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Abstract 
Aim of the study: This study aimed to measure health Promoting lifestyle behaviors and related risk factors among female 
employees in Zagazig City.  

Subjects and Methods: A cross sectional research design was selected to achieve the aim of the current study. The study 
was carried out on females employed in the governorate building in Zagazig city. 

Study participants: The study sample is a convenience sample of 200 females recruited from Zagazig Governorate 
administrative building. The inclusion criteria included females, aged 25 to 55, working in any administrative department 
for any duration and willing to participate in the study. The exclusion criteria were females not suffering from 
hypertension, diabetes mellitus.  

Results: Results revealed that about one fifth of the studied sample (20%) was hypertensive, while 26% and 68.5% 
respectively were diabetic and obese. No statistically significant relation between chronic illnesses (hypertension, diabetes 
and obesity) and healthy promoting lifestyle behaviors among study sample. 

Conclusion: Results suggest that participants do not consistently include health-promoting behaviors into their lifestyle, 
especially exercise, health responsibility and stress management. 

Recommendation: Develop a process to promote worksite wellness programs, to complete health assessments, and to 
support behavioral changes intended to promote healthy lifestyles. 
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1 Introduction 
The most prominent aspect of the goals and strategies of the World Health Organization (WHO) in Health for All in 2000 
was the emphasis on health promotion [1]. As part of the Project of Health for All, at the International Health Promotion 
conference, conducted in Ottawa, Canada, health promotion was defined as: a process in which people get to promote over 
their own health. All the efforts for accomplishing a healthy life can be considered as a Healthy Lifestyle. According to 
Pender, the healthy lifestyle behaviors are self-actualization, health responsibility, exercise, nutrition, interpersonal 
support and stress management [2]. 
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Public health and clinical strategies for meeting the emerging challenges of multiple chronic conditions must address the 
high prevalence of lifestyle-related causes [3]. Chronic diseases have a serious impact on individuals and on society in 
general. They affect the quality of life of individuals and can be a financial burden on those who are affected [4]. More than 
70% of deaths in the United States and about 75% of health care spending costs are attributed to chronic diseases [5]. 

Chronic diseases were responsible for 50% of the disease burden in 23 high-burden developing countries in 2005 and will 
cost those countries $84 billion by 2015 if nothing is done to slow their growth. The rise of lifestyle-related chronic disease 
in poor countries is the result of a complex constellation of social, economic, and behavioral factors [6]. 

The risk factors for chronic disease include overweight and obesity, physical inactivity, poor diet, smoking and excessive 
alcohol consumption. Adopting healthy lifestyle practices such as a healthy diet, regular physical activity, and quitting or 
avoiding tobacco use can prevent or control the onset of debilitating and expensive complications of chronic diseases [4]. 

Promoting healthy lifestyle behavior in women, who are the keystones of a society, enables the achievement of healthy 
generations. Women are the caregivers of the family, and they are a keystone of utmost importance in promoting and 
maintaining family health in all cultures [7] and thus it is important that women be physically, mentally and socially in good 
health.  

Recently, considerable concern about job stress has given rise to a theoretical approach that focuses on a Demand- 
Control-Support Model of job strain, as proposed by Karasek et al. [8]. This model predicts that job strain will occur when 
psychological work demands are high and the worker’s job control is low: a low level of workplace social support will 
increase the risk of negative health outcomes. The psychological demand dimension relates to “How hard workers work” 
(mental work load), organizational constraints on task completion, and conflicting demands [8]. An understanding of the 
existing health-promoting lifestyles of female workers would be a benefit to health promotion practitioners when 
designing health promotion programs. Additionally, the relationship between the levels of perceived business in daily life 
and the practice of health-promoting behaviors has seldom been examined. 

Primary health care providers such as GPs and practice nurses have a particularly important role in the identifying, 
assessing at risk patients and offering brief interventions and long term follow up. However, this is often insufficient, and 
more intensive education and support are required from a range of providers and services including community based 
programs [9]. 

Therefore the study aimed to measure health Promoting lifestyle behaviors and related risk factors among female 
employees in the Zagazig City through the following objectives:  

1) Assess the health promoting lifestyle behaviors among female employees. 

2) Screen the presence of chronic illnesses affecting health, specifically hypertension, diabetes mellitus (DM), and 
obesity. 

3) Explore the relationship between the healthy promoting lifestyle and the presence of chronic illnesses e.g., 
hypertension, diabetes mellitus, and obesity. 

4) Determine the relationship between healthy promoting lifestyle and participants’ personal characteristics, e.g. 
age, marital status, income, family size and residence. 

