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Abstract

Background: Iran is in transition from tradition to modernity, and women employees are doubly laden with this transition. The
assessment of lifestyle and its relationship with the general health of women working for universities (as the progressive organiza-
tions) can pave the way for designing and applying the ideas of health-promoting organizations.
Objectives: The aim of this study was to measure the relationship between health-promoting lifestyle and general health among
women working in the public universities of Lorestan province, Iran.
Methods: This is a cross-sectional study. The statistical population consists of all the women working for Lorestan University and
Lorestan University of Medical Sciences in 2016. The sampling method was stratified random. The instruments were the valid and
reliable Health-Promoting Lifestyle and General Health questionnaires. The data were analyzed by means of the SPSS-20 software
and tests such as Pearson’s Coefficient of Correlation, the Independent t-test, and regression models.
Results: The mean scores of women’s health-promoting lifestyle in Lorestan University of Medical Sciences and those of Lorestan
University were respectively 51.92± 14.4 and 53.43± 12.7. The mean scores of women’s general health in above-mentioned universi-
ties were respectively 27.98± 13.51 and 26.42± 11.76. There was a significant correlation between the health-promoting lifestyle and
the general health scores among the above-mentioned women (r = 0.45, P < 0.001).
Conclusions: Health-promoting lifestyle is a good predictor of general health among working women. Therefore, in order to pro-
mote general health among working women, it is recommended that their recruiting organizations provide the necessary regula-
tions, facilities, and processes for their adoption of a health promoting lifestyle.
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1. Background

It is obvious that the Iranian society is in transition
from tradition to modernity and the employed women are
bearing the huge burden of this transition. Such women
benefit from better social and economic opportunities and
conditions in comparison with unemployed women. They
opt for different lifestyles according to their tastes, inter-
ests, circumstances, and needs. With the entry of women
into the labor market, they have been influenced by jobs
and organizational culture and their lifestyle has become
different from that of the women who are not employed (1).
Health-promoting lifestyle is the main strategy to main-
tain and enhance health. Attention to women health, con-
stituting half of the population, exerts its impact on the

health of families as well as the society (2, 3).

Lifestyle entails all the behaviors that are under the
control of individuals and that affect their health risks.
Dietary habits, physical activity, sleep and rest, weight
management, immunization against disease, compatibil-
ity with stress, and the ability to benefit from the support
of family and society are also among lifestyle behaviors (4,
5).

Many health problems, such as obesity, cardiovascular
diseases, different types of cancer, and addiction currently
available in most countries, especially developing coun-
tries, are associated with individuals’ lifestyle changes (6).
World Health Organization’s study on health behaviors
in 35 countries across the world showed that nearly 60%
of people’s quality of life and health depends upon their
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lifestyle (7). It has been predicted that non-communicable
diseases pertaining to lifestyle would be the cause of seven
out of 10 deaths in developing countries by 2020 (8).
Lifestyle promotion helps maintain and improve health in
such a way that the application of positive behavioral pat-
terns in life leads to individual health promotion (9, 10).
HPLPII is a construct associated with health promotion of
lifestyle that contains six dimensions, namely physical ac-
tivity, nutrition, health responsibility, spiritual growth, in-
terpersonal relations, and stress management (11). Health-
promoting behaviors are an integral part of such individu-
als’ lifestyle and determinant of their health (12).

General health (GH) has been recognized as an interna-
tional standard that has a particular application for mea-
suring the health status of the individuals in a commu-
nity in research on general health and epidemiology (13).
The most common health assessment index of global con-
sensus is expressed as follows: How would you assess your
current health (14)? The results of several studies have re-
vealed that GH, particularly if done periodically, is strongly
related with objective measures of well-being, health con-
sequences, or death. In other words, GH is a good predictor
for the consequences and health risks in the individuals’
life (15-19).

Several published studies have examined the relation-
ship between HPLPII and GH among middle-aged women,
hypertensive patients, and postmenopausal women (20-
22). In a study among middle-aged Korean women (2007),
there was a significant correlation between three dimen-
sions of HPLPII (spiritual growth, interpersonal relation-
ships, and nutrition) and GH (22). In another study among
menopausal women in Langroud-Iran (2017), there was a
significant correlation between HPLPII and their general
health (20). However, we did not find a published study
that examines the relationship between HPLPII and GH
among employed women.

