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ABSTRACT

Background and Objective: The purpose of this study was to evaluate of
health literacy and some of its associated factors among 18-65 years old clients
referred to dezful health and treatment centers, iran, 2018

Materials and Methods: This is a descriptive-analytical study with a sample size
of 1575 subjects which is conducted in 2018 on Dezful 18-65 years old people.
In this study, Dezful municipality’s three districts were considered as three
clusters; then, two Health and Treatment Centers were selected by random
assignment from each cluster, after that sampling was performed by simple
random sampling on the target population. The data collection instrument in
this study was Montazeri et al. Standard Health Literacy Questionnaire. SPSS
21 software and statistical methods of the correlation coefficient, independent
t-test, one-way ANOVA were used to data analysis.

Results: The mean age of the subjects was 32 + 3 (Scores ranged from 18 to
65 years old) and the mean score of health literacy was 70.19 (Scores ranged
from 1 to 100). The mean score of health literacy, in five dimensions, has
been respectively (information accessibility) 67.26, (comprehension) 78.81,
(information reading) 71.79, (evaluating information) 69.33, (decision making
and behavior) 66.41. In rating health literacy, 13.07 percent had insufficient
health literacy, 21.52 percent had not so much insufficient health literacy, 38.47
percent had sufficient health literacy, and 26.92 percent had higher health
literacy. The results also showed that there is a significant relationship between
health literacy, and background variables such as education level (x2=314.857,
p=0.010), occupation (x2=73.290, p=0.001), marital status (x2=24.85, p=0.019),
but this relationship was not significant in gender (x2=3.944, p=0.268).
Conclusion: The results of this study showed that 34.1% of the subjects had
inadequate health literacy, which proper planning is needed to improve the
health literacy level of the statistical universe in this study.
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Introduction

Nowadays, health literacy has been introduced as
an essential worldwide issue of the 21st century
(1). Health literacy, in the report of the World
Health Organization (WHO), has been introduced
as one of the main determinants of health in
society (2). Health literacy is the ability of a
person to obtain, interpret, and understand the
basic health information and services, which is
required to make appropriate health decisions
and includes a set of reading, listening, analyzing,
decision-making skills and ability to using them
in health situations that does not necessarily
indicate the years of education or the ability
of people general reading ability (3). Health
literacy also includes social and cognitive skills,
which determine the motivation, and ability
of individuals to obtain, understanding, and
use information through ways that result in
maintaining and promoting their health (4).

Itis estimated that up to 26% of the US adult
population has less health literacy, Moreover, a
meta-analysis has estimated the prevalence of
insufficient health literacy and the prevalence
of border health literacy in the United States
respectively 25 and 20 percent (5,6).

The 2006 study on health literacy in five
provinces of Iran found that health literacy in
56.6 percent of people was insufficient and
only 28.1% of them had high levels of health
literacy (7).

Studies have shown that people with low
health literacy are less likely to understand
and follow written and verbal information
provided by health professionals. Thus, their
health status is low (8) and their hospitalization
and visit the physician is higher (10, 9), they
are unable to do self-care skills (11). They do
less preventive care (12) and therefore incur
higher medical costs (13). Insufficient health
literacy, not only as a patient problem but also

as a challenge for health care providers, has
emerged in health care systems (14). Although
health care providers always try to overcome
the negative effects of low health literacy, the
ability to recognize patients with potential health
literacy problems is highly significant, which
need paying special attention. Therefore, the
first step in designing effective interventions is
to measure and understand the health literacy
of the target community. Regardless of health
literacy and its determinants, interventions may
not achieve the desired results (15).

The study aims to determine the health literacy
level of Dezful urban adult population in 2018
so that by collecting and analyzing data and
measuring the health literacy of the subjects find
people with low health literacy levels, then design
and implement effective plans and interventions
to address shortcomings and deficits.

Materials and Methods

The present study is descriptive-analytical
research, which has been carried out on 1575
Dezful urban adult population, 18-65 years old, in
2018. Characteristics of participating in the study
were the age range of 18-65 years old living in the
city, and having no mental or physical disability;
people who did not meet these characteristics
or They were reluctant to participate in the
study were excluded from this study. The ethical
considerations in this study were to ensure the
confidentiality of information and the willingness
to participate in the study. It should be noticed
that the sample size of this study considering the
statistical formula used in similar studies was
383 subjects, so that research team completed
1575 questionnaires for the above-mentioned
target group to gain better results (16). We did
not have any attrition in completing or returning
the questionnaires. In this study, to determine

