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Health literacy and its predictors 
among urban and rural adults in Bijar 
County
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Abstract:
BACKGROUND AND PURPOSE: The World Health Organization has identified health literacy (HL) 
as one of the most important determinants of people’s health. Therefore, this research aimed to 
investigate the status of HL and its predictors.
MATERIALS AND METHODS: This research was a cross-sectional study that was performed on 600 
adults in Bijar County, Iran. Cluster sampling was used to select the samples. Data were collected 
using the questionnaire of HL for Iranian adults. Data were analyzed using one-way analysis of 
variance, Student’s t-test, and multiple linear regression in SPSS 21.
RESULTS: The mean score of HL was 3.6 out of 5; 69% and 29% of the samples had a moderate-
to-high health status, respectively. Among the dimensions of HL, the highest and the lowest means 
were perception (3.94) and evaluation (3.21), respectively. Based on the multiple regression results, 
the variables (gender – B = −0.142, confidence interval [CI]: −0.409 to −0.011, P = 0.39; education 
level – B = 0.391, CI: 0.149–0.287, P = 0.00; and income level – B = 0.203, CI: 0.00–0.00, P = 0.01) 
were significantly positively associated with HL.
CONCLUSION: The results of this study can be applied to educational interventions through media 
and radio-television to increase public awareness. Education is also strongly recommended in terms 
of demographic variables and characteristics to promote HL in the society.
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Introduction

The World Health Organization (WHO) 
defined “health literacy (HL) as the 

individual characteristics and social 
resources needed by society to access, 
understand, evaluate and use services 
to make health decisions. ”[1] It is one 
of the most important determinants of 
health.[2] HL skills are effective in taking 
the health promotion messages,[3] and also, 
it is important not only for personal health 
care but also to engaging in community 
discussions and planning on issues that 
affect health.[4] HL is the pioneer of health 
and achievement a culture of health.[5] 

People’s HL has been shown to play a key 
role in the search for health information.

People with poorer HL are less likely to use 
health services than those with higher HL 
and therefore have poor health outcomes 
(self-reported poor health and poor mental 
and physical health).[6,7] Low HL is associated 
with increased hospitalization and mortality 
and nonadherence to treatment[8] and 
is involved in evaluating online health 
information.[9] Furthermore, low HL makes 
a person less aware of his/her medical 
condition and, as a result, shows poor self-
care behavior.[10]

HL is also affected by many factors including 
individual, social, cultural, and language 
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factors;[11] based on results of previous studies, a survey 
of adult’s HL in the United States showed that 20% of 
the study participants had a low HL, 29% had a marginal 
HL, and 51% had an adequate HL.[12] The level of HL was 
reported by several studies in Iran. A study conducted by 
Tehrani et al. showed that 21.3% of people had adequate 
HL and 41.5% of participants were healthy in terms of 
general health variables.[13] A study conducted among 
the Isfahan population showed that 8.8% of people 
had adequate HL, 11.6% had marginal HL, and 15.5% 
had insufficient HL,[14] and findings from a nationwide 
population-based survey in Iran showed that the Iranian 
adult population has an insufficient level of HL.[15]

Previous studies showed that HL can be predicted by 
gender, age, race/ethnicity, and level of education,[16,17] 
and nationwide population-based survey in Iran 
showed that education level, age, female sex, residency 
in rural areas, and having permanent were significantly 
associated with more HL.[15]

HL is a new concept, and few research studies have been 
done in this area; in Iran, there is little information about 
the status of HL as an important factor in the health 
system and decision-making. Considering the issue, it 
is necessary to address the subject and its dimensions 
and factors for helping planners and officials as an 
important tool. Therefore, the purpose of this study was 
to investigate HL and its predictors among urban and 
rural adults in Bijar County, Iran.

Materials and Methods

Type of study
A community-based cross-sectional study was carried 
out among the people aged 18–65 years.

