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Abstract
Background: Having appropriate health literacy may affect the consumption of fast food. We aimed to
evaluate the effect of health literacy on fast food consumption among the adult populations.

Methods: We evaluated health literacy and fast food consumption using an appropriate questionnaire in
421 adult participants with the age range of 18-65 years old in Fasa city, Fars Province, southern Iran.
Two-step cluster sampling and, then, systematic sampling were performed. Data collection was done
through demographic information questionnaire, checklist on fast food consumption, and the Health
Literacy for Iranian Adults (HELIA) questionnaire. Data were harvested by face-to-face conversations.
Population data across groups with/without fast food intake were compared.

Results: Most of our participants used fast food every few months (49.9%). People with low or unstable
income consumed more fast food than others (P<0.05). Sandwich and hotdog were the most consumed
fast food (60.8%) and pizza was in the next step (34.9%). Sausage and soda were the most seasoning
food (66.7%). Most of our participants used fast food as dinner (67.9%) and along with their family
(72.2%), suggesting the institutionalized consumption of this type of food in the family. Fun was the
most frequent reason for the use of fast food (66.5%). Most of the participants completely knew about
the raw materials for fast food and their adverse effects. Finally, we found that health literacy among
those who used fast food was less than those who did not consumed fast food. This difference was also
observed in the subscales of reading skills, critique, and decision-making.

Conclusions: It seems differences in health literacy and its components can affect fast food
consumption. In addition, there was a negative relationship between health literacy and fast food
consumption, which was also observed in reading skills, critique, and decision-making.

Background
With the advance of industry and technology and the changing lifestyle and eating habits of households,
the food away from home consumption in restaurants and fast-food has become increasingly common
and the demand for such foods is increasing and replaced by traditional methods (1).

Health literacy is the ability to acquire, process, and conceive basic health-related information and
services (2). Based on the de�nition provided by World Health Organization (WHO), health literacy is a
complex of social and cognitive abilities to acquire, understand, and apply health-related information for
health promotion (3). It has been con�rmed that people with higher levels of health literacy have more
information about their health status (4).

Fast food is de�ned as a convenience food purchased in self-service or carry-out eating venues without
wait service (5). This kind of food can induce several health problems such as body weight gain. In this
regard, most people do not know about the harmful effects of this type of food (6). Despite severe
adverse health effects, fast food consumption has increased gradually due to the increase in the number
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of women working, changes in the family structure, worldwide urbanization, long working hours, and
rapid growth of fast food industries and restaurants (7).

Thus, it seems that fast food consumption is becoming a major public health problem worldwide. As
such many governments are seeking to �nd out ways that could reduce fast food consumption. In this
regard some investigators proposed that if we could increase health literacy among populations, then it
might be possible to reduce fast food consumption much easier. However, the association between
health literacy and fast food consumption is unclear and there is very limited published data from the
Iran region on the topic. Thus, the present study was conducted to evaluate the relationship between
health literacy and fast food consumption among the adult populations of Fasa located in south of Iran
in 2018.

Methods
Design

The present cross-sectional study (descriptive-analytic) was conducted in 2018 on the adult population
(aged 18-65 years old) in Fasa, Fars Province, Southern Iran. Before initiating the study, it was approved
by the Ethics Committee of Fasa University of Medical Sciences (IR.FUMS.REC.2017.255).

Sampling

The research population was selected from the age range of 18-65 years old. Other inclusion criteria were
residence in Fasa during the research period, belonging to the family visited, and being literate (i.e.
knowing how to read and write). The sample size was determined using Cochran’s formula. Based on this
formula, the required size was estimated at 384, which was then increased to 423 with the probability of
10% attrition.

The sampling method was strati�ed cluster sampling conducted in two steps. Since the population
comprised those aged 18-65 years old residing in Fasa, clinics and health centers were considered as the
cluster heads. In the �rst stage, by dividing the health centers, 11 regions (3 clinics and 8 health centers)
were selected using strati�ed cluster sampling. In the next stage, systematic sampling was performed
and, a list of households (as the basis for sampling) and the number of samples in each stratum were
estimated.