w
=

“'$10)9€,] PIJLID0SSY S}] JO SWOG pue £3e1d)IT YI[edF] JO Uorjenyesy



w
N

0202 J21UIMA ‘¢ anss| ‘&7 awn|oA / Aoela11] YyijeaH 1o Jeuinor

sample size, Dezful municipality's three districts
were considered as three clusters, and then two
health and treatment centers were selected
by random assignment from each cluster after
that available sampling was performed on the
target population. Data collection instruments
included two questionnaires: Demographic
Questionnaire (age, gender, marital status,
education, occupation, residence), and Montazeri
et al. Standard Health Literacy Questionnaire.
The questionnaire consists of 33 items and 5
components: access (6 items); reading skills (4
items); comprehension (7 items); evaluation and
decision making (4 items); health information
use (12 items); on the basis of the 5-point Likert
scale, they range from "not at all" to "always";
the reading skills’ items range from "it is very
difficult", the lowest score, that is, "one" to "it is
very easy", thatis "five"; in the rest items there
are five answers: from "not at all", which is "one"
to "always", which is "five"; therefore, the total
score of each respondent can be a maximum
of 165 and a minimum of 33. The construct
validity (using Exploratory Factor Analysis) and
its reliability (calculated by Intra-class Correlation
Coefficient) were evaluated, thereby validity
of the questionnaire was desirable and was
0.53. Cranach’s alpha was also acceptable in
the relevant constructs (0.72 to 0.89) and the
reliability of the questionnaire was confirmed
(17). Therefore, the scores are interpreted as
follows:

The raw score of each subject in the subscales
is derived from the scores' algebraic sum; then,
the following formula is used to convert this
score to a range of 0-100 points. For example,
a person who has gained a raw score of 8 in
reading, his/her health literacy score is as follows:

To calculate the total point: subscales are
summed (based on a range of 0 to 100), divided
by 5 (the number of subscales). Health literacy
ratings are as follows: the score of 0-50 indicates
insufficient health literacy, 50.1-66 indicate not
so much sufficient, 66.1-84 indicate sufficient
health literacy, and 84.1-100 is considered
excellent health literacy (17). The data collected
in this study were statistically analyzed by
SPSS21 software. Descriptive statistics indices
(percentage, frequency, mean and standard
deviation) and inferential test (Chi-square test,
ANOVA, one-sample t-test) were used.

Results

A total of 1575 subjects participated in this study.
According to the results, the mean age of the
subjects was 32 * 3. Table 1 provides a detailed
demographic information.

In this study, the mean score of health
literacy, by its dimensions, was as follows: health
information accessibility, 67.26, comprehension,
78.81, information reading ability, 71.79,
information evaluation, 69.33, and decision

Possible Minimum Raw Score — Resulted Raw Score 8—14

X
Possible Minimum Point — Possible Minimum Point 20 —

making and behavior, 66.41.

The research results suggested that, in general,
13.07% (206 people), 21.52% (339 people),
38.47% (606 people) and 26.92% (424 people)
of the subjects in this study had respectively

“insufficient”, “ sufficient”

n u

not so much sufficient”,

x 100 = 25
4

and “excellent” health literacy, which more than
half of them have had adequate or high health
literacy.

The examination of health literacy levels
and background variables showed that there
was no significant relationship between health



Table 1: evaluating the status of the subjects’ Demographic characteristics*

Variable Frequency Percentage
Male 363 23.04%
Sex

Female 1212 76.95%

Illiterate 28 1.77%

Elementary 102 6.47%

First High School 203 12.88%

Education

High School (under diploma) 102 6.47%

High-School Certificate (diploma) 582 36.95%

Academic 558 35.42%

Employee 476 30.22%

Jobless 63 4%

Job Housewife 901 57.20%
Retired 31 1.96%

University Student 104 6.60%

Married 1410 89.52%

Marital Status

Single 165 10.47%

Health Staff 922 58.7%
Internet 318 20.19%

Phone 6 .38%
How To Radio, TV 181 11.49%
Access Health Newspapers, Publications 17 1.07%
Information Friends, Acquaintances 64 4.06%
Brochure, Booklet, Educational Brochure 28 1.77%

Satellite Channel 4 .25%

| Don’t Know Where To Get The Information 35 2.2%

* Descriptive statistics

literacy levels and gender (x2=3.944, p=0.268).
Furthermore, there was no significant difference
in the relationship between marital status and
health literacy levels (x2=3.423, P =0.331). The
results of this study showed that there was a
significant relationship between health literacy
and education level so that the majority of those
with academic education has had sufficient and
higher health literacy (80.46%), however, it was
insufficient for the majority of illiterates (82.13%)
(x2=314.857, p = 0.001).