Assessment of health-promoting lifestyle and its rela-
tionship with general health of the women employed in
universities as leading organizations in the society can pro-
vide valuable clues for the design and implementation of
the ideas issued by health promoting organizations. How-
ever, rarely was a study examining the relationship be-
tween employed women’s HPLPII and their GH found in
Iran.

2. Objectives

The present study was an attempt to assess HPLPII and
GH and to determine their relationship in women em-
ployed in public universities of Lorestan. With the proof

of the relationship between GH and HPLPII among em-
ployed women, it is possible to take measures in improv-
ing their health through the growth and expansion of
health-promoting lifestyle.

3. Methods

This is a cross-sectional study. All the women employed
as the staff of Lorestan University (LU) and Lorestan Uni-
versity of Medical Sciences (LUMS) at 2016 constituted the
population study. The criteria for the acceptance of the
sample units in this study included the following: at least
having two years of work experience, willingness to partic-
ipate in the study, and suffering from no chronic and in-
curable diseases, such as diabetes, epilepsy, seizures, can-
cer, and disability. For calculating the sample size, a pilot
study with 20 samples (each research setting 10 samples)
was conducted. The following formula was used for calcu-
lating the sample size (r = 22; β = 0.20; α = 0.05):

n =

[
Z1−α

2
+Z1−β

1
2
log 1+r

1−r

]2

+ 3

The estimated sample size of the study equaled 159 par-
ticipants. For sampling, LU and LUMS were considered as
strata and their deputies were considered as sub-strata.
Then, the samples were selected randomly proportional to
size. The data collection instruments employed here in-
cluded the following four parts: The first part consisted of
demographic information (age, marital status, number of
children, weight, height, income, and infection with cer-
tain diseases). The second part contained Walker et al.’s
Health Promoting Lifestyle Profile II (HPLP-II) scale whose
Persian version was validated inside the country in 2013
by Mohamadian et al. (11). This questionnaire contains 52
items that are answered using a 4-point Likert scale (1 =
never, 2 = sometimes, 3 = often, and 4 = routinely). This in-
strument measures health-promoting behaviors in six sub-
scales as follows: (7 items pertaining to nutrition), (11 items
pertaining to spiritual growth and self-actualization), (13
items pertaining to health responsibility), (8 items per-
taining to interpersonal relations), (7 items pertaining to
physical activity), and (6 items pertaining to stress man-
agement). Overall, HPLPII score and the score of behav-
ioral dimensions are calculated using the mean value of
responses for all the 52 items and each sub-scale (eight to
nine items). The lifestyle scores higher than 70%, within
the range of 30% - 70%, and less than 30% were considered
to be desired, average, and undesirable, respectively. The
third part included Goldberg and Hillier’s 28-item General
Health questionnaire that was validated by Malakouti et
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al. in 2007 in the country (23). This questionnaire encom-
passed four sub-scales, namely somatic symptoms, anxiety
and insomnia, social dysfunction, and severe depression
where each sub-scale contained seven items. For the cal-
culation of the sum of scores, response to option a, b, c,
and d were assigned zero, one, two, and three points, re-
spectively. Health self-assessment scores were interpreted
as follows: 0 - 22 representing desired health, 23 - 40 repre-
senting slight illness, 41 - 60 representing mild illness, and
61 - 84 representing severe illness. The fourth part was com-
prised of one question regarding health self-assessment
that had been used in various studies, including the study
carried out by Vahdaninia et al. (13), for the assessment of
the health status. For better perception of the scores and
their comparability, they were standardized on the basis of
100. Before administration, the authorities’ confirmation
on the conduct of the research was obtained. Preceding
the data collection stage, the research objectives were ex-
plained to the participants and the questionnaire was dis-
tributed among them, in case of their consent. For data
analysis, SPSS-20 software, Pearson Correlation coefficient,
Independent t-test, and regression models were used. The
enter method was used for selecting the variables in mul-
tivariable Linear Regression.