Study setting
This study was conducted in Bijar. Bijar is the center of 
the city with a population of 51,714 and has common 
borders with the provinces of Hamedan, Zanjan, and 
West Azerbaijan. Bijar is located 125 km northeast of 
Sanandaj (the center of Kurdistan Province).[18]

Population of study
The study population was adults aged 18–65 in Bijar.

Inclusion and exclusion criteria
Inclusion criteria for participating in the study included 
minimum literacy, 18–65 years of age, Iranian citizenship, 
residence in Bijar, and informed consent, as well as 
having cognitive and mental disorder, acute visual 
and auditory problems, and speech problem in a way 
that the subjects were unable to communicate; lack of 
consent to co-operate and incomplete completion of the 
questionnaire were some of the exclusion criteria.

Sample size and sampling method
In this research, the sample size considering the prevalence 
ratio and the confidence of 95% was calculated. 

Assuming a rate of 28% for adequate functional health 
literacy (FHL) based on the results of a previous study 
(19), and 0.95 confidence level, the sample size was 
calculated using the formula N = Z2PQ/d2, where Z = 
(1.96)2, P = 0.28, Q = 0.72 and d = 0.04 sample size equal 
483.  In order to consider the design effect, the sample 
size was multiplied by 1.5 (n = 725). Finally, assuming a 
non-response rate of 10%, the sample size was set to 795.

The population of Bijar was 93,714 people, considering 
that 44% of the population of Bijar (42,000 people) lived 
in villages, 24 rural clusters, and 29 urban clusters were 
finally selected. In urban sampling, considering the 
coverage of 5 comprehensive health service centers, 
the number of clusters per center was determined from 
29 urban clusters based on the population covered 
by each center. Selection of head clusters in the city 
was done through a list of households covered by the 
comprehensive health centers. After selecting the head 
clusters, the residential units were selected by moving to 
the right when leaving the door of each house. Then, in 
each residential unit, the questionnaire was completed 
for all individuals of 18 years and older of households 
until the end of the cluster (15 individuals). The village 
head clusters were selected randomly from the list of 
households of a comprehensive health center/health 
house. After selecting the village head clusters, moving 
to the right (when leaving the door of each house), the 
completion of 15 questionnaires was continued. In the 
villages, houses were considered in the design of every 
other. To increase the coverage of the question, a re-
referral was carried out if needed so that the households 
or individuals who were not present at the first referral 
were questioned.

Data collection tool
The data were collected using the questionnaire of (health 
literacy for Iranian adults). The validity and reliability of 
the questionnaire were evaluated in Iran. The construct 
validity was evaluated by the exploratory factor analysis, 
and the reliability was evaluated by calculating the 
internal correlation coefficient of the questionnaire, 
and the Cronbach’s alpha in the relevant constructs 
was 72%–89%.[20] The questionnaire had two parts: 
demographic characteristics (age, gender, education, 
marital status, occupation, place of residence, housing 
status, income status, and sources of health and illness 
information) and 33 questions in 5 main dimensions 
of reading (4 questions), accessibility (6 questions), 
understanding (7 questions), evaluation (4 questions), 
and decision-making and health information use 
(12 questions). The scale of scoring the questionnaire 
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is a five-option Likert scale; in the questions of reading 
skill, the score 5 belongs to the option very easy, 4 to the 
option easy, 3 to the option neither easy nor difficult, 
2 to the option difficult, and 1 to the option quite 
difficult. In the other four dimensions of HL, the score 
5 belonged to the option always, 4 to the option more 
often, 3 to the option sometimes, 2 to the option rarely, 
and 1 to the option never. After the researcher came to 
the research environments and explained the goals and 
obtained permission, the research tool was provided to 
the research participants, and the data were collected.

Ethical considerations
The protocol of this study was approved by the Ethical 
Committee of Kurdistan University of Medical Sciences 
(IR.MUK.REC.1396.67). At first, the aims of the research 
were described for the participants, and after acquiring 
the verbal informed consent, they completed the 
questionnaire and were assured that the information 
obtained would remain completely confidential.

