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Healthy Lifestyle Behaviors and Quality of Life
Status of Public Health Directorate Workers in
a City of Turkey

Tiirkiye’de Bir [lde Halk Saghg Miidiirliigii
Calisanlarinin Saglikli Yasam Bicimi ve
Yasam Kalitesi Durumlari

ABSTRACT Objective: Health promotion services are primarily provided by public health direc-
torates in our country. Therefore, identifying healthy lifestyle behaviors in health workers serving
in these directorates is important. The quality of life status of health care workers matters for both
their health and the health of individuals and the society they serve. This study aimed to assess the
status of healthy lifestyle behaviors and quality of life in health care workers and identify the rela-
tionship of these two elements with each other and with other factors. Material and Methods: This
cross-sectional study was conducted by applying Healthy Lifestyle Behavior Scale II (HLSBS II) and
Turkish Version of the World Health Organization Quality of Life Instrument (WHOQOL-BREF-
TR) to the staff of a public health directorate. Results: The HLSBS II scores of participants >40 years
old, females, participants who exercise and participants who work as civil servants were higher.
The participants with the lowest income had lower HLSBS IT and WHOQOL-BREF-TR scale scores.
The participants who work as subcontracted workers had lower WHOQOL-BREF-TR scale scores.
There was a positive correlation between the two scales (p=0.584 p<0.001). Conclusion: The stud-
ies targeting to develop healthy lifestyle behaviors in society should focus on both genders and all
age groups. Policies aimed at improving any area of health should also include eliminating socioe-
conomic disparities. Exercise is a component of healthy lifestyle behaviors and also an encourag-
ing factor for other health promoting behaviors. Improving the quality of life of the individuals in
society enables developing healthy lifestyle behaviors or vice versa.

Keywords: Public health; health promotion; healthy lifestyle; quality of life; health personnel

OZET Amag: Ulkemizde sagligi gelistirme hizmetleri oncelikle halk saglig1 miidiirliikleri tarafindan
sunulmaktadir. Bu yiizden halk saglig1 calisanlarinda saglikli yasam bi¢imi davraniglarinin belir-
lenmesi 6nemlidir. Saglik ¢alisanlarinin yagsam kalitesi durumlari ise hem kendi sagliklar: hem de
hizmet ettikleri birey ve toplumlarin sagliklar1 i¢in 6nem tasir. Bu aragtirmanin amaci, saghikl
yasam bi¢imi davranislari ve yasam kalitesinin halk saglig1 miidirliigii ¢alisanlarindaki durumunu
degerlendirmek; bu iki unsurun birbiriyle ve diger faktorlerle iligkisini belirlemektir. Gereg ve Yon-
temler: Bu kesitsel aragtirmada bir ilin halk sagligi midiirliigiinde ¢alisanlara Healthy Life Style
Behaviour Scale IT (HLSBS II), Diinya Saglik Orgiitii Yasam Kalitesi Olcegi Kisa Formu Tiirkge Ver-
siyonu (WHOQOL-BREF-TR) uygulanmigtir. Bulgular: 40 yas ve iizerinde olan grubun, kadin-
larin, egzersiz yapan ve memur statiisiinde ¢alisan katilimcilarin HLSBS II 6l¢ek puanlar1 daha
yiiksektir. Gelir diizeyi en diisiik olan gruptaki katilimcilar ise HLSBS II 6l¢eginden daha diisitk
puan almuslardir. Ozel sirkete bagh olarak galisan ve en diisiik gelir grubundaki katilimcilar WHO-
QOL- BREF-TR 6l¢eginden daha diisiik puan almiglardir. Arastirmada kullanilan iki 6lgek arasinda po-
zitif yonde korelasyon bulunmustur. Sonug: Toplumda saglikli yasam bi¢imi davramislarim gelistirmeyi
hedefleyen ¢alismalarin odag her iki cinsiyeti ve tiim yas gruplarini kapsamalidir. Saglik konusunda
her hangi bir alanda iyilesmeyi hedefleyen politikalar sosyoekonomik esitsizlikleri diizeltmeyi de iger-
melidir. Egzersiz yapmak saglikli yasam bigimi davraniglarinin bir bileseni olmanin yani sira saglig
gelistirici davranuglar icin tegvik edici bir faktordiir. Toplumdaki bireylerin yagam kalitelerini iyile-
stirmek, saglikli yasam bigimi davraniglarini gelistirmelerini saglayacak unsurlardan biridir ya da
saglikli yasam bi¢imi davraniglari gelistirmek bireylerin yasam kalitelerini artirmaktadur.