4. Results

A response rate of 93.7% was achieved here. In this
study, 159 women employed at LU as well as LUMS were
studied, 65.4% of whom (n = 104) were employed at LUMS
and the remaining 34.6% (n = 55) were employed at LU. The
mean value of the women’s age was 35.97 ± 6.40. In terms
of marital status, 66.7% of the employed women in LU and
72% of them in LUMS were married. With regard to edu-
cation degree, 94.6% of the participants in LU and 97.9%
of the participants in LUMS had a bachelor or masters de-
gree. In addition, body mass index (BMI) of the women
employed in LU was obtained equal to 25.31 ± 3.07, while
this index equaled 24.98 ± 3.33 for the women employed
in LUMS. The work experience of the participants in LU was
11.01±6.53 years while this index was 13.06±6.75 for the re-
spondents in LUMS. It is also noteworthy that 60.58% of the
individuals under study in LUMS had graduated in med-
ical sciences majors. There was no significant difference
between mean scores of age, BMI, and work experience of
women employed in two universities (P = 0.12, P = 0.57 and
P = 0.07, respectively).

The mean score of HPLPII was obtained equal to 52.76%
± 13.43 for the whole sample; this value was equal to 53.43%
± 12.17 and 51.82% ± 14.71 for the participants employed in

Table 1. Significance Test of the Difference Between Dimensions of HPLPII Among
the Women Employed in LU and LUMS

Variable Mean ± SD P Value

Health-promoting lifestyle

Nutrition 0.233

LUMS 49.3 ± 16.4

LU 46.0 ± 15.5

Physical activity 0.786

LUMS 31.0 ± 20.5

LU 30.1 ± 16.8

Responsibility for health 0.861

LUMS 53.2 ± 15.8

LU 53.4 ± 14.6

Interpersonal relationships 0.086

LUMS 55.3 ± 18.6

LU 60.5 ± 15.2

Spiritual growth 0.138

LUMS 58.7 ± 28.3

LU 62.0 ± 16.3

Stress management 0.943

LUMS 48.3 ± 16.7

LU 48.4 ± 15.5

Total 0.638

LUMS 51.92 ± 14.7

LU 53.4 ± 12.1

General health 0.516

LUMS 27.98 ± 13.5

LU 26.4 ± 11.7

LU and LUMS, respectively. The total mean value of 27.32 ±
13 was obtained for the general health of the entire sam-
ple; the mean values of 26.42 ± 11.76 and 27.98 ± 13.51
were obtained in this domain for the participants in LU
and LUMS, respectively. Among studied women, 66% were
healthy, 34% were suffering from mild to moderate illness,
and none of them were suffering from severe illness.

According to Table 4, the employing university, mari-
tal status, education level, and age were not significantly
correlated with GH (P > 0.05); however, HPLPII was signif-
icantly associated with GH (r = 0.44, P < 0.001). Given the
amount of R2 (0.18), the regression model could account
for 18% of the variation in GH. Under the assumption of the
stability of demographic variables (age, employment his-
tory, marital status, education level, income, disease suf-
fering, the number of children, and body mass index), the
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Table 2. Significance Test of the Difference Between Dimensions of GH Among
Women Employed in LU and LUMS

Variable Mean ± SD P Value

Physical symptoms 0.81

LUMS 33.6 ± 18.4

LU 34.3 ± 17.7

Anxiety and insomnia 0.58

LUMS 33 ± 19.6

LU 31.1 ± 19.7

Social dysfunction 0.12

LUMS 33.6 ± 14.6

LU 30.1 ± 9.4

Depression 0.42

LUMS 12.3 ± 16.5

LU 10.1 ± 15.4

mean value of GH score experienced a reduction of 0.4 for
each unit of increase in lifestyle score, which is statistically
significant.

On the whole, 13.4% of the women under study re-
ported their health condition as bad and very bad, 28.7% of
them reported it to be average, and 58% of them reported
it to be very good.

The results of this study showed that age (P = 0.7), ed-
ucation level (P = 0.73), BMI (P = 0.76), marital status (P =
0.78), the number of children (P = 0.49), work experience (P
= 0.52), and income (P = 0.19) did not have any significant
relationship with HPLPII. In the same way, there was no sig-
nificant relationship between demographic variables and
GH.

The Correlation test between different dimensions of
lifestyle and GH showed that the dimensions of lifestyle,
namely nutrition (P = 0.007, r = -0.21), physical activity (P =
0.05, r = -0.15), interpersonal relations (P < 0.001, r = -0.47),
health responsibility (P < 0.001, r = -0.35), spiritual growth
(P < 0.001, r = -0.54), and stress management (P < 0.001, r
= -0.29) were significantly correlated with GH. The highest
correlation belonged to spiritual growth, whereas physical
activity held the lowest correlation.

