to participate. The 
informed consent was collected at this moment. Par-
ticipants were free to participate and no incentive was 
given to them to participate. 

Data analysis

The first goal of the study was to obtain a scale compris-
ing a low number of items measuring the latent construct 
of interest. The initial scale comprised 14 items. In order 
to calibrate the scale and to reduce the number of items, 
several analyses were conducted. Descriptive analyses 
were performed on each item of the developed scale to 
observe distributions, kurtosis, asymmetry, eventual ceil-
ing and floor effects and missing values. Thereafter, a 
Partial Credit Rasch Model was performed to check uni-
dimensionality and the fit of each item to the construct 
of interest. In particular, to check whether the items fit-
ted to the expected model, a Chi square test and two 
item fit mean square (MNSQ) statistics (infit and outfit) 
were computed. MNSQ determines how well each item 
contributes to defining a single underlying construct. Infit 
is more sensitive to misfitting responses to items closest 
to the person’s ability level, while outfit is more sensitive 
to misfitting items that are farther away. If the data fit to 
the Rasch model, the fit statistics should be between 0.6 
and 1.4 28. Analyses of difficulty and step parameters were 
conducted to guarantee a sufficient ranking of the different 
categories of response and to respect the monotonic or-
der. The conjoint use of these different procedures permit-
ted to calibrate the questionnaire and to eliminate prob-
lematic items which presented one or more drawbacks. 
The validation study was thereafter conducted on the 
remaining items. A further Partial Credit Model was 
conducted on the whole sample. Then, construct valid-
ity was determined through exploratory and confirma-
tory factor analyses on two different samples, obtained 
by the initial sample randomizing the assignation to the 
two sub-sample. Exploratory factor analysis (EFA) was 
performed using a principal axis factoring with Oblimin 
rotation. Appropriateness of EFA was evaluated through 
Kaiser-Meyer-Olkin (KMO) values (excellent if > .90) and 
significance of Bartlett score. Explained variance, fac-
tor loadings evaluation and eigenvalue > 1 were used 
to define the factorial structure of the scale. Further-
more, a model was considered acceptable if factors 
loadings exceeded r  =  .40. Therefore, confirmatory 
factor analysis (CFA) was performed to test the model. 

Table I. Initial set of items (english translation).

Item 1-I I include in my daily life activities that positively impact 
on my health

Item 2-I I listen to my body to consequently adapt my lifestyle

Item 3-I I am able to understand what it is good for my health 
and what it is not

Item 4-I I am happy when I manage my health

Item 5-I I take care of my health because I love myself

Item 6-I I am satisfied with how I am managing my health

Item 7-I Over years I improved my way of managing my health

Item 8-I I have life plans that make me feel good

Item 9-I The way I am managing my health reflects what I think 
it should be done

Item 10-I My health is in my hands

Item 11-I Thinking on what I can do to feel better is a daily habit

Item 12-I I ask help to others to promote and manage at best my 
health

Item 13-I I have enough information to follow a healthy lifestyle

Item 14-I I encourage the people I care to lead a healthy lifestyle
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Goodness-of-fit indexes (i.e., chi-square with degrees 
of freedom, comparative fit index – CFI  –, root mean 
square error of approximation – RMSEA –) were evalu-
ated. A CFI > .90 was considered a good model fit 29, 
whereas a RMSEA < .08 indicated an acceptable fit 30. 
Finally, Hoelter test scores were used to evaluate suit-
ability of the sample size.
Concurrent validity with the PAM and with the Stage 
of Change Scale scale was also determined by using 
Pearson’s correlation. Criterion validity of the developed 
scale was evaluated by comparing the results from the 
EHAP-S to a selected a priori measure of wellbeing of 
older Italian citizens (BEN-SSC). Indeed, we hypoth-
esized that engagement in healthy ageing promotion 
would be positively related to an overall measure of 
perceived wellbeing. Criterion-related validity was as-
sessed by examining Pearson’s correlation coefficients 
and by conducting linear regression analyses.
Internal consistency reliability was determined through 
the Cronbach’s alpha. A reliability coefficient exceed-
ing 0.70 was considered acceptable, exceeding 0.80 
was considered good. Moreover, Item-Total Correlation 
index and Cronbach’s Alpha if Item Deleted were cal-
culated.
Analyses were conducted using SPSS 23 version with a 
level of significance set at 0.05 and R.3.2.4 (package eRm).