Anahtar Kelimeler: Halk saghig1; saghgin gelistirilmesi; saglikli yasam bi¢imi; yasam kalitesi;
saglik calisanlar

348


http://orcid.org/0000-0002-3435-7214
http://orcid.org/0000-0003-4958-007X

Ayse Giilsen TEKER et al.

Turkiye Klinikleri ] Med Sci 2018;38(4):348-56

he main purpose of health services is to im-
Tprove the health of people and to ensure

them not to be sick, that is to say, to protect
them from diseases.! In line with this, today’s per-
spective of health accepts an approach which pro-
tects, maintains and improves the health of the
individual, family and society. This perspective is
based on ensuring that the individual gains the be-
haviors which would protect, maintain and im-
prove his/her well-being and makes right decisions
about his/her health.? This concept which is called
health promotion is the process by which people
increase their control over their health and im-
prove their health levels by this way.? In the con-
cept of health promotion which focuses on
behavior change, it is necessary to acquire knowl-
edge, skill, attitude and positive behavior in order
to bring health to the highest level. These behav-
iors, which play a key role in health promotion are
called healthy lifestyle behaviors and include the
steps of self-actualization, health responsibility, ex-
ercise, nutrition, interpersonal support and stress
management.* Today it is well known that if other
chronic diseases apart from the heart diseases are
also taken into consideration, non-communicable
diseases account for 75% of the deaths in our coun-
try. A significant proportion of non-communicable
diseases can be reduced by preventive measures, in
other words, healthy lifestyle behaviors against
four major risk factors; namely, smoking, lack of
physical activity, excessive alcohol use and un-
healthy nutrition.> Because of their professional re-
sponsibilities and social roles, health workers are
capable of being a role model with the lifestyle that
they engage and influencing the group that they
serve.® Public health is a field which is closely as-
sociated with health promotion. Health promotion
service is primarily served by the public health di-
rectorates in our country. Therefore, it is also im-
portant to determine healthy lifestyle behaviors in
health care workers.

The concept of quality of life has also become
an important goal for healthcare services as the ap-
proaches for health promotion come into promi-
nence.” The quality of life includes the physical
functions, state of mind, social relations in and out-
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side the family, environmental exposure levels of
individual and shows how it affects the functional-
ity of individual.® People need to have a quality life
so that they can maintain their lives happily, in
harmony with themselves and their surroundings
and in life satisfaction. The World Health Organi-
zation (WHO) has set the goal that individuals
should be healthy and have a better quality of life
in addition to being productive in social, economic
and psychological sense.’ For this reason, there is
an increasing endeavor regarding the subjects of
well-being and quality of life. WHO has been car-
rying out studies to measure and assess the quality
of life since 1980. The relationship between health
and quality of life has been the subject of many
studies. The status of quality of life in health care
workers matters for both their health and the
health of individuals and society they serve. How-
ever, the number of the studies conducted on this
subject is limited abroad and in our country.®

The aim of this study was to assess the status of
healthy lifestyle behaviors and quality of life,
which are two important components of health
promotion, to examine the relationship between
these two elements and to identify the factors as-
sociated with these elements.

I MATERIAL AND METHODS

THE TYPE, PLACE AND TIME OF THE STUDY

This cross-sectional study was conducted in a pub-
lic health directorate between the dates of January
2016-February 2016. The necessary permission and
the approval from the ethics committee (Protocol
Number: 09.2017.049 Date: 06.01.2017) for the
study were obtained, all participants were included
into the study after being informed and taking their
consents.