The correlation of different dimensions of HPLPII
with GH was in the descending order as follows: Spiri-
tual growth, interpersonal relations, health responsibility,
stress management, nutrition, and physical activity.

5. Discussion

This study aimed to determine the relationship of
HPLPII and its dimensions with GH among the women em-
ployed in public universities of Lorestan in 2016.

The results showed that HPLPII and GH were not dif-
ferent between the women employed in LU and those
employed in LUMS. It is notable that the difference be-
tween the two universities was not statistically significant
in terms of the demographic variables. In other words,
the two groups under study were relatively homogeneous.
Hence, it is possible to reject the hypothesis claiming the
effect of demographic variables on the relationship of uni-
versity type with HPLPII and GH among the participants as
well as to accept the above finding more confidently. In-
deed, the above finding shows that knowledge, belief, and
accessibility do not necessarily lead to behavior, and other
intervening factors play some role in this domain. Thus,
it is suggested that behavioral change theories, such as
health belief model or theory of planned behavior be ap-
plied for the identification of the factors related to health
promoting lifestyle among employed women.

The mean value of lifestyle score was at a moder-
ate level for the women working in public universities
of Lorestan province (52.7). HPLPII, among middle-aged
women in Yazd-Iran (2011) and women of reproductive age
in Shiraz-Iran (2013), measured by the same instrument,
were 54.6% and 55.6%, respectively (24, 25). Universities
are considered the leading organizations in each society;
thus, the level of HPLPII in the women employed in uni-
versities was expected to be desirable, however, there was
a moderate level of HPLPII among them. The comparison
of the findings of this study, with the results of above men-
tioned studies, suggests that the women working in public
universities did not only not hold a higher level of HPLPII
than the general population women, but their mean score
was slightly lower than that of the general population of
women.

The studied employed women had the highest score
of HPLPII in spiritual growth and the lowest in physical
activity. This finding was confirmed by the results of the
Yazd-Iran study (2011) among middle-aged women (24).
Differences in the score of HPLPII dimensions can be at-
tributed to the infrastructure and facilities to adopt health-
promoting lifestyle. Therefore, policy makers and man-
agers are advised to provide the necessary facilities of phys-
ical activity for employed women.

In this study, 66% of the subjects were healthy, 34%
were suffering from mild to moderate illness, and none of
them were suffering from severe illness. The absence of
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Table 3. Correlation of the Demographic Variables, HPLPII, and GH Among Working Womena

Variable
Health-Promoting Lifestyle

Age BMI
Work Ex-
perience

General
HealthNutrition Physical

Activity
Responsibility

for Health
Interpersonal
Relationships

Spiritual
Growth

Stress Man-
agement

Nutrition

LU 1 0.367* 0.511* 0.539* 0.411* 0.410* 0.168 0.147 0.118 0.155

LUMS 1 0.499* 0.698* 0.592* 0.606* 0.512* 0.088 0.023 -0.032 -0.274*

Physical
activity

LU 1 0.428* 0.414* 0.291* 0.430* 0.164 0.258 0.216 -0.205

LUMS 1 0.469* 0.396* 0.490* 0.564* -
0.118

-
0.067

-0.022 -0.135

Responsibility
for health

LU 1 0.525* 0.611* 0.429* 0.110 0.062 0.165 -0.340*

LUMS 1 0.713* 0.702* 0.641* 0.010 0.007 -0.045 -0.359*

Interpersonal
relation-
ships

LU 1 0.743* 0.575* 0.015 0.050 0.008 -0.462*

LUMS 1 0.732* 0.484* 0.017 -
0.135

0.029 -0.471*

Spiritual
growth

LU 1 0.441* 0.076 0.030 0.017 -0.614*

LUMS 1 0.678* -
0.032

0.065 0.026 -0.513*

Stress man-
agement

LU 1 0.152 0.059 0.139 -0.289*

LUMS 1 0.000 -
0.027

0.012 -0.291*

Age

LU 1 0.047 0.864* -0.010

LUMS 1 0.137 0.881* -0.011

BMI

LU 1 0.065 0.042

LUMS 1 0.037 0.191

Work
experience

LU 1 -0.060

LUMS 1 0.006

General
health

LU 1

LUMS 1

a * P < 0.05.

severe illness among the women under study may be at-
tributed to the method of access to them since the women
with severe illness do not attend the workplace.

