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Abstract 

 

 Article Info 
 

Background: The examination of workers’ health behaviors and their quality of life, as 

well as providing support in missing areas are important in terms of both occupational 

health and community health. This study aims to assess workers’ quality of life and 

health-promoting lifestyle in a workplace in 2017 and to determine their relationship with 

some socio-demographic characteristics.  

Material and Methods: This descriptive study was conducted from January to March 

2017 in Samsun province. A total of 151 workers participated in the study. The data were 

collected using a questionnaire on workers’ socio-demographic characteristics, Health-

Promoting Lifestyle Profile II (HPLP II), and Short Form-36 Quality of Life Scale (SF-36). 

The mean values were compared using Kruskal-Wallis and Mann-Whitney U tests. The 

correlation was evaluated using Spearman’s correlation analysis. In addition, p-value 

0<0.05 was considered statistically significant.  

Results: The workers had an average of 132.48±23.65 points on the HPL profile. In 

addition, HPL scores were significantly higher in the older age group (p<0.05). However, 

there was no difference in terms of other socio-demographic characteristics (p>0.05). 

Besides, there was a positive and low level significant correlation between the workers’ 

HPL scale scores and only four subscales of SF 36 (p<0.05).  

Conclusion: According to the result of this study, the workers’ health-related quality of 

life was found to be below the Turkish community standards, with the workers’ healthy 

lifestyle behavior having been moderate. In addition, some sociodemographic 

characteristics had a negligible effect on the quality of life, and healthy lifestyle behaviors 

positively increased employees’ quality of life.  
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Introduction 

Today, according to a health perception, 

protecting, sustaining, and improving health among 

individuals, families, and communities are of high 

importance. Accordingly, showing behaviors to 

protect, maintain, and improve wellness among 

individuals and to make correct decisions about 

self-health is of great significance [1-3]. Health-

promoting behaviors aim to increase the level of 

well-being and to promote self-improvement. A 

‘healthy lifestyle’ is identified as a lifestyle that 

controls all behaviors affecting an individual’s 

health, which chooses the correct behaviors 

appropriate for their health in daily activities. 

Healthy lifestyle behaviors include adequate and 

regular exercise, a balanced diet, a non-smoking 

approach, health responsibilities, stress 

management, and hygienic measures [3-4]. 

Lifestyle affects both the quality of life and the life 

span. The causes of 70-80% and 40-50% of 

deaths in developed countries and in less-

developed countries, respectively, are lifestyle-
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related diseases. Instead of infectious diseases 

that were common causes of mortality in the past, 

chronic lifestyle-related diseases, such as 

hypertension, obesity, type 2 diabetes, and 

coronary vascular disease (CVD) are observed 

more often today. A cross-sectional study showed 

that overweight workers and physically inactive 

workers were by 1.5 and 1.3 times more likely to 

be at the risk of CVD, respectively. This finding is 

supported by the relationship between the CVD 

risk as well as overweight and/or physical 

inactivity, with overweight having been specified as 

a major CVD risk factor [5]. Accordingly, measures 

that change the lifestyle are considered as the 

most effective factor in protection against diseases 

and an improvement in health [6]. 

The quality of life is another factor affected by an 

individual’s lifestyle. The World Health 

Organization (WHO) states that individuals, apart 

from having to be productive in social, economic, 

and psychological settings, have to be healthy and 

have a better quality of life [7]. Occupational and 

employee health is one of the fields in which this 

concept has been attracting a great deal of 

attention [8]. With an improvement in healthy 

lifestyles along with a reduction in health risks and 

an increase in the quality of life among workers, 

improvements have been achieved in terms of 

associated economic and productivity factors, such 

as compensation payments, absenteeism, and job 

satisfaction [9]. According to a meta-analysis, poor 

health, particularly self-perceived poor health, is a 

risk factor for quitting paid employment through 

disability support pension, unemployment and to a 

lesser extent, early retirement [10]. Therefore, 

workplace health development programs have 

recently taken on an added importance [8]. 

Being healthy is a basic right, yet ensuring and 

maintaining it are the responsibility of individuals 

themselves as well as the health staff. Individuals 

must be willing to display positive health behaviors 

and to sustain them to ensure their own health [1, 

2]. Thus, analyzing workers’ health behaviors and 

life qualities in different jobs as well as supporting 

them in deficient aspects matter in terms of social 

and work health.  