Data analysis
SPSS 21 software was used for data analysis (IBM 
Corp., Armonk, NY, USA). Descriptive statistics such 
as frequency, percentage, mean, and standard deviation 
(SD) were used to describe demographic variables and 
total score and the HL dimensions. To obtain the level 
of HL, the mean scores of overall HL were divided into 
three intervals of low, moderate, and high HL, with a 
score of 1–2 for low HL, 2.01–4 for moderate HL, and 
4.01–5 for high HL. The Kolmogorov–Smirnov test was 
used to determine the normality of the data. The results 
showed that the data are normal. T-test (two groups) and 
analysis of variance (ANOVA) (>2 groups) were used 
to evaluate the mean difference of HL among different 
groups. The predictors of HL were determined through 
multiple linear regression.

Results

A total of 795 individuals were included in the study, 
and 195 were excluded due to the incomplete completion 
of the questionnaire (75% response rate). The mean age 
(±SD) of the participants (±13.17%) was 38.60 years. 
44.2% of the sample were female, 79.2% were married, 
and 24% of them had a university education. Most of 
the participants (59%) reported physicians and health-
care workers as sources of their health information and 
21.6% reported the radio and television as sources of 
health information. HL scores were significantly higher 
among female and single participants than men and 
married ones (P < 0.05). Individuals with government 
jobs had better HL (P < 0.001), and the HL of those living 
in urban areas was higher than those living in rural areas 
(P < 0.001). Participants in the age group of 18–29 years 
had better HL than the other ages (P < 0.001). The level of 

HL of college-educated participants was higher than the 
other groups, and ANOVA showed that this difference is 
significant (P < 0.001). Other participants’ characteristics 
are shown in Table 1.

The study findings revealed that the mean score of HL 
was 3.60 out of 5. The highest and the lowest means were 
perception (3.94) and evaluation (3.21), respectively. 
Almost 70% of the participants had a moderate HL, and 
29.2% had a high level of HL. Among the dimensions, 
the majority of the respondents (43.5%) had a high level 
of HL in terms of perception [Table 2].

The applied multiple linear regression [Table 3] analysis 
indicated that among demographic variables, gender, 
income, and education level were identified as predictors 
of HL. HL among women was 14.2% higher than men 
(B = −0.142, confidence interval [CI]: −0.409 to −0.011, 
P = 0.39). In relation to the education level, the HL of 
individuals with university education was significantly 
higher than other groups (B = 0.391, CI: 0.149–0.287, 
P = 0.00). Participants who had incomes above $ 250 
(ten million rials) had a 20% higher HL rate than those 
with incomes below $ 250 (ten million rials) (B = 0.203, 
CI: 0.00–0.00, P = 0.01).

Discussion

The aim of this study was to investigate the status of 
HL and its predictors among adults in Bijar County. 
HL status was moderate among the participants in this 
study. Our results showed that approximately 70% and 
29% had a moderate and high HL, respectively. Findings 
from this study also demonstrated that participants who 
are female, single, had a government job, living in urban 
areas, and aged 18–29 had a higher HL compared to their 
counterparts.

In the present study, HL status was moderate among 
participants, which is in agreement with those reported in 
the previous studies.[21-23] Improving HL can be a result of 
the impact of seeking health-related information through 
the media or exposure to information provided through 
the media. Previous studies showed that exposure to the 
media or social media can improve HL.[24,25] Other studies 
have reported a poor HL level.[19,26,27] The differences in 
HL in the different studies appear to be due to the use 
of various tools to measure HL and specific age and 
occupational groups or possibly different locations and 
cultures.