The mean score of GH among studied women was 27.32
± 13; while this value among women living in suburbs
of Zahedan-Iran (2017) was 28.46 ± 16.41 (26). Although
the mean score of GH among women participating in two
studies is very close, their mean age has a difference of

about ten years. All women participating in the current
study were employed, while 96% of women participating
in the Zahedan-Iran study (2017) were housewives. Educa-
tion degree of 96% of the participants in the current study
was bachelor or master, while 90% of the participants in
the Zahedan-Iran study (2017) were illiterate or had ele-
mentary education. Comparison of the demographic char-
acteristics of women participating in these two studies
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Table 4. Multivariate Regression Model of Predicting GH Based on HPLPII and Some Demographic Variables Among Working Womena

Variable Not Standardized β Coefficient Standardized β Coefficient SE P Value

Constant 30.261 - 10.730 0.006

University 1.210 0.480 2.051 0.556

Marital status -1.624 -0.06 2.378 0.496

Level of education 0.325 0.04 0.681 0.634

Age 0.02 0.01 0.160 0.901

BMI 0.624 0.167 0.316 0.051

HPLPII -0.372 -0.4 0.076 < 0.001

a R2 = 0.18.

shows that GH of women’s may not be related to factors
such as age, education, and employment status; however,
this matter needs to be investigate more.

There was no significant relationship between demo-
graphic variables (education level, body mass index, mar-
ital status, employment history, income, and age) and
HPLPII among the women under study. In terms of edu-
cation level, 91% of the women held bachelor and master’s
degrees (44% = bachelor’s degree, 47% = master’s degree).
Thus, the absence of any significant correlation between
education level and HPLPII can be attributed to the distri-
bution proximity of educational level among the vast ma-
jority of them. With regard to income, 83.6% of the partic-
ipants received monthly payments between $300 to $600.
Similarly, the non-significance of the relationship between
income and HPLPII can be ascribed to the relatively similar
income distribution of the women under study.

It is probable that the women’s age has been effec-
tive in the relationship between marital status and HPLPII;
however, the relatively similar age distribution in both sin-
gle and married women does not confirm this hypothesis.
In two cross-sectional studies (2012 and 2011), there was no
significant correlation between marital status and HPLPII
among middle-aged women in Turkey and Iran, respec-
tively (24, 27); however, in another cross-sectional study
(2007), there was a significant correlation between mar-
ital satisfaction and HPLPII among Korean middle-aged
women (22). It seems that quality of marriage, not itself
merely (being single or married), is related to the HPLPII.

More than half of the women in this study (58%) as-
sessed their general health as good and very good, 28.7%
assessed it as neither good nor bad, and 13.4% of them as-
sessed it as bad and very bad. In a study of health, from the
perspective of the people of Iran by Vahdaninia et al. (13),
in 2011, about 71%, 22.3%, and 5.3% of the country population
reported their health status as good and very good, neither

good nor bad, and bad and very bad, respectively. It is no-
table that the people of Lorestan province had the lowest
mean score of health in that study. It seems that the health
status of the respondents has been affected by gender, em-
ployment, and ethnicity. HPLPII of employed women is a
good predictor of their general health status (0.4). It is
recommended that the prediction power of other general
health-related factors, such as health literacy and health
care utilization be examined in comparison with HPLPII.

The correlation of different dimensions of HPLPII with
GH followed the descending order as spiritual growth, in-
terpersonal relations, health responsibility, stress manage-
ment, nutrition, and physical activity. The items of spiri-
tual growth share high internal consistency with general
health questions. Researchers have questioned the con-
tent validity of the dimension of spiritual growth as repre-
sentative of HPLPII and, thereby, its content validity is sug-
gested to be reassessed. Since the questions in the pertain-
ing questionnaire mainly assess mental health, the high
correlation of interpersonal relations and low correlation
of nutrition and physical activity with general health di-
mensions were expected. The items of health responsibil-
ity bear much resemblance with the items of Assessment
of Health Literacy Scale. Despite the researchers’ expecta-
tion, nutrition and physical activity dimensions were not
significantly correlated with physical health and mental
health dimensions, respectively.