 In this study, we aim to analyze the workers’ 

quality of life and health-promoting lifestyle 

behaviors and to determine their correlation with 

some of their sociodemographic features in the 

central warehouse of a large chain of grocery 

stores.  

 

Materials and Methods 

This study is a descriptive cross-sectional study 

conducted from January to March 2017 in Samsun 

province, where Turkey enjoys a moderate 

socioeconomic development. To conduct this 

research, approval was received from the Clinical 

Research Ethics Committee of Ondokuz Mayıs 

University on 13/01/2017 under ethics code 678. 

All employees of the central warehouse of a large 

chain of grocery stores, including warehouse 

workers, office workers, service workers (i.e. 

cooks, dishwashers, and drivers), as well as 

distribution workers formed the research sample 

(N=181). In other words, all employees were 

included in this study. No sampling was conducted 

in this research. The selection criteria included 

being accepted as a warehouse worker, being over 

18 years old, and being a volunteer in this study. 

Non-volunteers and those under the age of 18 

were excluded from the study. The study 

objectives were explained to the employees by the 

researchers, and questionnaires were distributed 

among the volunteers. On the same day, survey 

results were collected by the researchers. Those 

individuals who could not be contacted due to shift-

work conditions were visited again on the next day. 

Under the same conditions, the questionnaires 

were distributed and collected. A total of 151 

(83.4%) workers agreed to participate in this study. 

Data were collected using a questionnaire 

containing the workers’ sociodemographic 

characteristics, Health-Promoting Lifestyle (HPL) 

Profile II, and Short Form-36 Quality of Life Scale 

(SF-36). 

The Health-Promoting Lifestyle Profile (HPLP) was 

developed by Walker et al to measure health 

behaviors in individuals [11]. The scale was 

revised in 1996 and called HPLP II [12]. This scale 

was adapted to Turkey by Esin [3]. The scale is 

Likert-type and consists of 52 items and six 

factors, with all expressions evaluated. Each item 

is given one of the points 1 (never), 2 (sometimes), 

3 (often), and 4 (regularly). The alpha reliability 

coefficient of the scale ranges from 0.79 to 0.94. In 

addition, the lowest and highest scores are 52 and 

208, respectively. There are six subscales for this 

scale, including self-actualization, health 

responsibility, exercise habits, nutrition habits, 

interpersonal support, and stress management. 

The questionnaire was used to measure health-

promoting behaviors associated with the 

individual's healthy lifestyle. High scores on the 

scale indicated that the individual exhibited 

specified health-related behaviors at a high level. 

The sub-assessment scores of the scale could be 

used separately or as a total score [3, 11]. The 

total score of the HPL scale was used in this study. 

The SF-36 quality of life scale was developed by 

Ware et al (1987) [13]. Next, Koçyiğit et al (1999) 

verified its validity and reliability in Turkey [14].  
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This 36-expression scale evaluates three main 

headings and eight subscales associated with 

health concepts. These subscales include physical 

functioning, role limitations due to physical 

problems, pain, general health, energy/life/vitality, 

social functioning, and emotional state (as affected 

by emotional problems). On the SF-36 scale, 

scores range from 0 to 100 for each component. 

Accordingly, high scores for each subscale 

indicate a higher level of health, whereas low 

scores indicate health impairments [14]. 

The data obtained in this study were evaluated 

using SPSS V.15.0. The data for continuous 

variables were expressed as mean ± standard 

deviation, the median (the maximum-minimum 

value), and the categorical value (%). The normal 

distribution of the data was examined using the 

Kolmogorov-Smirnov Z test. In addition, the 

correlation between HPL and SF-36 was assessed 

using Kruskal-Wallis and Mann-Whitney U tests 

because the results of HPL and    SF-36 did not fit 

the normal distribution. The correlation between 

HPL and SF-36 subscales was evaluated using 

Spearman’s correlation analysis. The power of 

correlation would be considered weak if r= 0.00-

0.24, medium if r= 0.25-0.49, strong if r= 0.50-0.74, 

and very strong if r= 1.00. In all statistical analyses, 

the results were considered statistically significant 

with p<0.05. 

 

Results 

The mean age of the workers who participated in 

this study was 31.4±6.9 (min: 22, max: 48 years), 

and 86.8% of them were male. As many as 37.7% 

of the participants were high school graduates, and 

51% were married. Besides, 70.2% were 

warehouse workers, and 49% of all workers had 

been working in this warehouse for 1-5 years 

(Table 1).  