THE POPULATION AND SAMPLE OF THE STUDY

The study’s population consisted of all of the per-
sonnel working in the public health directorate.
The total number of the personnel during the pe-
riod of the study was 114. This study in which a
sample was not selected, aimed to reach the entire
population.
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DATA COLLECTION INSTRUMENTS

Descriptive Survey

The survey which was prepared by researchers
consisted of 16 questions which involved also the
questions about socio-demographic characteristics
and height and weight information based on par-
ticipants’ discourse.

Healthy Lifestyle Behavior Scale Il (HLSBS I1)

It was developed by Walker et al. as a 48-item scale
and then was revised and 4 items were added in-
creasing to 52 items.!? The scale measures health
promoting behaviors associated with the individ-
ual’s healthy lifestyle. The scale is composed of a
total of 52 items and consists of 6 subscales which
are self-actualization, health responsibility, physi-
cal activity, nutrition, interpersonal support and
stress management. Self-actualization subscale
determines the life goals, self-development abil-
ity of individual and how well she/ he recognizes
and satisfies himself/ herself. Health responsibil-
ity subscale determines the level of responsibil-
ity of individual on his/ her own health, and the
level of participation in his/ her health. Exercise
subscale indicates at what level the physical ex-
ercises performed by the individual. Nutrition
subscale determines the behaviors in selecting
and arranging individual meals and the behavior
of food choices. Interpersonal support subscale
shows the communication and continuity level of
individual with his/her close surroundings. The
stress management subscale assesses the individ-
ual’s level of recognition of stress sources and
stress control mechanisms. The total score of the
scale gives the score of healthy lifestyle behav-
iors. All items of the scale are positive. The total
score varies between 52 and 208. As the score
rises, the level of positive health behavior in-
creases. The Turkish validity and reliability stud-
ies of the scale were firstly revised by Esin et al.
the Turkish validity and reliability studies of re-
vised HLSBS II were carried out by Bahar et al.
The Cronbach alpha value of the scale for this
study was 0.90.'1:12
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Turkish Version of the World Health Organization Quality of
Life Instrument (WHOQOL-BREF-TR)

The scale was developed by WHO, and the Turk-
ish validity and reliability studies were carried out
by Eser et al. There are two versions of the scale,
the long (WHOQOL-100) and the short (WHO-
QOL-BREF) form. WHOQOL-BREF consists of 27
questions.'>!* The first two questions are scored and
evaluated on their own. Out of these questions, the
first one gives the score of general health status and
the second gives overall quality of life score. In the
scale, which has 4 domains, physical health domain,
psychological domain, social relations domain and
environmental domain, each domain is evaluated in-
dependently and total scores ranging from 4 to 20
are calculated for each domain. All items of the scale
are positive. The high score denotes better quality
of life. Physical health domain score in the scale is
calculated by evaluating the subheadings of activities
of daily living, dependence on medical aid, energy
and fatigue, mobility, pain and discomfort, sleep and
rest, and work capacity. The subheadings that are
evaluated in the score calculations of the other do-
mains are as follows; bodily image, negative feelings,
positive feelings, self-esteem, religion/personal be-
liefs, thinking, learning, memory and concentration
for psychological domain; personal relationships,
social support, sexual activity for social domain; ac-
cess to health and social services, home environ-
ment, accessibility to new knowledge and skills,
leisure activity, physical environment (pollution,
noise, traffic, climate) for environmental domain.
The last question is the national environmental do-
main question' For Turkey, this question came in
view as a result of focus group interviews and is
considered on its own as the first two questions.>!
The Cronbach’s alpha value of the scale was calcu-
lated as 0.81 for the study group.

STATISTICAL ANALYSIS

SPSS version 15.0 package program was used for
analysis of the data. Descriptive findings were ex-
pressed as number, percentiles and mean values. In
the analysis of mean differences, Student’s t test,
one way analysis of variance (ANOVA) and Tukey
HSD significance tests were used if the data nor-
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mally distributed and if not Mann Whitney U and
Kruskal Wallis tests were used to compare groups.
Correlation between the two scales was assessed by
Spearman correlation analysis. p <0.05 was ac-
cepted as statistical significance level.