Considering the relationship between occupation

and health literacy level, there was a significant
relationship between them (x2=73.290, p=0.001)
so that the majority of college students (78.69%)
have had sufficient and high health literacy, and
the lowest health literacy was among housewives
(17.12%) and jobless ones (16.66%).(Table 2)
Most participants of this study were college-
educated in the age range of 21 to 30 years, and
in all age groups, the sufficient health literacy
level among those with a high-school certificate
and higher was more than those with less
high school certificate. Moreover, there was a
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Table 2: the relationship between demographic variables and health literacy level*

Variable Health Literacy Level (Percentage) .
Insufficient Not Enough Enough | Excellent
18-20 20 22.85 38.09 19.04
21-30 10.33 22.15 38.99 28.50
Age 31-40 12.31 18.19 39.70 29.77 F=7.036 0.001
41-50 19.75 28.39 30.24 21.60
51-65 18.39 22.98 42.52 16.09
Sex Male 22.86 20.93 33.33 22.86 0=3.944 0268
Female 13.44 20.54 38.86 27.14
Illiterate 71.42 10.71 10.71 7.14
Elementary 40.19 26.47 24.50 8.82
First High School 24.13 28.57 33 14.28
Education x2=314.857 | 0.001
High School 22.54 25.49 34.31 17.64
Diploma 10.48 22.16 42.95 24.39
Academic 1.97 17.56 40.86 39.60
Employee 6.66 18.75 37.5 36.45
Jobless 16.66 27.27 31.88 23.07
Job Housewife 17.45 22.98 37.79 21.76 0.001
Retired 11.76 14.70 52.94 20.58 x2=73.290
University Student 3.70 17.59 48.14 30.55
Marital Married 13.61 21.70 37.94 26.73
Status Single 9.09 19.29 41.71 29.89 x2=3423 | 0.331

One-Way Anova, chi-square

significant relationship between all dimensions
of health literacy and age (F=7.036, p=0.02)
and the results showed that there was a direct
relationship between access to information and
the age of the participants, so that age group
of 20-30 years has reported the most access to
information through health centers’ personnel

(56%) (p = 0.001).
Discussion

Nowadays, health literacy is a worldwide debate
and issue, and due to its role and influence on
how people make health decisions, and as a
result, its impact on health improvement and
quality of life has attracted the attention of many
decision and policymakers (18).

Regarding to level of health literacy, 64.4%
of subjects had sufficient and higher health

literacy, which is consistent with the research
results of Tehrani et al and karimi et al. (7, 19)
however is different from the results of some
studies (15, 20); these differences can be due to
demographic differences and even some other
social-cultural differences.

Most participants of this study were literate
and in the age range of 21 to 30 years, were
college-educated (21). In all age groups of this
study, the sufficient health literacy level among
those with a high-school certificate and higher
was more than those with less high school
certificate (22); moreover, there was a significant
relationship between all dimensions of health
literacy and age groups (p = 0.02), which the
research results of Tawusi et al. and Naghibi



et al. have confirmed it (24-23). People under
the age of 20 years old, probably young, not
involved in health problems, and not aware of the
importance of health literacy can be important
reasons for their poor health literacy. More than
half of the participants (58.7%) of this study
reported receiving their necessary information
through health centers’ personnel and on the
Internet. These results are consistent with the
research results of Bigdelei et al (25). The result
demonstrates the significance of health centers’
personnel and their special position to convey
health information.

Investigating the relationship between health
literacy and gender indicated no significant
difference, and this relationship was not significant
in any other health literacy dimensions, which is
consistent with the results of several studies (24,
22, and 26). The study of Lee et al have reported
a significant relationship between gender and
health literacy, which is in contrast with the
results of the present study (27); this difference
may be due to social and cultural differences in
the context of the studied society.

According to the results of this study, there
is a direct and significant relationship between
health literacy and educational level, so that the
increase of educational literacy will increase
the average health literacy level, which this
correlation can be observed in all dimensions
of health literacy with academic education. The
research results of Tavousi et al., are similar to
the present study (23). This may be because
people are exposed to more information as they
get higher education.

Considering the results of this study,
insufficient or not so much sufficient health
literacy in housewives, illiterates, and those
with elementary education were more than
other groups. This result is consistent with the
research results of other similar studies (6, 22,

and 23). This shows that literate people can
increase their health literacy due to their ability
to use different sources.