Instruments

1. Health literacy: It was measured using the Health Literacy for Iranian Adults-HELIA (8). The HELIA
measures �ve dimensions: “access” (items 1-6), “reading” (items 7-10), “understanding” (items 11-
17), “appraisal” (18-21), and “decision-making/behavioral intention” (items 22-33). Scores on HELIA
are classi�ed into four categories: inadequate and problematic (which together de�ne “limited health
literacy”) and su�cient and excellent (which together de�ne “desired health literacy”). Scores on the
HELIA range from 0 to 100 that represent the following criteria: 0-50: inadequate, 50.1-66:
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problematic, 66.1-84: su�cient, and 84.1-100 excellent. The psychometric properties of the HELIA are
well documented (8).

2. Fast food consumption: A checklist was speci�cally developed for in study that was used to collect
data on fast food intake. By fast food, we meant different sandwiches; hamburgers, cheeseburgers,
and other burgers; fried �sh and shrimp; hot dog; meat or chicken steak; French fries; fried chicken;
tacos (a Mexican dish); pizzas; and snacks, which are usually prepared in restaurants and outside
the home. If fast food was consumed at least once a month, the person was considered to be a user;
otherwise, he/she was considered as a non-user. Finally, consuming fast food less than once a week
was called “little use”, 1-2 times a week was called “moderate use”, and more than twice a week was
labeled as “excessive use” (9).

3. BMI was calculated using the weight in kilograms divided by the square of the height in meters
(kg/m2) (10). Based on WHO classi�cation, BMI ≥25 kg/m2 was considered as overweight and
obese (11).

Data analysis

Data were expressed as mean, standard deviation (SD), frequency, and percentage. The Chi-squared test
was used for group comparison (between with and without of fast food intake). The score for the HELIA
was compared across the groups using the Welch-corrected t-test. Moreover, the con�dence interval and
odds ratio were calculated using logistic regression analysis. The signi�cance level was set at <0.05 in all
instances. The data were analyzed using IBM SPSS 24 (IBM SPSS CO., Armonk, NY).

Results
In all 421 participants were entered into the study. Of these 210 individuals were fast food uses and the
remaining 211 were non-users. The mean age of participants was 37.3 ± 11.5 years. The mean age of
fast food users was 36.2 ± 11.9 years and that of non-users was 38.3 ± 11.1 years (p = 0.056). The mean
BMI was found to be 25.1 ± 5.1 kg/m2.   The demographic characteristics of the study sample are
presented in Table 1. 

Based on the �ndings, 49 persons (11.6%) had a fast food membership card. Different types of
sandwiches and hot dog had the highest rate of intake (60.8%, n=256) and steak ranked the least (3.8%,
n=16). Moreover, 249 people (82.9%) consumed sauces with fast food and 281 (66.7%) drank soft
beverages with it. The motivation for fast food was enjoyment and fun for 280 people (66.5%).
Furthermore, 116 (27.6%) consumed it, because they were busy and had little time to prepare food at
home. Based on the de�nitions, 16 people (8.3%) were excessive users, 295 (70.8%) were low users, and
the rest were moderate users. The detailed �ndings on pattern of fast food consumption are presented in
Table 2.

The �ndings for HELIA are presented in Table 3. The mean health literacy score was 70.65 (SD = 22.20).
In all 161 (48.7%) of participants had limited health literacy (inadequate and problematic).
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The odds of fast food intake in the groups with problematic, su�cient, and excellent health literacy was
0.693 times (p = 0.253), 0.616 times (p = 0.076), and 0.554 times (p = 0.034) compared to the group with
inadequate literacy (Fig. 1).

Table 4 compares the mean HELIA scores of users and non-users. The results revealed that the mean
HELIA score was signi�cantly lower in users (68.16 ±23.85) than non-users (73.15 ± 20.15), (p = 0.021).
The same was true for reading, and decision-making (p < 0.001, and p = 0.018, respectively).

Finally the results obtained from logistic regression analysis (after controlling for confounding variables)
showed that by 1 score increase in health literacy, the odds of fast food intake was reduced by 1% (OR =
0.990, 95%CI = 0.981-0.999). This relationship was also observed for the ability of reading (OR = 0.985,
95%CI = 0.975–0.993) and decision-making (OR = 0.986, 95%CI = 0.072–0.999). The results for both
unadjusted and adjusted odds ratio for fast food intake are shown in Table 5.