I RESULTS

RESULTS OF INDIVIDUAL CHARACTERISTICS:

Out of 114 health care workers, 96 participated in
the study (84.2%). Of the participants 45.8% were
female and 54.2% were male. The mean age was
38.2 years and the ages ranged between 23-63
years. The education level in 62.5% of the partici-
pants was university or above university. High
school graduates accounted for 28.1%, while junior
high school/primary education graduates ac-
counted for 4.2% and primary school graduates ac-
counted for 5.2% of the participants. The rate of
married participants was 86.2%. Regarding the
monthly total income of household, the partici-
pants were divided into 3 groups. The participants
with an income less than 1500 TL (Turkish Lira)
was 6.3%. The participants with an income be-
tween 1501-4500 TL was 56.8% and the partici-
pants with an income between 4501-10000 TL was
36.8%. Of the participants, 86.3% were at the sta-
tus of civil servant and 13.7% worked under pri-
vate company (subcontracted workers). Of the
participants, 31.3% were smoking. According to
the body mass indexes calculated based on the val-
ues of height and weight disclosed by the partici-
pants, 73.1% of males and 41.3% of females were
overweight or obese. The rate of physical exercise
was found to be 29.2%.

RESULTS OF HEALTHY LIFESTYLE BEHAVIOR SCALE I
(HLSBS 1)

The mean of HLSBS II total score of the partici-
pants was 125.7+18.9. For HLSBS II subscales, the
lowest mean score was obtained from physical ac-
tivity subscale (14.5+5.1); the highest mean score
was obtained from self-actualization subscale
(26.2+3.6) (Table 1).

The group aged 40 years and over were found
to have statistically significantly higher scores for
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TABLE 1: HLSBS II* scores of participants.
Subscales max. and min. max. and min.scores mean score
scores of scale taken in this study (Xzsd)
Physical activity 8-32 8-30 14.5+51
Stress management  8-32 11-29 18.4+3.6
Health responsibility — 9-36 12-30 19.8+£3.9
Nutrition 9-36 11-33 21.3+4.7
Interpersonal support  9-36 16-33 25.2+4.0
Self-actualization 9-36 18-36 26.2+3.6
Total HLSBS Il Score 52-204 92-172 125.7+18.9

* Healthy Lifestyle Behavior Scale II.

the subscales of nutrition and health responsibility
(p=0.005 and p=0.026, respectively) compared to
the group aged under 40 years. Considering gender
difference, females had higher scores than males
for the nutrition, health responsibility and stress
management subscales (p=0.008 p=0.004 and
p=0.042, respectively). According to the total
monthly income of household, the participants
with the lowest income level among the three
groups were found to have lower scores for the nu-
trition subscale compared to other two groups
(p=0.032). The scores of the participants who
worked in the category of civil servant were higher
for the physical activity, nutrition, and health re-
sponsibility subscales compared to those who work
under private company (p=0.042 p=0.002 and
p=0.031, respectively). Regarding the body mass
index, the scores of the participants in the obese
group were lower for the health responsibility sub-
scale compared to the other participants (p=0.025).
The participants who exercised obtained higher
scores from four subscales including physical ac-
tivity, nutrition, health responsibility and stress
management (p<0.001 p=0.020 p=0.002 and
p=0.007, respectively) compared to those who did
not exercise. Table 2 shows the comparison of the
scores for the HLSBS II subscales according to
the individual characteristics of the participants
(Table 2).