5) Raise the participant’s knowledge regarding the healthy lifestyle by distributing pamphlets and oral discussion 
with participants. 

2 Subjects and methods 

2.1 Study design 
A cross sectional research design was selected to achieve the aim of the current study. 
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2.2 Setting 
The study was carried out on females employed at the governorate building in Zagazig City.  

2.3 Sample 
The study sample is a convenience sample of 200 females recruited from Zagazig Governorate administrative building. 
The inclusion criteria included females, aged 25 to 55, working in any administrative department for any duration and 
willing to participate in the study. The exclusion criteria were females not suffering from hypertension, diabetes mellitus. 
Sample Size was calculated by a personal computer to be 180, provided that the total number of females employed in 
governorate building is 350 and the expected frequency of them in following health promoting lifestyle is 40% and the 
worst acceptable frequency is 35% with confidence level 95.The researcher added 10% for drop outs, therefore the study 
sample included 200 females. The computer program was EPI-INFO statistical program version 6.04.  

2.4 Tools of data collection 
Two tools were used to collect data: 

A self-administered questionnaire: It included a section for respondents' personal data as age, marital status, family size, 
residence, income, and history of diseases (diabetes, hypertension, etc.). This was followed by the Health-Promoting 
Lifestyle Profile scale – HPLP, an instrument developed by Walker et al. [10] to determine healthy lifestyle behaviors. The 
HPLP assesses the individual’s health-promoting attitudes and behaviors related to healthy lifestyle. The scale has a total 
of 48 items with 6 dimensions (e.g. Health responsibility, physical activity, nutrition, self actualization, interpersonal 
relationships, and stress management). All the items of the healthy lifestyle behavior scale are of positive presentation, 
there are no reversed items. Answers are on a Likert scale 1 as “Never”, 2 as “Frequently, 3 as “Almost” and 4 as 
“Always”. The higher the score the higher health-promoting level of behavior. 

The total items of the HPLP is 48, which represents a high level of healthy lifestyles and health promotion. The six 
dimensions are subscales and include the following items: health responsibility (10), Physical activity (5), nutrition (6), 
self actualization (13), interpersonal relationships (7) and, stress management (7). The tool was reviewed by a group of 
experts in medical and nursing for face and content validity. Using a 3-point response format (e. g. 1 = poor, 2 = good, 3 = 
excellent). Coefficient indicates the reliability of the scale (r = 0.92): alpha coefficient reliability of the subscales varied 
from r = 0.70 to r = 0.90.  

A Physical Examination Tool was devised to document systolic and diastolic blood pressure by sphygmomanometer, 
fasting blood sugar using Glucosure Star, weight of standard weight scale and  height using tape scale (to the nearest 
0.5cm). Body mass index is calculated using the equation: weight in kg/ height in meters squared. The tools were finalized 
after modifications were done based on experts’ suggestions. These included adding some probing questions, and 
re-wording of some phrases. 

2.5 Pilot study 
A pilot study was conducted on 20 female workers selected from the same study setting that represent 10% of the total 
sample to evaluate the clarity and applicability of the tools, as well as to estimate the time needed for data collection. No 
modifications were recommended, and those were not included in the main study sample. 

2.6 Ethical considerations 
Permission to conduct the study was obtained from the Human Research Ethics Committee. Participants were informed 
that anonymity and confidentiality would be maintained at all times. Subjects were encouraged to ask questions prior to 
enrolling in this study. Subjects were reassured that participation in this study is entirely voluntary and that they may 
withdraw from the study at any time. In addition, the participants were reassured that the data would be used only for the 
purpose of scientific research. The study maneuvers were of minimal risk to the participants: skin puncture was done under 
standard aseptic conditions for infection control. 



www.sciedu.ca/jnep                                                                                     Journal of Nursing Education and Practice, 2014, Vol. 4, No. 5 

Published by Sciedu Press                                                                                                                                                                                     45

Fieldwork: After obtaining official approvals, the researchers started the process of selection of the participants according 
to the previously set criteria. Once the study has been explained to subjects, including the objectives, time commitment 
and process, subjects are given the self-administered questionnaire upon oral consent to participate in the study. The 
researchers were present all the time for any clarification. After filling in the questionnaire form, a physical examination 
was done for each participant. Skin puncture was made for obtaining a drop of blood for blood sugar test under standard 
aseptic conditions. Some anthropometric measurements were done, including height and weight. Height was measured to 
the nearest 0.5 cm without shoes using a tape measure, standing straight and looking straight ahead. Weight was measured 
without shoes and excess clothing to the nearest 0.1 kg using a weighing scale. Body mass index was categorized into three 
groups: (i) normal <25 kg/m2; (ii) overweight ≥25 - <30 kg/m2; and (iii) obese ≥30 kg/m2.  