This study is the first published study that investigates
the relationship between HPLPII and GH among working
women. Another advantage of the present study is that
it addresses the general health status and lifestyle of the
employed women as a vulnerable subgroup in those so-
cieties that are in transition from tradition to modernity.
This study was done on the women employed in public uni-
versities and there was not the possibility of investigating
the relationship of employment and its type with HPLPII
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and GH. Thus, it is suggested that researchers interested
in this area design and conduct case-control studies to ex-
amine the above relations. The results of this study cannot
be generalized to non-employed women and even to other
employed women.

Although universities are regarded as the leading or-
ganizations in each society and the levels of HPLPII and
GH are expected to be desirably high among the women
employed in universities, these levels were moderate and
mildly ill, respectively. HPLPII is a good predictor of GH.
Therefore, it is recommended to design and implement the
program of health-promoting organizations in the cities
of the country in order to promote the general health
of employed women. The ranking of organizations in
terms of the implementation of the above program and re-
ceipt of the health-promoting organization award can con-
tribute to the improvement of the employed women’s gen-
eral health and lifestyle.

Acknowledgments

The authors would like to thank all the participants
who collaborated with the researchers.

Footnotes

Authors’ Contribution: Design and methodology:
Zeinab Akbari, Mohammad Hasan Imani-Nasab, and
Mehdi Birjandi; data gathering: Zeinab Akbari, Soheila
Hasanvand, and Shadi Abdi; discussion: Mohammad
Hasan Imani-Nasab, Mehdi Birjandi, and Heshmatollah
Asadi. All authors revised, read, and approved the final
manuscript.

Funding/Support: This study was supported by Lorestan
University of Medical Sciences (grant No.: 1903).

References

1. Heikkila K, Fransson EI, Nyberg ST, Zins M, Westerlund H, Wester-
holm P, et al. Job strain and health-related lifestyle: Findings from
an individual-participant meta-analysis of 118,000 working adults.
Am J Public Health. 2013;103(11):2090–7. doi: 10.2105/AJPH.2012.301090.
[PubMed: 23678931]. [PubMed Central: PMC4984954].

2. Mirghafourvand M, Mohammad-Alizadeh-Charandabi S, Ta-
vananezhad N, Karkhaneh M. Health-promoting lifestyle and its
predictors among Iranian adolescent girls, 2013. Int J Adolesc Med
Health. 2014;26(4):495–502. doi: 10.1515/ijamh-2013-0324. [PubMed:
24262646].

3. Ahluwalia IB, Harrison L, Simpson P, Wako E, Helms Shealy K, Ka-
paya M, et al. Pregnancy risk assessment monitoring system and
the W.K. Kellogg Foundation joint project to enhance maternal and

child health surveillance: Focus on collaboration. J Womens Health
(Larchmt). 2015;24(4):257–60. doi: 10.1089/jwh.2015.5260. [PubMed:
25860106].

4. Sharma R, Biedenharn KR, Fedor JM, Agarwal A. Lifestyle factors and
reproductive health: Taking control of your fertility. Reprod Biol En-
docrinol. 2013;11:66. doi: 10.1186/1477-7827-11-66. [PubMed: 23870423].
[PubMed Central: PMC3717046].

5. Kay-Lambkin FJ, Thornton L, Lappin JM, Hanstock T, Sylvia L, Jacka F, et
al. Study protocol for a systematic review of evidence for lifestyle in-
terventions targeting smoking, sleep, alcohol/other drug use, phys-
ical activity, and healthy diet in people with bipolar disorder. Syst
Rev. 2016;5(1):106. doi: 10.1186/s13643-016-0282-9. [PubMed: 27381332].
[PubMed Central: PMC4932766].

6. Fortin M, Haggerty J, Almirall J, Bouhali T, Sasseville M, Lemieux M.
Lifestyle factors and multimorbidity: A cross sectional study.BMCPub-
lic Health. 2014;14(686). doi: 10.1186/1471-2458-14-686Pmc4096542.

7. Farhud DD. Impact of lifestyle on health. Iran J Public Health.
2015;44(11):1442–4. [PubMed: 26744700]. [PubMed Central:
PMC4703222].

8. Habib SH, Saha S. Burden of non-communicable disease: Global
overview. Diabete Metab Syn Clin Res Rev. 2010;4(1):41–7. doi:
10.1016/j.dsx.2008.04.005.

9. Katz DA, Graber M, Lounsbury P, Vander Weg MW, Phillips EK, Clair
C, et al. Multiple risk factor counseling to promote heart-healthy
lifestyles in the chest pain observation unit: Pilot randomized con-
trolled trial.AcadEmergMed. 2017;24(8):968–82. doi: 10.1111/acem.13231.
[PubMed: 28748625].