The mean of HLSBS II total score of the par-
ticipants was found to be 125.7+18.9. The mean of
HLSBS II total score was observed to change with
statistical significance according to age, working
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TABLE 2: Comparison of the scores for the HLSBS II* subscales according to the

individual characteristics of the participants.
Subscales Individual characteristics median/IR** p value
Physical activity working style (n=)

civil servent (82) 15.0/6.0

subcontracted workers (13) 11.0/3.5 p=0.042

physical exercise status (n=)

yes (28) 18.0/8.5

no (68) 12.0/5.0 p<0.001
Nutrition age (n=)

<40 age (53) 20.0/7.0

=40 age (43) 24.0/5.5 p=0.005

gender (n=)

female (44) 23.0/6.0

male (52) 20.0/7.0 p=0.008

income (n=)

1500 tl and under (6) 16.0/7.25

1501-4500 tl (54) 22.0/7.0

4501-10000 tl (35) 21.0/7.0 p=0.032

working style (n=)

civil servent (13) 22.0/6.0

subcontracted workers (82) 18.0/5.5 p=0.002

physical exercise status (n=)

yes 828) 24.0/7.6

no (68) 20.0/7.0 p=0.020
Health responsibility age (n=)

<40 age (53) 19.0/5.0

=40 age (43) 21.0/6.0 p=0.026

gender (n=)

female (44) 21.0/4.0

male (52) 18.0/5.0 p=0.004

working style (n=)

civil servent (13) 20.0/6.0

subcontracted workers (82) 17.0/5.50 p=0.031

physical exercise status (n=)

yes (28) 22.5/6.0

no (68) 19.0/4.0 p=0.002

BMI {(n=)

underweight (2) 22.0/2.0

normal (37) 21.0/5.0

overweight (37) 19.0/5.5

obese (20) 17.0/5.5 p=0.025
Stress management gender (n=)

female (44) 19.0/3.0

male (52) 18.0/5.0 p=0.042

physical exercise status (n=)

yes (28) 22.5/6.0

no (68) 18.0/4.0 p=0.007

* Healthy Lifestyle Behavior Scale Il
*Interquartile Range. BMI: Body mass index.
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style and exercise status. According to this; the
mean of HLSBS II total score was higher in those
who aged 40 years and over compared to those who
were under 40 years of age; it was higher in those
who worked as civil servants compared to those
who worked under private company and it was also
higher in those who exercised compared to those
who did not exercise (p=0.037 p=0.011 and
p<0.001, respectively) (Table 3).

The survey also asked the participants that
how many of the diseases could be prevented by
healthy lifestyle behaviors and 34.4% answered as
“all” and 54.1% answered as “many’. To the ques-
tion of: Would you like to participate if a training
or activity on “Developing Healthy Lifestyle Be-
haviors” was held in your institution? 68.8% of the
participants answered as “yes”.

Results of Turkish Version of the World Health Organization
Quality of Life Instrument (WHOQOL-BREF-TR)

When the scores obtained from the WHOQOL-
BREF-TR Quality of Life Scale were evaluated, the
mean score of general health of the participants
was found to be 3.4+0.7 out of 5 points and the
overall quality of life score was found to be 3.5+0.8.
The lowest score of the scale was obtained from the
physical health domain (13.0+1.9) and the highest
score was obtained from the social domain
(15.0+3.0) (Table 4). For the last question, which is
about environmental domain: What are your diffi-
culties with regard to pressure and control in your

TABLE 3: Comparison of the total scores for the
HLSBS II* according to the individual
characteristics of the participants.
Individual Characteristics mean score (X+sd) p value
age (n=)
<40 age (53) 122.0+16.8
>40 age (43) 130.1+20.5 p=0.037
working style (n=)
civil servent (13) 127.7+18.4
subcontracted workers (82) 113.4+18.6 p=0.011
physical exercise status {n=)
yes (28) 137.6+20.8
no (68) 120.8+15.7 p<0.001

* Healthy Lifestyle Behavior Scale Il

TABLE 4: WHOQOL-BREF-TR* Scores of participants.
Subscales max. and min. max. and min. scores mean score
scores of scale taken in this study (X£sd)
General health score 1-5 1-5 3.420.7
Overall quality of life score  1-5 1-5 3.5+0.8
Physical health domain 4-20 9-18 13.0¢1.9
Environmental domain 4-20 9-18 14.1+1.8
Psychological domain 4-20 9-19 14.4+1.8
Social domain 4-20 9-20 15.0+3.0

* Turkish Version of the World Health Organization Quality of Life Instrument.

relationships with those who are close to you
(spouse, colleague, relative) in your life? The mean
score of the participants was calculated as 2.5+0.8
out of 5.