RESULTS

Sample’s description

540 participants aged 60 years and older participated in 
the study. The overall response rate was 91%. 51.7% of 
participants were female. 253 participants (46.9%) did 
not report to be affected by a chronic disease condition. 
Respondents’ age ranged from 60 to 92 years (aver-
age = 69.3; SD = 8.5), with 27.4% of participants being 
in the range 60-74 years, 45.2% of participants being 
in the range 75-84, and 27.4% of participants being in 
the range > 85 years-old. Looking at the civil status, 
63% of participants was married/widowed. 74.4% of 
respondents was retired, 8.3% was unemployed, 5.4% 
worked full-time, and 2.2% worked part-time. 32.8% of 
participants completed a secondary education, 31.1% 
completed an upper secondary education, 18% com-
pleted an elementary education, 8% received a post-
secondary education, and 0,4% received no education. 
In Table II further details about the socio-demographic 
characteristics of the sample are provided.

Item analysis for calibration

Descriptive statistics of the individual items were cal-
culated to conduct the initial exploration of the data. 
Table III provides the item-level descriptive statistics for 

all items (range, minimum, maximum, mean, standard 
deviation, asymmetry and kurtosis). The frequencies of 
the response categories showed little use of the cat-
egory “Strongly Disagree” and “Disagree”. The catego-
ries “Agree” and “Strongly Agree” were used with the 
highest frequency for all the items.
The mean scores ranged from 3.47 (item 12) to 4.11 
(item 4). Standard deviations showed a constant vari-
ability in all items, ranging from 0.76 (item 4) to 0.96 
(item 12). Calibration and validation analyses were con-
ducted only on the 500 participants’ responses without 
missing values.
Items 1-I, 3-I, 4-I and 5-I presented drawbacks of kurto-
sis (out of normal range between -1 and +1) and ceiling 
effect (more than 80% of responses were distributed in 
the two highest categories).
A Partial Credit Rasch Model (PCM) was implemented 
to examine the psychometric properties of the items, 
and to calibrate the questionnaire. PCM is useful to 
investigate uni-dimensionality of the construct (fun-
damental requisite of the summarization of the raw 
scores), the fit and the reliability of each item (Tab. IV).
Items 1-I, 4-I and 5-I presented drawbacks of monoto-
nicity of steps (in particular Item 1-I between categories 
2 and 3, Items 4-I and 5-I between categories 1 and 2). 
Item 12-I had an Outfit MSNQ value over the accept-
able range (Outfit value equal to 1.57, acceptable range 
between 0.6-1.4). Moreover, Items 12-I and 13-I resulted 

Table II. Characteristics of participants (n = 540).

mean (SD)/n (%)
Age
Sex
Male
Female
Education
No education
Elementary
Secondary
Upper-secondary 
Post-secondary
Diagnosis
Yes
No
Civil status
Married/widowed
Single/unmarried
Divorced
Widowed
Occupation

•	 retired 
•	 unemployed

69.3 (8.5)
210 (38.9%)
279 (51.7%)

2 (0.4%)
97 (18%)

177 (32.8%)
168 (31.1%)

43 (8%)
238 (44.1%)
253 (46.9%)
340 (63%)
33 (6.1%)
26 (4.8%)

90 (16.7%)
402 (74.4%)

45 (8.3%)

Full-time work
Part-time work

29 (5.4%)
12 (2.2%)
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significant in Chi square test, which compared the ob-
served answer distribution with the estimated one. 
For all these reasons (drawbacks of distribution, asym-
metry, kurtosis, ceiling effect, monotonicity of steps in 
PCM, outfit MSNQ value and Chi square test), Items 
1-I, 3-I, 4-I, 5-I, 12-I and 13-I were eliminated. 
Only 8 items (2-I, 6-I, 7-I, 8-I, 9-I, 10-I, 11-I and 14-I) 
were selected for the validation study.