10. Tol A, Tavassoli E, Shariferad GR, Shojaeezadeh D. Health-promoting
lifestyle and quality of life among undergraduate students at school
of health, Isfahan university of medical sciences. J EducHealth Promot.
2013;2:11. doi: 10.4103/2277-9531.108006. [PubMed: 24083261]. [PubMed
Central: PMC3778574].

11. Mohamadian H, Ghannaee M, Kortdzanganeh J, Meihan L. Reliabil-
ity and construct validity of the Iranian version of health-promoting
lifestyle profile in a female adolescent population. Int J Prev Med.
2013;4(1):42–9. [PubMed: 23412661]. [PubMed Central: PMC3570910].

12. Viner RM, Ozer EM, Denny S, Marmot M, Resnick M, Fatusi A,
et al. Adolescence and the social determinants of health. Lancet.
2012;379(9826):1641–52. doi: 10.1016/S0140-6736(12)60149-4. [PubMed:
22538179].

13. Vahdaninia M, Ebadi M, Azin A, Aeenparast A, Omidvari S, Jahangiri
K, et al. [How people rate their own health: A nationwide study from
Iran]. Payesh. 2011;10(3):355–63. Persian.

14. Martikainen P, Aromaa A, Heliovaara M, Klaukka T, Knekt P, Maatela
J, et al. Reliability of perceived health by sex and age. Soc Sci Med.
1999;48(8):1117–22. [PubMed: 10390049].

15. Manderbacka K, Kareholt I, Martikainen P, Lundberg O. The effect of
point of reference on the association between self-rated health and
mortality. Soc Sci Med. 2003;56(7):1447–52. [PubMed: 12614696].

16. Vuorisalmi M, Lintonen T, Jylha M. Global self-rated health data from
a longitudinal study predicted mortality better than comparative
self-rated health in old age. J Clin Epidemiol. 2005;58(7):680–7. doi:
10.1016/j.jclinepi.2004.11.025. [PubMed: 15939219].

17. Bath PA. Differences between older men and women in the self-rated
health-mortality relationship. Gerontologist. 2003;43(3):387–95. dis-
cussion 372-5. [PubMed: 12810903].

18. Franks P, Gold MR, Fiscella K. Sociodemographics, self-rated health,
and mortality in the US. Soc Sci Med. 2003;56(12):2505–14. [PubMed:
12742613].

19. McCullough ME, Laurenceau JP. Gender and the natural history
of self-rated health: A 59-year longitudinal study. Health Psychol.
2004;23(6):651–5. doi: 10.1037/0278-6133.23.6.651. [PubMed: 15546234].

Shiraz E-Med J. 2018; 19(12):e14605. 7

http://dx.doi.org/10.2105/AJPH.2012.301090
http://www.ncbi.nlm.nih.gov/pubmed/23678931
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4984954
http://dx.doi.org/10.1515/ijamh-2013-0324
http://www.ncbi.nlm.nih.gov/pubmed/24262646
http://dx.doi.org/10.1089/jwh.2015.5260
http://www.ncbi.nlm.nih.gov/pubmed/25860106
http://dx.doi.org/10.1186/1477-7827-11-66
http://www.ncbi.nlm.nih.gov/pubmed/23870423
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3717046
http://dx.doi.org/10.1186/s13643-016-0282-9
http://www.ncbi.nlm.nih.gov/pubmed/27381332
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4932766
http://dx.doi.org/10.1186/1471-2458-14-686Pmc4096542
http://www.ncbi.nlm.nih.gov/pubmed/26744700
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4703222
http://dx.doi.org/10.1016/j.dsx.2008.04.005
http://dx.doi.org/10.1111/acem.13231
http://www.ncbi.nlm.nih.gov/pubmed/28748625
http://dx.doi.org/10.4103/2277-9531.108006
http://www.ncbi.nlm.nih.gov/pubmed/24083261
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3778574
http://www.ncbi.nlm.nih.gov/pubmed/23412661
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3570910
http://dx.doi.org/10.1016/S0140-6736(12)60149-4
http://www.ncbi.nlm.nih.gov/pubmed/22538179
http://www.ncbi.nlm.nih.gov/pubmed/10390049
http://www.ncbi.nlm.nih.gov/pubmed/12614696
http://dx.doi.org/10.1016/j.jclinepi.2004.11.025
http://www.ncbi.nlm.nih.gov/pubmed/15939219
http://www.ncbi.nlm.nih.gov/pubmed/12810903
http://www.ncbi.nlm.nih.gov/pubmed/12742613
http://dx.doi.org/10.1037/0278-6133.23.6.651
http://www.ncbi.nlm.nih.gov/pubmed/15546234
http://emedicalj.com


Akbari Z et al.