 

Table 1. The workers’ sociodemographic characteristics  

Variables n (%) 

Gender 
Female 20 (13.2) 

Male 131(86.8) 

Age group (years) 

20-29 69 (45.7) 

30-39 61 (40.4) 

40-49 21 (13.9) 

Educational level 

Primary school graduate 18 (11.9) 

Secondary school graduate 38 (25.2) 

High school graduate 57 (37.7) 

Licensed graduate 38 (25.2) 

Marital status 
Married 77 (51.0) 

Single 74 (49.0) 

Work field 

Distribution 9 (6.0) 

Service 13 (8.6) 

Office 23 (15.2) 

Warehouse 106 (70.2) 

Work experience (months) 

0-12 58 (38.4) 

13- 60 74 (49.0) 

61 + 19 (12.6) 

 

The mean score the workers achieved on the HPL 

profile scale was 132.48±23.65 (median: 132; min: 

78; max: 183). The highest score of the life quality 

SF-36 scale was 80.62±30.84 which was 

associated with the physical role difficulty (PRD); in 

contrast, the lowest score was 47.70±13.85 on the 

mental health (MH) subscale. Table 2 shows the 

scores for HPL and SF-36 subscales.  

 

Table 2. Scores for the workers’ health promotion lifestyle (HPL) and life quality subscales (SF-36)  

Variables Mean (SD) Median (Min-Max) 

Total HPL 132.48 (23.65) 132 (78-183) 

Physical Function (PF) 76.58 (19.25) 80.0 (20-100) 

Physical Role Difficulty (PRD) 80.62 (30.84) 100 (0-100) 

Pain (P) 71.15 (24.94) 77.5 (0-100) 

General Health Perception (GHP) 52.81 (9.75) 55.0 (35-75) 

Energy/Life/Vitality (ELV) 75.18 (11.61) 60.0 (20-80) 

Social Functionality (SF) 64.32 (24.80) 62.5 (0-100) 

Emotional Role Difficulty (ERD) 77.70 (32.13) 100 (0-100) 

Mental Health (MH) 47.70 (13.85) 44.0 (20-84) 
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HPLP scores were lower in the workers aged 20-

29 than in other age categories, and this difference 

was statistically significant. However, there was no 

difference in the scores for the health promotion 

lifestyle scale in terms of other features (p>0.05) 

(Table 3).  

 

Table 3. An evaluation of the workers' health promotion lifestyle (HPL) scores in terms of sociodemographic data 

Variables Median (Min-Max) P-value 

Gender 
Female 123 (96-148) 

0.13 
Male 132 (78-183) 

Age (years) 
20-29 124 (78-156) 

0.002 30-39 139 (86-183) 

40-49 144 (103-183) 

Educational status 

Primary school graduate 141 (96-167) 

0.14 
Secondary school graduate 124 (78-173) 

High school graduate 132 (86-183) 

Licensed graduate 141 (112-181) 

Marital status 
Married 132 (78-183) 

0.65 
Single 132 (100-181) 

Work field 

Distribution 126 (101-148) 

0.18 
Service 134 (112-181) 

Office 119 (96-148) 

Warehouse 133.5 (78-183) 

Work  experience 

(months) 

0-12 132 (90-183) 
0.88 13-60 135 (86-178) 

61+ 132 (78-148) 

 

 

Table 4 shows the evaluation results of the life 

quality SF-36 subscale, including sex, age range, 

education, marital status, working area, and work 

experience for all workers. The physical 

functioning (PF) subscale showed a statistically 

significant difference only in terms of the age 

groups, which had the lowest values in workers 

aged 40-49 (p<0.05). Although the PRD subscale 

score was significantly lower in workers aged 40-

49 (p<0.05), there was no difference between the 

median scores in terms of other demographic 

variables. Similarly, there was no difference among 

the groups in terms of the variables of pain (P) and 

emotional role difficulty (ERD). The score of the 

general health perception (GHP) subscale was 

significantly lower in the single workers than in the 

married ones (p<0.05). Although the scores of the 

energy/life/viability (ELV) subscale were slightly 

higher in the primary school graduates than in the 

secondary school graduates, they had significantly 

higher scores than the workers of other 

educational status (p<0.05). Social functionality 

(SF) scores in the workers aged 20-29 were 

significantly lower than in the workers aged 40-49 

(p<0.05). However, there was no difference among 

other variables in terms of SF. While also mental 

health (MH) subscale was higher in the 20-29 age 

group than in other age groups; it was significantly 

lower in the married workers who were primary 

school graduates than in the single workers with 

other educational status. (Table 4). However, there 

were no significant differences in the quality of life 

sub-scores among the workers in terms of the 

work field and work experience (p>0.05). 