Discussion
The present study examined the relationship between health literacy and food consumption among the
adult populations. The �ndings showed that about 50% of the study participants were using fast food
regularly. They used fast food as dinner and with their family, suggesting the institutionalized
consumption of this type of food in the family and 11.6% of they had a membership card for fast food
restaurants, indicating a tendency for the repeated intake of fast food in the future. In addition, peoples
with low or unstable income used more fast foods than other peoples, of course cheap fast foods such
as cutlet and falafel sandwiches. 

Developing countries are experiencing major changes in their nutrition as a result of a signi�cant increase
in per capita income (12, 13) and the process of eating has shifted toward food away from home and
spend an increasing share of their food expenditures on food away from home (14) also worldwide,
consumption food away from home has grown signi�cantly in the past two decade (15, 16). There is also
evidence in Iran that the nutritional transition is accelerating towards an increased consumption of fast
food, followed by an increase in the prevalence of chronic diseases (17).

According to our �ndings, health literacy in those who used fast food was less than those who did not.
This difference also was seen in the subscales of reading skills, and decision-making. Finally, we found a
signi�cantly negative association between health literacy and subscales of reading skills and decision-
making with the consumption of fast foods. The �ndings from this study con�rm that health literacy has
a close relationship with health-related behavior such as fast food consumption. In addition the �ndings
con�rm the fact that nutrition literacy as speci�c health literacy re�ects the ability to access, interpret, and
use nutrition-related information (18, 19).

Given the importance of health literacy and its relationship with fast food consumption, it seems there are
limited studies on the topic. However, several studies have demonstrated the association between fast
food consumption and obesity as a public health problem (20, 21).
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Therefore, we compare the results of some related studies with our �ndings. In a recent study on the
relationship between health literacy and nutritional practice in high school adolescents of Tehran, capital
of Iran, 74.5% of the adolescents had inadequate and problematic health literacy, and 68% had
unsatisfactory nutritional practice. In addition, similar to our �ndings, nutritional practice was improved
by increasing health literacy (22).

We found that reading skills and decision-making were important in health literacy and had some
associations with fast food consumption. Linnebur also showed that limited health literacy was
associated with students’ inability to read and understand food labels (23). Perhaps this also true for the
general population especially for people with lower education level. Fast food has several health-related
adverse and harmful effects, which are comparable to cigarette smoking. Consistent with the present
work, Panahi et al. evaluated the relationship of health literacy with knowledge and attitude toward the
harms of cigarette smoking among university students and found a signi�cantly direct relationship
between the knowledge and attitudes toward smoking hazards (24).

Our study had several strengths. The main strength was the focus on health literacy and its relationship
with fast food consumption that received less attention. The sampling method was another strength of
this study since it was a population-based study. In addition we used a well developed instrument for
health literacy that covers public health related items. Finally the completion of the questionnaires
through structured interview rather than self-reported was another strength.

The study however had some limitations. One limitation of this study was the use of a general health
literacy that is inadequate for studies on nutrition because it does not assess nutrition literacy. Therefore
we recommend the further investigations use Nutrition Literacy Assessment Instrument is requires (18).
Secondly since our study was cross-sectional, we could not establish a causal inference. Thirdly the
study participants were from the southern region of Iran only, and so our results could not represent other
regions of the country, therefore, more studies, based on large national representative samples are needed
to better understand the relationship between health literacy and fast food intake in order to implement
appropriate interventions. Educational interventions are recommended to improve health literacy with
emphasis on increasing nutrition literacy and survey its effect on healthy food choices.

Conclusion
The �nding from the current study showed that differences in health literacy might affect fast food
consumption. Reading skills and decision-making (behavioral intentions) seem are very relevant to fast
food consumption.
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  All (n =
421) Non-users* (n =

210)
Users (n =
211)

 

  No. (%) No. (%) No. (%) P

Gender       0.365**

Female 294 (69.8) 151 (71.9) 143 (67.8)  

Male 127 (30.2) 59 (28.1) 68 (32.2)  

Marital status       0.554

Single 105 (24.9) 55 (26.2) 50 (23.7)  

Married 316 (75.1) 155 (73.8) 161 (76.3)  

Education       0.918

< Secondary
education

77 (18.3) 38 (18.1) 39 (18.5)  

≥ Secondary
education

344 (81.7) 172 (81.9) 172 (81.5)  

Income       0.023

< IRR 1,500,000 308 (59.8) 145 (69.4) 163 (79.1)  

> IRR 1,500,000 107 (20.8) 64 (30.6) 43 (20.9)  

BMI (kg/m2)        

< 25 223 (53.0) 116 (55.2) 107 (50.7) 0.325

≥ 25 198 (47.0) 94 (44.8) 104 (49.3)  

Age        

Mean (SD) 37.3 (11.5) 38.3 (11.1) 36.2 (11.9) 0.056***

* Fast food consumption less than once a month.