20. Sehhatie Shafaie F, Mirghafourvand M, Momeni K. Health pro-
moting behaviors and their relationship with general health in
menopausal women of Langroud city. Int J Women’s Health Reproduct
Sci. 2016;5(4):301–5. doi: 10.15296/ijwhr.2017.51.

21. Moodi M, Sharifzadeh G, Saadatjoo SS. General health status and its
relationship with health-promoting lifestyle among patients with hy-
pertension. Modern Care J. 2015;12(4). doi: 10.17795/modernc.8674.

22. Shin HS, Lee J, Lee KH, Song YA. Health behavioral patterns associ-
ated with psychologic distress among middle-aged korean women.
Asian Nurs Res (Korean Soc Nurs Sci). 2007;1(1):61–7. doi: 10.1016/S1976-
1317(08)60009-2. [PubMed: 25030544].

23. Malakouti SK, Fatollahi P, Mirabzadeh A, Zandi T. Reliability, valid-
ity and factor structure of the GHQ-28 used among elderly Iranians.
Int Psychogeriatr. 2007;19(4):623–34. doi: 10.1017/S1041610206004522.
[PubMed: 17069666].

24. Enjezab B, Farajzadegan Z, Taleghani F, Aflatoonian A, Morowatishar-
ifabad MA. Health promoting behaviors in a population-based sam-

ple of middle-aged women and its relevant factors in Yazd, Iran. Int
J Prev Med. 2012;3(Suppl 1):S191–8. [PubMed: 22826765]. [PubMed Cen-
tral: PMC3399308].

25. Baheiraei A, Mirghafourvand M, Charandabi SM, Mohammadi E, Ned-
jat S. Health-promoting behaviors and social support in Iranian
women of reproductive age: A sequential explanatory mixed meth-
ods study. Int J Public Health. 2014;59(3):465–73. doi: 10.1007/s00038-
013-0513-y. [PubMed: 24042269].

26. Khayat S, Dolatian M, Navidian A, Kasaeian A, Mahmoodi Z. As-
sociation between style of living and general health in suburban
women: A cross-sectional study in South East of Iran. J Clin Diagn
Res. 2017;11(8):LC09–13. doi: 10.7860/JCDR/2017/28109.10403. [PubMed:
28969163]. [PubMed Central: PMC5620804].

27. Sonmezer H, Cetinkaya F, Nacar M. Healthy life-style promoting
behaviour in Turkish women aged 18-64. Asian Pac J Cancer Prev.
2012;13(4):1241–5. [PubMed: 22799312].

8 Shiraz E-Med J. 2018; 19(12):e14605.

http://dx.doi.org/10.15296/ijwhr.2017.51
http://dx.doi.org/10.17795/modernc.8674
http://dx.doi.org/10.1016/S1976-1317(08)60009-2
http://dx.doi.org/10.1016/S1976-1317(08)60009-2
http://www.ncbi.nlm.nih.gov/pubmed/25030544
http://dx.doi.org/10.1017/S1041610206004522
http://www.ncbi.nlm.nih.gov/pubmed/17069666
http://www.ncbi.nlm.nih.gov/pubmed/22826765
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3399308
http://dx.doi.org/10.1007/s00038-013-0513-y
http://dx.doi.org/10.1007/s00038-013-0513-y
http://www.ncbi.nlm.nih.gov/pubmed/24042269
http://dx.doi.org/10.7860/JCDR/2017/28109.10403
http://www.ncbi.nlm.nih.gov/pubmed/28969163
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5620804
http://www.ncbi.nlm.nih.gov/pubmed/22799312
http://emedicalj.com

	Abstract
	1. Background
	2. Objectives
	3. Methods
	4. Results
	Table 1
	Table 2
	Table 3
	Table 4

	5. Discussion
	Acknowledgments
	Footnotes
	Authors' Contribution: 
	Funding/Support: 

	References