 

Table 4. An evaluation of the workers' life quality subscale scores according to sociodemographic data 

 PF PRD P GHP ELV SF ERD MH 

Median 

Gender p=0.5 p=0.99 p=0.23 p=0.69 p=0.07 p=0.07 p=0.5 p=0.9 

Female 82.5 100.0 77.5 50.0 55.0 50.0 83.3 44.0 

Male 80.0 100.0 77.5 55.0 60.0 62.5 100.0 44.0 

Age range p=0.02 p=0.00 p=0.73 p=0.56 p=0.28 p=0.01 p=0.12 p<0.001 

20-29 80.0 100.0 77.5 50.0 60.0 62.5 100.0 48.0 

30-39 85.0 100.0 77.5 55.0 55.0 75.0 100.0 44.0 

40-49 75.0 75.0 77.5 55.0 60.0 87.5 100.0 44.0 

Educational status p=0.88 p=0.56 p=0.26 p=0.10 p=0.00 p=0.76 p=0.08 p=0.03 

Primary 85.0 100.0 77.5 50.0 67.5 68,75 66.6 36.0 

Secondary 75.0 100.0 77.5 55.0 60.0 68.75 100.0 48.0 

High school 80.0 100.0 77.5 55.0 55.0 75.0 100.0 44.0 

License 75.0 100.0 79.5 55.0 55.5 62.5 83.3 44.0 

Marital status p=0.19 p=0.47 p=0.15 p=0.03 p=0.32 p=0.2 p=0.68 p<0.001 

Married 80.0 100.0 77.5 55.0 60.0 62.5 100.0 44.0 

Single 77,5 100.0 77.5 50.0 60.0 62.5 100.0 48.0 
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Upon the evaluation of the correlation between 

HPL and SF-36 subscales, a low positive 

correlation was found between health HPL scores 

and only four of the SF-36 subscales, i.e. PF 

(r:0.24, p:0.003), PRD (r:0.19, p:0.015), SF (r:0.30, 

p:0.0001), and ERD (r:0.27, p:0.001). 

 

Discussion 

The scores the workers achieved on the HPL scale 

in the present study have a moderate level 

compared to the studies conducted in different 

business fields in our country [15-17]. In other 

studies from other countries, workers had results 

similar to the present one [18-20]. Ulutasdemir et 

al reported that private company workers exhibited 

a moderate level of healthy life behaviors 

compared to other people in the society [21]. The 

highest possible score from the present scales was 

208. Since the workers had a mean score of 132, 

one could say that they had a moderate score of 

health life behaviors.      

However, there are differences among the studies 

in terms of the workers’ sociodemographic 

characteristics affecting HPL scale scores. Some 

studies performed in different business fields 

showed sociodemographic characteristics affected 

scale scores [19, 20, 22], whereas others reported 

no significant differences [15-17, 21, 23]. It has 

been emphasized in the literature that sex is an 

effective factor in healthy life behaviors. In the 

study by Avci et al, although there was no 

difference between the groups in terms of the 

education level and marital status, it was shown 

that the women’s scale scores were higher [24]. 

However, no significant differences were observed 

among the groups in terms of sex, in the present 

study. Given that men mainly work in some work 

fields and women predominantly work in others, it 

is unlikely that the gender effect may reflect 

realistic results (the bias error). Although men 

formed 86% of the participants in the present 

study, women accounted for 83% of the 

participants in Avcı’s study [24]. 

It has been reported that HPL scale scores 

increase with an increase in age [8, 24]. In 

addition, it was observed in this study that the 

elderly age group had higher scores than other 

age groups. It could be stated that with an increase 

in age, due to caring more about health issues, 

people avoid risky behaviors they show during 

puberty and youth, and their awareness of healthy 

lifestyle behaviors increases.       