When the variation of the scores obtained
from the WHOQOL-BREF-TR Quality of Life
Scale according to the individual characteristics of
the participants were examined, it was found that
there was a statistically significant difference in
terms of work style and income status. The scores
of overall health status, overall quality of life and
environmental domain were found to be lower in
participants working under private company
(p=0.002 p=0.006 and p=0.007, respectively). When
the participants were assessed according to their in-
come status, the perceived general health status
score in the group with income less than 1500 TL
was found to be lower than other income groups (p
=0.017).

Results of Correlation Analysis Between HLSBS Il and
WHOQOL-BREF-TR Scales

When the correlation between Healthy Lifestyle
Behavior Scale-II and WHOQOL-BREF-TR Qual-
ity of Life Scale was examined, a statistically sig-
nificant and positive correlation were detected
between the scores obtained from HLSBS II scale
and the scores obtained from the domains of per-
ceived general health status, overall health status,
overall quality of life, physical health domain, psy-
chological domain and environmental domains of
WHOQOL-BREF-TR Quality of Life Scale. This
correlation was high between HLSBS II and phys-
ical health domain; moderate between HLSBS II
and overall health status, psychological and envi-
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ronmental domains and low between HLSBS ITand ~ with university student, girls obtained higher
overall quality of life (Table 5). scores from the subscale of health responsibility
I compared to boys.'® According to these results, the
DISCUSSION focus of studies aiming to develop healthy lifestyle

As a result of this study, the mean of HLSBS Il total ~ behaviors in society should include both genders
score was found to be 125.7+18.9. The mean scores but especially men and boys and all age groups es-
were found to be 117.5+17.1, 121.57+19.65 and  Ppecially young ages. The interventions for the dif-
122.0+17.2 in previous studies.>!¢!” However, in ~ ferent groups should be in accordance with the
these studies, the unrevised 48-item form of the characteristics of the group and they should be pre-
scale was used. In a study using the 52-item scale as sented with a proper language. For example, stud-
in this study, the mean of HLSBS II total score was ies aiming at the development of healthy eating
found to be 139.5+18.0.* It can be said that the behaviors shouldn’t only or more frequently be
mean of HLSBS II total score in this study is lower ~ aimed at females, but should also aim to reach men,

than the previous studies. The lowest mean score ~ and the language and content of the study should

was obtained from the physical activity subscale. ~ be appropriate. Another individual characteristic
Similar results were found in the studies by Pasin-  that influenced the way in which healthy lifestyle
lioglu and Gozum which was carried out on health behavior was investigated was socioeconomic sta-
personnel Working in primary hea]_th Care.16 In an- tus. Previous StudieS haVe a].SO ShoWn that grOuPS
other study conducted with health care workers, with poor socioeconomic status have low scores on

the mean score was found to be the lowest for the HLSBS II Scale.2'7’19 The 10W 1eV€1 Of SOCiOECO-

physical activity.* When the effects of individual nomic status as in many issues related to health cre-
characteristics on the scores obtained from HLSBS ates disadvantages in developing healthy lifestyle

II scale were examined, it was noted that the indi- behavior. As Acheson et al stated, if the interven-
viduals aged 40 years and over were found to have ~ tions to eliminate disparities in the society’s health
higher scores on both nutrition and health respon- ~ indicators are not aimed at reducing socio-eco-
sibility subscales and on the total score of HLSBS ~ nomic disparities, then we should not expect to ac-
II. This result is similar with a previous study.® complish a result.”” People at low socioeconomic
When the differences according to gender were ex-  level are unable to develop healthy lifestyle be-
amined, females had higher scores than males on ~ havior, so they are not protected from many health
nutrition, health responsibility and stress manage- problems, especially chronic diseases. This should
ment subscales. In the study conducted by Yal-  be taken into account when developing general
cinkaya et al. on “health care workers”, females politics of the country, not just health politics. An-
obtained higher scores from the subscales of “nu-  other remarkable finding of the study was that the

trition and health responsibility” compared to participants who exercised had higher scores on
males.® Also in the study by Zaybak and Fadiloglu both the total score of HLSBS II and the subscale