According to the results of this study,
housewives and jobless women have the lowest
level of health literacy and need more health
education, these results are consistent with the
research results of the Naghibi et al. (23). The
reason may be that housewives are more likely
involved in home affairs, and in comparison
with employed women have less opportunity to
access health literacy resources, however, the
educational literacy of these women probably
is lower than employed women, and men.
Conclusions
This descriptive-analytical study suggests that
about 40 percent of the subjects have insufficient
health literacy; these are often those who have
low educational literacy, and on the other hand,
they receive most of their necessary information
through health centers’ personnel, which prove
the importance and special status of these people
and increase their responsibility to promote
community health literacy, thereby improve the
quality of life. It also demonstrates the necessity
of empowering, promoting, expanding and active
participation of these people in cyberspace to
provide reliable information.

Recommendations
This study is a descriptive-analytic one and cannot
be used to decision making or generalizing the
effects of the factors on the target variables,
and only shows the relationships, therefore
prepare the context to future interventional
studies. Designing an interventional study to
find the effective factors is recommended.
Strengths: Although the study is descriptive-
analytical, its large number of participants can
be its strengths, and due to random sampling
from all parts of the city, it may be considered
a reliable sample of the target universe.
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limitation: This is not an interventional study
and this can be considered as a shortcoming.
Self-reporting some questionnaires may be
another limitation of the study. We asked
people to ask the researcher any questions if
they had any doubts, and we tried to complete
the questionnaires by researchers as much as
possible. Another limitation of the study could
be about illiterate peoples who the questions
were described in simple language to give the
most accurate answer possible.
Competing interests: The authors declare that
they have no competing interests.
Funding: No financial support was received for
this study
Acknowledgment: We sincerely appreciate the
education vice-chancellor and research and
technology administrator of Dezful University
of Medical Sciences, security department, and
all the hardworking personnel of Dezful Urban
Health Centers who assisted us to do this study.

References

1.Nutbeam D, Kickbusch I. Advancing health literacy: a global
challenge for the 21st century. Oxford University Press; 2000.
https://academic.oup.com/heapro/article/15/3/183/551098
https://doi.org/10.1093/heapro/15.3.183

2. Peate M, Smith SK, Pye V, Hucker A, Stern C, Stafford L, et al.
Assessing the usefulness and acceptability of a low health
literacy online decision aid about reproductive choices for
younger women with breast cancer: the aLLIANCE pilot
study protocol. Pilot and feasibility studies. 2017;3(1):31.
https://doi.org/10.1186/s40814-017-0144-9 PMid:28603643
PMCid:PMC5463307

3. Aghaieian n, Farahaninia M, janmohammadi S, Haghani H.
Association between health literacy and preventive behaviors of
breast cancer in women. Journal of Health Literacy. 2019;4(2):9-
17. https://doi.org/10.22038/jhl.2019.40343.1057

4. Lael-Monfared E, Tehrani H, Moghaddam ZE, Ferns GA, Tatari M,
Jafari A. Health literacy, knowledge and self-care behaviors to
take care of diabetic foot in low-income individuals: Application
of extended parallel process model. Diabetes & Metabolic
Syndrome: Clinical Research & Reviews. 2019;13(2):1535-41.
https://doi.org/10.1016/j.dsx.2019.03.008 PMid:31336518

5. Khaleghi M, Amin Shokravi F, Peyman N. The Relationship

Between Health Literacy and Health-Related Quality of Life
in Students. Iranian Journal of Health Education and Health
Promotion. 2019;7(1):66-73.
https://doi.org/10.30699/ijhehp.7.1.66

6. Paasche-Orlow MK, Parker RM, Gazmararian JA, Nielsen-BohIman
LT, Rudd RR. The prevalence of limited health literacy. Journal
of general internal medicine. 2005;20(2):175-84.
https://doi.org/10.1111/j.1525-1497.2005.40245.x
PMid:15836552
PMCid:PMC1490053

7. Tehrani Banihashemi S, Amir Khani A, Haghdoust A, Alavian M,
Asghari Fard H, Baradaran H. Health literacy in five province and
relative effective factors. Strides in Development of Medical
Education. 2007;4(1):1-9.

8. Baker DW, Gazmararian JA, Williams MV, Scott T, Parker RM,
Green D, et al. Functional health literacy and the risk of hospital
admission among Medicare managed care enrollees. American
journal of public health. 2002;92(8):1278-83. https://doi.
org/10.2105/AJPH.92.8.1278 PMid:12144984
PMCid:PMC1447230

9. Baker DW, Parker RM, Williams MV, Clark WS, Nurss J. The
relationship of patient reading ability to self-reported health
and use of health services. American journal of public health.
1997;87(6):1027-30.
https://doi.org/10.2105/AJPH.87.6.1027
PMid:9224190
PMCid:PMC1380944