In contrast to the studies conducted using the SF-

36 scale, the scores in the present study were 

lower than the one conducted in a Turkish cement 

factory, in which SF and P scores were the same 

[25]. All low scale scores of the workers in this 

study, excluding that of ELV, were lower than the 

scores obtained in the study of Demiral et al, which 

indicates the high level of Turkish society 

standards [26]. In a similar study, the cleaning 

workers’ life quality was below the Turkish society 

standards and the present study results [27]. In 

another study, in contrast, among workers from 

small companies, it was reported that their life 

quality levels were higher than those of other 

people in the society, especially compared to the 

elderly, because they were younger and had more 

health potentials, i.e. the healthier worker effect 

[28]. Against this background, one could conclude 

that the workers’ life quality could be different from 

that of the general society, which could be below 

the standards in workers in some business fields.      

Based on the results of the present study, one 

could state that the effect of age on the life quality 

could not be unidirectional. For example, although 

the physical area (PF and PRD) scores in the 

fourth decade of age were found to be low, social 

functionality scores in this age group were the 

highest among others. However, it was found out 

that MH scores were high among participants in 

their twenties. The effect of age is negative on all 

life quality areas in one’s old age, during which 

chronic diseases and physical limitations often 

occur [29].    

There are differences observed in the literature in 

terms of the effect of sex on the life quality. In 

some studies, men’s total SF-36 subscale scores 

were found to be lower than women’s scores [30-

31], whereas in another, scores were found to be 

higher among male workers [28]. In other studies, 

it was reported that PF and PRD scores were 

higher in men than in women [32-33]. This finding 

could be resulted from women’s workload, 

housework, and motherhood responsibilities. In the 

present study, although sex did not affect the life 

quality, female workers were less active in the 

business field we chose; thus, as discussed 

before, it could have caused an error in the 

determination of the gender effect.     

The results also alluded to other sociodemographic 

characteristics, such as marital status and the 

education level, which had no effect on the life 

quality, having been consistent with other studies 

[25, 27]. Nevertheless, it was demonstrated in the 

present study that the single participants had 

significantly higher MH scores, with the same 

results having been reported by Demirbag et al 

[25]. The causes of higher mental health levels in 

the single workers could have been due to having 

no marriage-related responsibilities, no 

socioeconomic problems, and no concerns about 

children.  
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It has been shown that behaviors are associated 

with the health-related quality of life [34-36]. It also 

seems there is a positive relationship between an 

increase in healthy lifestyle behaviors and an 

increase in the life quality [22, 37, 38]. In the 

present study, it was shown that there was a lower 

correlation between PF, PRD, SF, and MH scores, 

which are healthy lifestyle behavior subscales. In 

addition, it was reported in the study by Gursel et 

al that there was a moderate positive correlation 

between HPL scores and PF, PRD, and MH 

scores [30]. In the same vein, in a study on factory 

workers in Japan, it was proved that healthy 

lifestyle behaviors affected MH levels [39]. With all 

these studies considered, one could say that an 

improvement in healthy lifestyle behaviors could 

lead to a positive progress in all areas of the 

quality of life, especially in the physical area 

among workers. 

According to the results, although the workers’ 

healthy lifestyle behaviors were at a moderate 

level in this study, their health-related quality of life 

was found to be below the society standards. In 

addition, the effects of sociodemographic 

characteristics on healthy lifestyle behaviors and 

on the quality of life were partial, with healthy 

lifestyle behaviors having improved the workers’ 

quality of life. In general, educational status, life 

circumstances, and socio-economic indicators of 

blue-collar workers are lower than those of other 

strata of the society. This difference has an effect 

on the use of healthcare as well [40]. Upon 

considering characteristics, such as age, sex, and 

marital status, true healthy behaviors would be 

reinforced through educating workers, thereby 

increasing personal and social health levels; 

accordingly, it would be possible to increase the 

quality of life among workers, who are an integral 

part of the society. 

It is recommended that the workers’ quality of life 

be investigated in their workplace to identify the 

major aspects of their lives in terms of the impact 

on the quality of life and on doing necessary 

planning. 

This study had several limitations. In fact, the 

cross-sectional design of the study limited the 

explanation of causal relationships among the 

variables. Thus, further research is required with a 

longitudinal experimental design to confirm the 

determinants of health-promoting behaviors as well 

as the effects of the health-related quality of life on 

workers. In this study, data were used based on 

the employees' self-statements. In addition, the 

participants were limited to voluntary workers in 

the central warehouse of a large chain of grocery 

stores in Samsun province. Thus, further 

replication of this study is required with different 

employment areas and occupations. 

 

Conclusion 

According to the results of this study, healthy 

lifestyle behaviors could improve the quality of life 

among workers. It is worth noting that many factors 

could affect the quality of life, with these factors 

being different in every society and every 

workplace.  
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