Among the five dimensions of HL, the perception and 
evaluation had the highest and lowest levels of HL 
from among other levels of HL that is consistent with 
other studies.[22,27] Results from another study showed 
that the participants had poor access information, 
information perception, moderate judgment, and use 
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of information.[28] In the section of perception, the item 
“perception healthy nutrition recommendations” had the 
highest score, and the items “I understand the meaning 
of the contents written in the instruction sheet before 
performing a test, ultrasound or radiologic,” had the 
lowest score; we can increase people’s HL by educating 
physicians and staff in different parts of the hospital. 
In the evaluation dimension, the item “I can evaluate 
the accuracy of health information provided on the 
Internet” had the lowest score; the citizens need to be 
educated in order to properly judge and analyze the 
health information and, with regard to the basic health 
information and services they need, make the right 
decisions to enhance their health. Given that the lowest 

level of HL in this study was related to the dimensions 
of evaluation, access information, and reading ability, 
it is possible to increase the level of HL through media 
and radio/television. This, of course, requires cross-
sectoral cooperation and organizations that are somehow 
involved in protecting people’s health.

Multiple regression results showed that HL had a 
significant relationship with the income status of 
individuals so that the individuals with high-income 
level are of high level of HL; this is consistent with a 
study conducted in Germany.[11,29] This, of course, is 
inconsistent with a study done in Iran.[23] Individuals 
or families with high incomes can be attainment 

Table  2: Mean  (SD) of health literacy dimensions and total score of adults  (n=600)
Health literacy dimensions Mean (SD) Health literacy level

Low Moderate High
Access information 3.38 (0.85) 21 (3.5) 448 (74.7) 131 (21.8)
Reading ability 3.66 (0.90) 32 (5.3) 363 (60.5) 205 (27.1)
Perception 3.94 (0.75) 10 (1.7) 329 (54.8) 261 (43.5)
Evaluation 3.21 (1.05) 103 (17.2) 365 (60.8) 132 (22)
Decision-making 3.80 (0.61) 4 (0.7) 401 (66.8) 195 (32.5)
Total of health literacy dimensions 3.60 (0.68) 7 (1.2) 418 (69.7) 175 (29.2)
SD=Standard deviation

Table  1: Socioeconomic and demographic characteristics of adults in Bijar, Iran, 2016  (n=600)
Variables Subgroup n (%) Mean (SD) P
Sex Male 335 (55.8) 2.86 (0.49) 0.041

Female 265 (44.2) 3.27 (0.59)
Education Illiterate 78 (13.0) 3.54 (0.44) <0.001

Elementary 129 (21.5) 3.54 (0.44)
Guidance 135 (22.5) 3.84 (0.56)
High school 114 (19.0) 3.84 (0.56)
Academic 144 (24.0) 4.16 (0.55)

Marital status Single 125 (20.8) 3.79 (0.66) <0.001
Married 475 (79.2) 3.55 (0.68)

Job Unemployed 69 (11.5) 3.41 (0.63) <0.001
Homemaker 201 (33.5) 3.41 (0.63)
Manual worker 83 (13.8) 3.49 (0.64)
Government’s employee 99 (16.5) 4.20 (0.56)
Self-employed 88 (14.7) 3.55 (0.53)
Others 60 (10.0) 3.67 (0.76)

Residency City 261 (43.5) 3.92 (0.63) <0.001
Village 339 (56.5) 3.35 (0.62)

Household income >10 million rials 84 (14.0) 3.6 (0.70) 0.815
≤10 million rials 516 (86.0) 3.59 (0.57)

Age group 18‑29 184 (30.7) 3.71 (0.59) 0.001
30-44 258 (43.0) 3.64 (0.66)
45-60 108 (18.0) 3.45 (0.72)
60-65 50 (8.3) 3.38 (0.84)

Content access Physician 354 (59.0) 3.46 (0.64) <0.001
Internet 84 (14.0) 4.16 (0.51)
TV 129 (21.6) 3.70 (0.64)
Friends 19 (3.2) 3.39 (0.97)
Book 5 (0.8) 3.47 (0.95)
Others 9 (1.5) 3.06 (0.41)

SD=Standard deviation
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high education level, and therefore, they can able to 
understand medical information or leaflets. However, 
this relationship cannot be directed means that persons 
who have a high level of education are still at risk of 
low HL.