Item analysis for validation

The validation study was conducted on 8 items, re-
ported, with new labels, in Table V.

A new estimate of PCM was performed on the 8 se-
lected items. Results are reported in Table VI. Problems 
of monotonicity of steps, of Chi square test and of Outfit 
MSNQ and Infit MSNQ values (ranging, respectively, from 
0.75 to 1.04 and from 0.70 to 1.04) were not observed 
among the selected items. Rasch Model confirmed the 
uni-dimensionality of the EHAP scale and the fit of each 
item to the data. To explore and verify the factorial struc-
ture of the scale, the overall sample was randomly di-
vided into two main groups: Group 1 (n = 308) was used 
to conduct the exploratory analysis, Group 2 (n = 232) 
was used to conduct the confirmatory analysis. 

Table III. Item-Level Descriptive Statistics for each item. 

Item Range Min Max Mean Std. Dev. Asymmetry Kurtosis
Item 1-I 1-5 1 5 3.88 .79 - .99 1.57
Item 2-I 1-5 1 5 3.84 .81 - .85 0.97
Item 3-I 1-5 1 5 3.96 .78 - .89 1.53
Item 4-I 1-5 1 5 4.11 .76 - .86 1.48
Item 5-I 1-5 1 5 3.98 .84 - .81 1.10
Item 6-I 1-5 1 5 3.78 .83 - .73 .79
Item 7-I 1-5 1 5 3.82 .87 - .75 .69
Item 8-I 1-5 1 5 3.64 .80 - .45 .03
Item 9-I 1-5 1 5 3.65 .84 - .57 .12
Item 10-I 1-5 1 5 3.80 .93 - .58 .08
Item 11-I 1-5 1 5 3.76 .81 - .57 .47
Item 12-I 1-5 1 5 3.47 .96 - .57 -.12
Item 13-I 1-5 1 5 3.72 .80 - .70 .76
Item 14-I 1-5 1 5 3.74 .87 - .70 .52

Table IV. Item fit statistics.

Item Difficulty Step 1 Step 2 Step 3 Step 4 Outfit 
MSNQ

Infit 
MSNQ

Chi Square
(df=499)

P-value

Item 1-I .64 -1.20 .17 .07 3.52 1.07 1.08 536.09 0.12

Item 2-I .65 -1.21 .01 .36 3.46 0.83 0.84 415.32 1.00

Item 3-I .52 - .74 - .49 .20 3.09 0.95 0.97 475.66 0.76

Item 4-I .30 - .34 -1.15 .09 2.59 0.88 0.85 438.58 0.98

Item 5-I .55 - .06 -1.03 .56 2.72 0.70 0.74 349.63 1.00

Item 6-I .76 -1.00 - .19 .69 3.54 0.76 0.74 378.40 1.00

Item 7-I .75 - .67 - .20 .71 3.18 0.84 0.84 420.64 1.00

Item 8-I .66 -2.39 - .06 1.09 4.01 0.87 0.90 436.95 0.98

Item 9-I .79 -1.81 .21 .92 3.85 0.85 0.84 426.79 0.99

Item 10-I .72 - .77 - .21 1.06 2.82 1.02 1.02 510.75 0.36

Item 11-I .67 -1.38 - .35 .86 3.56 0.78 0.79 392.58 1.00

Item 12-I 1.28 - .64 .61 1.20 3.95 1.57 1.31 787.68 0.00

Item 13-I .82 -1.24 - .20 .79 3.91 1.09 1.07 556.40 0.04

Item 14-I .82 -1.02 .02 .77 3.49 1.04 1.00 521.29 0.24
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Exploratory analyses 
The KMO value was good ( .856) and the Bartlett’s Test 
of Sphericity reached statistical significance (p < 0.01), 
supporting the use of EFA. EFA revealed a one-factor 
structure explaining 44% of variance and with an ei-
genvalue equal to 3.5. Factor loadings are reported in 
Tables VII-VIII, and they ranged from .51 to .72.