** Derived from Chi-square.

*** Derived from t-test.

 

Table 2. Pattern of fast food consumption in the study sample
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Variable No %

Fast food consumption frequency More than twice a week 16 3.8

1-2 times a week 107 25.4

Once or twice a month 88 20.9

Less than once a month 210 49.9

Membership card Yes 49 11.6

No 372 88.4

Types of sandwich and hot dog Yes 256 60.8

No 165 39.2

Pizza Yes 147 34.9

No 274 65.1

Other (snacks, fried foods…) Yes 80 19.0

No 341 81.0

Popularity Any types of
sandwiches

178 42.3

Hot dog 4 1.0

Pizza 114 27.1

French fries 38 9.0

Steak 16 3.8

Fried chicken 31 7.4

Fried �sh and shrimp 40 9.5

Sauces consumption Yes 349 82.9

No 72 17.1

Soft drinks Yes 281 66.7

No 140 33.3

Meal Breakfast 1 0.2

Lunch 113 26.8

Dinner 286 67.9

Supper 21 5.0
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Companions Family 304 72.2

Friends 96 22.8

Alone 21 5.0

Motivation: Enjoyment and fun for fast food
consumption

Yes 280 66.5

No 141 33.5

Motivation: Ease of access for fast food consumption Yes 36 8.6

No 385 91.4

Busy and had little time to prepare food at home Yes 116 27.6

No 305 72.4

Place of use Outside (restaurant) 233 55.3

Home 188 44.7

Aware of the fast food ingredients Yes 292 69.4

No 129 30.6

Priority factors in choosing fast food Hygiene 321 76.2

Diversity 90 21.4

Price 10 2.4

Aware of the harmfulness of fast food Yes 381 90.5

No 40 9.5

Table 3. Health literacy score and levels

    Inadequate Problematic Su�cient Excellent

  Mean (SD) No. (%) No. (%) No. (%) No. (%)

Reading 66.08 (21.51) 115 (27.3) 72 (17.1) 154 (36.6) 80 (19.0)

Access 78.65 (18.33) 38 (9.0) 55 (13.1) 135 (32.1) 193 (45.8)

Understanding 64.62 (12.51) 124 (29.5) 85 (20.2) 134 (31.8) 78 (18.5)

Appraisal 68.07 (17.04) 73 (17.3) 93 (22.1) 179 (42.5) 76 (18.1)

Decision making 69.85 (15.27) 42 (10.0) 119 (28.3) 182 (43.2) 78 (18.5)

Total score 70.65 (22.20) 92 (21.9) 69 (16.4) 136 (32.3) 124 (29.5)
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Table 4. Effects of health literacy on fast-food consumption

  Users Non-users  

  Mean (SD) Mean (SD) P

Reading 62.46 (22.10) 69.72 (20.30) <0.001

Access 77.08 (19.95) 80.22 (16.44) 0.089

Understanding 64.81 (22.94) 64.43 (20.03) 0.855

Appraisal 66.36 (17.98) 69.78 (15.89) 0.111

Decision making 67.96 (16.21) 71.75 (14.04) 0.018

Total score 68.16 (23.85) 73.15 (20.15) 0.026

 

Table 5. The association between health literacy and fast food intake obtained from logistic regression
analysis

  Univariate analysis   Adjusted analysis*  

  OR (95% CI) P OR (95% CI) P

Reading 0.984 (0.975-0.993) 0.001 0.985 (0.975-0.995) 0.004

Access 0.991 (0.980-1.001) 0.080 0.992 (0.981-1.004) 0.191

Understanding 1.001 (0.992-1.010) 0.858 1.001 (0.992-1.011) 0.781

Appraisal 0.988 (0.977-0.999 ) 0.040 0.991 (0.980-1.004) 0.166

Decision making 0.984 (0.971-0.996) 0.011 0.986 (0.972-0.999) 0.049

Total score 0.990 (0.981-0.998) 0.022 0.990 (0.981-0.999) 0.045

* Adjusted for age, gender, education, income and BMI

Figures
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Figure 1

Odds of using fast food
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