There was also a significant relationship between HL and 
gender, and the women’s health status was better than 
men’s, which is consistent with the previous study.[30] 
However, other studies have rejected the significant 
relationship between HL and gender.[31,32] Women  are 
seeking care and their familiarity in navigating the health 
care system more than men in Iranians society, therefore 
it can be the reason for they have a high level of HL. 
And also, women have an important role in the health 
of the family, and they have knowledge about health-
care processes . Previous studies showed that women 
has have role care for children’s and patient members of 
the family, especially this heightened amongst pregnant 
women who seeking care for their children.[33]

On the other hand, education had a significant 
relationship with the level of HL, meaning that people 
with higher education had a higher level of HL. This 
indicates the role of basic public literacy in enhancing HL, 
leading to increased knowledge and awareness of people 
and increased attention to the issue of health and well-
being; this result is in line with other studies.[34-36] The 
results of this research showed that the questioning of 
physicians and staff of health centers and then the radio 
and television were the most important sources of health 
information for the participants. This is consistent with 
other studies.[13,37] A study conducted in Iran indicated 
that the audience received the information about health 
mostly (42.5%) through radio and television.[38] One 
of the limitations of this study is that it was a cross-
sectional study that examined only a part of time. It 
is recommended that future studies be conducted as 
an intervention to promote HL and to consider other 
variables such as cultural and social factors.

In a recent document of the WHO, the Shanghai 
Declaration on promoting health in the 2030 Agenda for 
Sustainable Development, it is stated that HL empowers 

individual citizens and enables their engagement in 
collective health promotion action;[39] therefore, our 
findings help us to understand the level of HL among 
our population study and design educational programs 
to improve HL and empowerment them to self-care and 
access promoting health- care equality. This indicates a 
need to understand the various perceptions of the level 
of HL that exists among different cultures and various 
population studies.

In addition, other variables such as cultural backgrounds 
affecting HL have not been evaluated, and the data were 
collected as self-report. Furthermore, this study was 
conducted in one of the cities of Kurdistan Province. 
The results should be generalized with caution for other 
environments.

Conclusion

In this study, the individuals’ HL status was moderate, 
and income, gender, and education level were identified 
as predictors of HL. The design and implementation of 
educational interventions based on the demographic 
variables and characteristics is strongly recommended 
to promote HL in the society. The results of our study 
indicated that most adults have a moderate HL. Since 
the HL is an important factor in understanding the 
health messages and recommendations of health-care 
providers, and since the questioning of physicians and 
health-care staff has been the most important source of 
health information for the participants, it is imperative 
that the physicians and health professionals to can be 
use effective methods of transferring information and 
communicate appropriately based on the level of HL 
of the clients.

Acknowledgments
Hereby, we would like to thank all those who participated 
in this study as well as the staff of Bijar health centers.

Financial support and sponsorship
This research was supported by the Kurdistan University 
of Medical Sciences.

Conflicts of interest
There are no conflicts of interest.

References

1. Greenhalgh T. Health literacy: Towards system level solutions. 
BMJ 2015;350:h1026.

2. World Health Organization. Health Literacy: The Solid Facts. 
WHO Regional Office for Europe: World Health Organization; 
2013.

3. Hosking SM, Pasco JA, Hyde NK, Williams LJ, Brennan-Olsen SL. 
Recommendations for dietary calcium intake and bone health: The 
role of health literacy. J Nutr Food Sci 2016;6:1-3.

4. Nutbeam D. Health literacy as a public health goal: A challenge 

Table  3: Factors associated with health literacy 
among adults  (n=600)
Variable B (CI 95%) P
Marital status −0.027 (−0.231‑0.141) 0.636
Sex −0.142 (−0.409‑−0.011) 0.039
Education level 0.391 (0.149‑0.287) <0.001
Job −0.039 (−0.086‑0.047) 0.568
Housing situation −0.002 (−0.154‑0.149) 0.973
Income 0.203 (0.00‑0.00) 0.001
Acquire information −0.009 (−0.044‑0.037) 0.861
Age 0.062 (−0.003‑0.009) 0.303
CI=Confidence interval



Baraie, et al.: HL among urban and rural adults

6 Journal of Education and Health Promotion | Volume 9 | July 2020

for contemporary health education and communication strategies 
into the 21st century. Health Promot Int 2000;15:259-67.