Confirmatory analyses

CFA were conducted to verify the latent structure of 
the hypothesized eight-items one-factor model. Hoe-
lter test score for .05 was 242, indicating an adequate 
sample size. The chi-square (df), CFI, and RMSEA val-
ues of the final model were 81.38(20), .937, and .079, 
respectively. Those values indicated a good model fit. 
The factor loadings from the CFA of all 8 items ranged 
from .43 to .72 and they were absolutely comparable 
with the correspondent obtained by EFA. 

Internal consistency and reliability

EHAP scale had a very good internal consistency, since 
the value of the Cronbach’s Alpha was equal to 0.81. In 
Table IX, the Cronbach’s Alpha was evaluated after de-
leting individual items. Moreover, Item-Total Correlation 

index was calculated for each item. Each item contrib-
uted significantly to the EHAP scale score. The internal 
consistency of the 8-item EHAP scale was satisfactory.

Concurrent validity

Pearson’s correlation revealed good correlation levels 
with the PAM scale (r =  .401; p =  .000) and with the 

Table V. Set of items for validation study (english translation).

EHAP-1 I listen to my body to consequently adapt my lifestyle

EHAP-2 I am satisfied with how I am managing my health

EHAP-3 Over years I improved my way of managing my health

EHAP-4 I have life plans that make me feel good

EHAP-5 The way I am managing my health reflects what I think 
it should be done

EHAP-6 My health is in my hands

EHAP-7 Thinking on what I can do to feel better is a daily habit

EHAP-8 I encourage the people I care to lead a healthy lifestyle

Table VI. Item fit statistics.

Item Difficulty Step 1 Step 2 Step 3 Step 4 Outfit 
MSNQ

Infit 
 MSNQ

Chi Square
(df = 499)

P-value

EHAP-1 0.69 -1.21 -0.18 0.13 3.68 1.01 1.02 500.02 0.42

EHAP-2 0.82 -1.01 -0.18 0.76 3.70 0.71 0.70 354.99 1.00

EHAP-3 0.81 -0.69 -0.19 0.78 3.32 0.80 0.79 396.539 1.00

EHAP-4 0.73 -2.40 -0.03 1.17 4.21 0.84 0.86 414.912 1.00

EHAP-5 0.86 -1.82 0.24 1.01 4.03 0.81 0.79 400.488 1.00

EHAP-6 0.78 -0.79 -0.20 1.14 2.96 1.03 1.03 509.552 0.33

EHAP-7 0.74 -1.39 -0.33 0.94 3.73 0.75 0.76 370.351 1.00

EHAP-8 0.88 -1.03 0.04 0.85 3.65 1.09 1.04 539.069 0.08

Table VII. Factor loadings.

EHAP-1 I listen to my body to consequently adapt my life-
style

.71

EHAP-2 I am satisfied with how I am managing my health .72

EHAP-3 Over years I improved my way of managing my 
health

.68

EHAP-4 I have life plans that make me feel good .70

EHAP-5 The way I am managing my health reflects what I 
think it should be done

.70

EHAP-6 My health is in my hands .55

EHAP-7 Thinking on what I can do to feel better is a daily 
habit

.71

EHAP-8 I encourage the people I care to lead a healthy 
lifestyle

.51

Table VIII. Item loadings in confirmatory factor analysis of the 
8-items engagement in Healthy Ageing Promotion Scale.