10. Schillinger D, Grumbach K, Piette J, Wang F, Osmond D,
Daher C, et al. Association of health literacy with diabetes
outcomes. Jama. 2002;288(4):475-82.
https://doi.org/10.1001/jama.288.4.475
PMid:12132978

11. Scott TL, Gazmararian JA, Williams MV, Baker DW. Health
literacy and preventive health care use among Medicare
enrollees in a managed care organization. Medical care.
2002;40(5):395-404. aspx
https://doi.org/10.1097/00005650-200205000-00005
PMid:11961474

12. Howard DH, Sentell T, Gazmararian JA. Impact of health
literacy on socioeconomic and racial differences in health
in an elderly population. Journal of general internal medicine.
2006;21(8):857-61.
https://doi.org/10.1111/j.1525-1497.2006.00530.x
PMid:16881947
PMCid:PMC1831584

13. Chew LD, Bradley KA, Boyko EJ. Brief questions to identify
patients with inadequate healthliteracy. health. 2004;11:12.

14. La Vonne AD, Zun LS. Assessing adult health literacy in urban
healthcare settings. Journal of the National Medical Association.
2008;100(11):1304-8.



15.

16.

17.

18.

19.

https://doi.org/10.1016/5S0027-9684(15)31509-1
Pirzadeh A, Nodooshan T, Nasirian M. Association Between
Maternal Health Literacy Level and Prenatal Care in Iran.
Journal of Health Literacy. 2024;4(1):60-7.
https://doi.org/10.22038/jhl.2019.40418.1056

Kindig DA, Panzer AM, Nielsen-Bohlman L. Health literacy: a
prescription to end confusion: National Academies Press; 2004.
Montazeri A, Tavousi M, Rakhshani F, Azin SA, Jahangiri K,
Ebadi M, et al. Health Literacy for Iranian Adults (HELIA):
development and psychometric properties. Payesh (Health
Monitor). 2014;13(5):589-99.

Javadzade SH, Sharifirad G, Radjati F, Mostafavi F, Reisi M,
Hasanzade A. Relationship between health literacy, health
status, and healthy behaviors among older adults in Isfahan,
Iran. Journal of education and health promotion. 2012;1.
https://doi.org/10.4103/2277-9531.100160
PMid:23555134

PMCid:PMC3577376

Karimi S, Keyvanara M, Hosseini M, Jafarian M, Khorasani E.
Health literacy, health status, health services utilization and
their relationships in adults in Isfahan. Health Inf Manage.
2014;10(6):862-75.

20.Ansari H, Almasi Z, Ansari-Moghaddam A, Mohammadi M,

21.

Peyvand M, Hajmohammadi M, et al. Health literacy in
older adults and its related factors: a cross-sectional study
in Southeast Iran. Health Scope. 2016;5(4)
https://doi.org/10.17795/jhealthscope-37453

Afshari M, Khazaei S, Bahrami M, Merati H. Investigating

adult health literacy in Tuyserkan city. J Educ Community
Health. 2014;1(2):48-55.
https://doi.org/10.20286/jech-010248

22. Naghibi A, Chaleshgar M, Kazemi A, Hosseini M. Evaluation of

health literacy level among 18-65 year-old adults in Shahriar,
Iran. Journal of health research in community. 2017;3(2):17-25.

23. Tavousi M, Mehrizi A, Solimanian A, Sarbandi F, Ardestani

M, Hashemi A, et al. Health literacy in Iran: findings from a
national study. Payesh (Health Monitor). 2016;15(1):95-102.

24. Powell CK, Hill EG, Clancy DE. The relationship between health

literacy and diabetes knowledge and readiness to take health
actions. The diabetes educator. 2007;33(1):144-51 a.
https://doi.org/10.1177/0145721706297452
PMid:17272800

25. Bigdeli Z, Hayati Z, Heidari G, Jowkar T. Place of internet inhealth

26.

27.

information seeking behavior: Case of young Internet users
in Shiraz. Human Information Interaction. 2016;3(1):67-78
Mollakhalili H, Papi A, Zare-Farashbandi F, Sharifirad G,
HasanZadeh A. A survey on health literacy of inpatient’s
educational hospitals of Isfahan University of Medical
Sciences in 2012. Journal of education and health promotion.
2014;3(1):86-92

Lee S-YD, Tsai T-l, Tsai Y-W, Kuo KN. Health literacy, health
status, and healthcare utilization of Taiwanese adults: results
from a national survey. BMC public health. 2010;10(1):614.
https://doi.org/10.1186/1471-2458-10-614
PMid:20950479

PMCid:PM(C2967535

w
~

'$10)9€,] PIJLIDOSSY S}] JO SWOG pue L7817 YI[edF] JO Uorjen[esy