5. Barton AJ, Allen PE, Boyle DK, Loan LA, Stichler JF, Parnell TA. 
Health literacy: Essential for a culture of health. J Contin Educ 
Nurs 2018;49:73-8.

6. Berkman ND, Sheridan SL, Donahue KE, Halpern DJ, Crotty K. 
Low health literacy and health outcomes: An updated systematic 
review. Ann Intern Med 2011;155:97-107.

7. Berkman ND, Sheridan SL, Donahue KE, Halpern DJ, Viera A, 
Crotty K, et al. Health literacy interventions and outcomes: An 
updated systematic review. Evid Rep Technol Assess (Full Rep) 
2011;155:1-941.

8. Jacobs RJ, Lou JQ, Ownby RL, Caballero J. A systematic review 
of eHealth interventions to improve health literacy. Health 
Informatics J 2016;22:81-98.

9. Diviani N, van den Putte B, Giani S, van Weert JC. Low health 
literacy and evaluation of online health information: A systematic 
review of the literature. J Med Internet Res 2015;17:e112.

10. Evangelista LS, Rasmusson KD, Laramee AS, Barr J, Ammon SE, 
Dunbar S, et al. Health literacy and the patient with heart failure–
implications for patient care and research: A consensus statement 
of the Heart Failure Society of America. J Card Fail 2010;16:9.

11. Vogt D, Schaeffer D, Messer M, Berens EM, Hurrelmann K. Health 
literacy in old age: Results of a German cross-sectional study. 
Health Promot Int 2018;33:739-47.

12. Mitchell SE, Sadikova E, Jack BW, Paasche-Orlow MK. Health 
literacy and 30-day postdischarge hospital utilization. J Health 
Commun 2012;17 Suppl 3:325-3813.

13. Tehrani H, Rahmani M, Jafari A. Health literacy and Its 
relationship with general health of women referring to health 
care centers. J Health Lit 2018;3:191-8.

14. Reisi M, Javadzade SH, Mostafavi F, Sharifirad G, Radjati F, 
Hasanzade A. Relationship between health literacy, health status, 
and healthy behaviors among older adults in Isfahan, Iran. J Educ 
Health Promot 2012;1:31.

15. Haghdoost AA, Karamouzian M, Jamshidi E, Sharifi H, 
Rakhshani F, Mashayekhi N, et al. Health literacy among Iranian 
adults: Findings from a nationwide population-based survey in 
2015. East Mediterr Health J 2019;25:828-36.

16. Caylan A, Yayla K, Oztora S, Dagdeviren HN. Assessing health 
literacy, the factors affecting it and their relation to some health 
behaviors among adults. Biomedical Research 2017;28:6803-7.

17. Martin LT, Ruder T, Escarce JJ, Ghosh-Dastidar B, Sherman D, 
Elliott M, et al. Developing predictive models of health literacy. 
J Gen Intern Med 2009;24:1211-6.

18. Shokrollahi B, Zandieh M. Estimation of genetic parameters for 
body weights of Kurdish sheep in various ages using multivariate 
animal models. Afr J Biotechnol. 2012;11:2119-23.

19. Banihashemi SA, Amirkhani MA. Health literacy and the 
influencing factors: A study in five provinces of Iran. Strides Dev 
Med Educ 2007;1:1-9.

20. Ali M, Tavousi M, Rakhshani F, Azin SA, Jahangiri K, Ebadi M, 
et al. Health literacy for Iranian adults (HELIA): Development and 
psychometric properties. Payeshj 2014:13:589-99. doi: 10.5812/
ircmj.17(5)2015.25831.