Estimate
EHAP-1 ,580

EHAP-2 ,720

EHAP-3 ,653

EHAP-4 ,577

EHAP-5 ,663

EHAP-6 ,467

EHAP-7 ,630

EHAP-8 ,435
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Stage of Change Scale (r = .211; p = .000), revealing 
that the developed scale is significantly related but suf-
ficiently divergent from these reference measures. 

Criterion validity

Significant and positive correlation levels were revealed 
by Pearson’s correlation analyses with the BEN-
SSC scale of Italian older adults’ wellbeing (r =  .205; 
p  =  .000). To further examine criterion validity, linear 
regression with overall perceived wellbeing as depend-
ent variable and the factors of engagement in healthy 
ageing promotion as independent variables was em-
ployed. The regression analysis was significant (F 1,499 
= 21.971, p < .001) and explained 42% of the variance 
of the model. Therefore, results suggest that the pro-
posed one factor of older people engagement in health 
promotion is related to the construct of wellbeing (has 
criterion validity).

DISCUSSION

With this study, we aimed to develop and validate a 
new brief scale to measure older people engagement 
in health promoting behaviors. Although there are some 
scales assessing health promoting behaviors or activa-
tion of people towards their health management and 
promotion, there are no instruments specifically devel-
oped for older citizens. However, engagement in health 
promoting behaviors during ageing is a particularly rel-
evant issue to date, as measuring this aspect can help 
collecting the needs for engagement of a similar popu-
lation and assessing active healthy ageing initiatives. 
The development and validation of a scale measuring a 
similar dimension might help covering an essential pre-
requisite of promoting healthy ageing that is the emo-
tional, cognitive, and behavioral disposition and attitude 
of older citizens to engage in healthy aging. The EHAP-
Scale appears to have both good reliability and good 
content validity. Furthermore, it is easy to complete, 

as demonstrated by the fact that most of participants 
completed the questions (91%). In terms of content 
validity, the principal components analysis supports the 
view that the scale is tapping into one unique mean-
ingful constructs of engagement in healthy ageing, as 
proposed by other scales measuring similar constructs 
of engagement and activation 23 24. The high correlation 
between EHAP-S score and activation towards care 
management suggests that the disposition to engage 
in health promoting behaviors and being behaviorally 
active in managing physical health problems are con-
nected aspects of one’s life. Furthermore, also the cor-
relation of the scale with readiness to change lifestyle 
suggests that there is a relationship between the EHAP 
scale and behavioral health outcomes. Finally, results 
suggest that the factor of older people engagement in 
health promotion is significantly related to the construct 
of wellbeing. This highlights the importance of a similar 
variable to develop targeted intervention that can be 
able to improve the wellbeing of older citizens. Indeed, 
this scale can be considered a useful tool to implement 
monitoring strategies of attitudes of older citizens to-
wards health promotion activities as well as to develop 
intervention focused on improving preventive behaviors 
and wellbeing outcomes in older citizens and evaluate 
their effectiveness.
Some limitations can be observed in our study. First, 
the purposive sample adopted for this study does not 
allow generalization to the entire Italian population to 
be driven. A stratified random population sample would 
have allowed to provide normative data. However, the 
balanced representation of socio-demographical cat-
egories in the sample suggests that results of this study 
can probably be applied to a wider population. It will 
also be necessary to demonstrate the predictive valid-
ity of the scale and its sensitivity to change following 
interventions. Furthermore, the next step in the valida-
tion of the EHAP scale will be to demonstrate that it 
has comparable reliability and validity across a range of 
languages and cultural settings. 
To conclude, the developed scale to measure the en-
gagement in healthy ageing promotion among older 
Italian adults has close continuity with the best exist-
ing measure of activation and readiness to change, its 
psychometric properties are excellent, and it is able to 
assess aspects relating to the attitude and disposition 
of individuals towards engaging in health promoting ac-
tivities in the specific population of older citizens. 
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