TABLE 5: Results of correlation analysis between HLSBS II* and WHOQOL-BREF-TR**
WHOQOL-BREF-TR
Overall quality Physical health Psychological Environmental
General health of life domain domain Social domain domain
HLSBS I p=0.359 p=0.254 p=0584 p=0.303 p=0.174 p=0.344
p<0.001 p=0.013 p<0.001 p=0.003 p=0.091 p=0.001

* Healthy Lifestyle Behavior Scale Il
** Turkish Version of the World Health Organization Quality of Life Instrument
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scores of HLSBS II. Similar results were obtained
for the groups who exercised in previous studies.>®
The people who exercise have healthier nutrition,
have better stress management and take more re-
sponsibility for their own health. These results in-
dicate that exercise, in addition to being a
component of healthy lifestyle behaviors, is also an
encouraging factor for health promoting behaviors.

When the WHOQOL-BREF-TR scores were
evaluated, the highest mean score was obtained
from the social domain and the lowest mean score
was obtained from the physical health domain.
These results are similar to those of a previous
study which was conducted to assess the quality of
life of health care workers.® When examining the
variables affecting the quality of life, the WHO-
QOL-BREF-TR scores of participants with worse
socioeconomic status were found to have lower
general health, overall quality of life and environ-
mental scores. In two different studies evaluating
the quality of life of health care workers, it was
found that socioeconomic status is related to qual-
ity of life as it is in this study.®’ In a study evaluat-
ing socioeconomic disparities in health, it was
found that all of the variables, namely, monthly in-
come, living neighborhood, perceived economic
status and health insurance affect the quality of

life.”

When the relationship between the scales as-
sessing healthy lifestyle behaviors and quality of
life was examined, a positive correlation was found
between these two items. A positive correlation
was also found between the two scales in the study
of Kocoglu and Akin.” This demonstrates that im-
proving the quality of life of all individuals in soci-
ety is one of the factors that will enable them to
develop healthy lifestyle behaviors. Or improving
the healthy lifestyle behaviors of individuals in so-
ciety will increase their quality of life.

Most of the participants in the study indicated
that they would like to participate if most of the
diseases are prevented by healthy lifestyle behav-
iors and if training or activities on “Developing
Healthy Lifestyle Behaviors” would be held in their
institutions. The conducted studies showed that
health promoting behaviors can be improved. In a
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study conducted with menopausal females, healthy
lifestyle behaviors increased significantly with a
planned training program for females in this pe-
riod.?! In another study with nursing college stu-
dents, health behaviors were found to be lower in
the first and second grades and higher in the third
and fourth grade students who take the course of
health protection and promotion.? Health care
workers are actively involved in the health pro-
motion activities of society and they are expected
to be a role model for the society in this respect.
Therefore, trainings, regulations and all other work
on the development of healthy lifestyle behaviors
of health care workers will be useful in improving
the health of whole society.

I CONCLUSIONS

In conclusion, this study which evaluated healthy
lifestyle behaviors and quality of life in health care
workers showed that scores of healthy lifestyle be-
havior scale differed according to age groups and
gender characteristics. This demonstrated that the
focus of studies aimed at improving healthy
lifestyle behaviors in society should involve both
genders and all age groups. The socioeconomic sta-
tus affects both healthy lifestyle behaviors and
quality of life. Therefore, policies aimed at im-
proving any area of health care should include the
improvement of socioeconomic disparities as well.
Having better scores on other healthy lifestyle be-
haviors by the participants who exercise showed
that exercise was a contributing factor to healthy
lifestyle behaviors as well as an encouraging factor
for health promoting behaviors. A positive corre-
lation was found between the scales that assess
healthy lifestyle behaviors and quality of life. This
demonstrates that improving the quality of life of
all individuals in society is one of the factors that
will enable them to develop healthy lifestyle be-
haviors or improving the healthy lifestyle behav-
iors of individuals in society will increase their
quality of life.
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