21. Ghanbari S, Majlessi F, Ghaffari M, Mahmoodi Majdabadi M. 
Evaluation of health literacy of pregnant women in urban health 
centers of Shahid Beheshti Medical University. Daneshvar 
2012;19:1-12.

22. 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 Monit) 2016;15:95-102.

23. Ghaffari M, Hatami H, Rakhshandrrou S, Shoghli A, Heidari A. 
Health literacy among women referring to healthcare centers of 
Zanjan City, Iran: A cross-sectional study T. Hamadan Univer 
Med Sci 2018;5:42-8.

24. Roberts M, Callahan L, O’Leary C. Social media: A path to health 
literacy. Stud Health Technol Inform 2017;240:464-75.

25. Rosenbaum JE, Johnson BK, Deane AE. Health literacy and digital 
media use: Assessing the health literacy skills instrument – Short 
form and its correlates among African American college students. 
Digit Health 2018;4:1-8.

26. Peyman N, Samiee Roudi K. Investigating the status of health 
literacy among health providers of rural area. J Health Lit 
2016;1:46-52.

27. Khoshravesh S, Moeini B, Rezapur-Shahkolai F, Taheri-Kharameh 
Z, Bandehelahi K. Health literacy of employees of Hamadan 
University of medical sciences and related demographic factors. 
J Educ Community Health 2018;5:19-26.

28. Afshari M, Khazaei S, Bahrami M, Merati H. Investigating adult 
health literacy in Tuyserkan city. J Educ Community Health 
2014;1:48-55.

29. Golboni F, Nadrian H, Najafi S, Shirzadi S, Mahmoodi H. 
Urban–rural differences in health literacy and its determinants 
in Iran: A community-based study. Aust J Rural Health 2018;26: 
98-105. doi: 10.1111/ajr.12378.

30. Pashaeypoor S, Salemi N, Ansari M. The relationship between 
health literacy and the use of social networking in administrative 
staff of Tehran University of Medical Sciences. Iran J Nurs Res 
2018;13:67-73.

31. Peterson PN, Shetterly SM, Clarke CL, Bekelman DB, Chan PS, 
Allen LA, et al. Health literacy and outcomes among patients with 
heart failure. JAMA 2011;305:1695-701.

32. Faruqi N, Stocks N, Spooner C, El Haddad N, Harris MF. Research 
protocol: Management of obesity in patients with low health 
literacy in primary health care. BMC Obes 2015;2:5.

33. Mahmoodi H, Dalvand S, Ghanei Gheshlagh RK. A systematic 
review and meta-analysis of health literacy in the Iranian 
population: Findings and implications. Shiraz E Medical J 
2019;20:e811.

34. Khosravi A, Ahmadzadeh KH. Investigating health literacy Level 
of patients referred to Bushehr hospitals and recognizing its 
effective factors. Iran South Med J 2016;18:1245-53.

35. Noblin AM, Wan TT, Fottler M. The impact of health literacy on 
a patient’s decision to adopt a personal health record. Perspect 
Health Inf Manag 2012;9:1-3.

36. Yazdani-Bakhsh R, Javanbakht M, Sadeghi M, Mashayekhi A, 
Ghaderi H, Rabiei K. Comparison of health-related quality of life 
after percutaneous coronary intervention and coronary artery 
bypass surgery. ARYA Atheroscler 2016;12:124-31.

37. Zareban I, Izadirad H. Evaluation of health literacy, health status 
and health services utilization in women in Baluchistan region of 
Iran. J Health Lit 2016;1:71-82.

38. Panahi R, Osmani F, Sahraei M, Ebrahimi S, Shamsizadeh 
Nehadghashti M, Javanmardi E. Relationship of health literacy 
and quality of life in adults residing in Karaj, Iran. J Educ 
Community Health 2018;4:13-9.

39. World Health Organization. Shanghai declaration on promoting 
health in the 2030 Agenda for Sustainable Development. Health 
Promot Int 2017;32:7-8.