Furthermore, blood pressure measurements were performed in a seated position after rest for ≥5 minutes using a mercury 
blood pressure monitor, a cuff of suitable size was applied on the participant’s exposed upper arm. Hypertension was 
defined as the proportion of participants having a blood pressure ≥140/90 mmHg.  

An educational material (pamphlets) that focus on healthy lifestyle in diabetes, hypertension and obesity were distributed 
under the study sample for health education and oral discussion about these illnesses was allowed with the researchers. 
Two to three days weekly were scheduled to meet the study participants and time spent with each one ranged from 20 to 30 
minutes. The fieldwork lasted for three months, during the period from the beginning of April to the end of June 2013. 

Statistical design: Data were analyzed by computing using SPSS version 20. The methods used were percentage, mean 
and standard deviation for data description. Student’s t test, Chi squared test, ANOVA test and Pearson’s correlation test 
were used for finding significant differences and relations between variables. The results were considered significant at p 
≤ .05.    

3 Results 
More than two thirds of the studied sample (68%) were in the age group from 25 – <50, with a mean age of 44.27± 9.71. 
The majority of them (78.5%) was married. Almost half of the studied sample (50.5%), their family size ranged from 2 to 
4 members. About half of them (46.5%) their income was insufficient.  

Screening of study women for chronic illnesses (DM, hypertension, and obesity) Table 1 reveals that one fifth of the 
studied sample (20%) were hypertensive (≥140/90), while 26% of them were diabetics (> 120) fasting blood sugar, and 
68.5 % were obese (≥ 30) body mass index percent. 

Figure 1 illustrates that the participants got good scores on self actualization domain (64%), nutrition (64.5%) and 
interpersonal relationship domain (57.5%). However, they got poor scores on health responsibility (37.5%), stress 
(26.5%), and exercise (70.5%).  

Figure 2 clarifies that more than quarter of the studied sample (28%) had one chronic disease (either DM or hypertension 
or obesity), while 19% of them had two to three chronic diseases. 

Table 2 compares mean score of the different domains in relation to DM. Study result reveals that although the diabetic 
group recorded poorer scores on exercise (71.2%), stress (28.8%) and health responsibility (40.4%) than the non diabetic 
group, (70.3%, 25.7%, & 36.5% respectively) but the difference was not statistically significant between both groups. 

Comparison of the health promoting lifestyle between obese and non-obese cases, the study results showed no statistically 
significant differences. Obese women got poorer scores on stress management, (27.7%), exercise (72.3%), and health 
responsibility (35.8%) respectively compared to the non-obese (see Table 3). 
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Table 2. Mean score of the different domains in relation to diabetes mellitus 

Variables 
Diabetic cases (52) Non diabetic cases (148) 

test p 
No. % No. % 

Self actualization domain (total score 52) 31.65±6.87 32.95±7.75 t =1.06 .2867 

Poor  9 17.3 22 14.8 

χ2=2.15 .3418 Good 36 69.2 92 62.2 

Excellent 7 13.5 34 23 

Health responsibility domain (total score 40) 11.39±3.44 11.38±3.07 t =0.01 .9886 

Poor  21 40.4 54 36.5 

χ 2=3.6 .1650 Good 28 53.8 92 62.2 

Excellent 3 5.8 2 1.4 

Exercise domain (total score 20) 8.4±2.47 8.65±2.47 t =0.61 .5391 

Poor  37 71.2 104 70.3 

χ 2=0.01 .9043 Good 15 28.8 44 29.7 

Excellent 0 0 0 0 

Interpersonal relationship (total score 28) 19.58±4.23 19.58±4.43 t =0.01 .9953 

Poor  3 5.8 12 8.1 

χ 2=0.34 .8443 Good 31 59.6 84 56.8 

Excellent 18 34.6 52 35.1 

Nutrition(total score 24) 16.81±3.79 16.27±3.59 t =0.92 .3610 

Poor  4 7.7 12 8.1 

χ 2=0.38 .8282 Good 32 61.5 97 65.5 

Excellent 16 30.8 39 26.4 

Stress (total score 28) 15.33±3.34 16.13±3.77 t =1.36 .1761 

Poor  15 28.8 38 25.7 

χ 2=1.42 .4928 Good 35 67.3 97 65.5 

Excellent 2 3.8 13 8.8 
None significant 

 

Table 3. Mean score of the different domains in relation to obesity 

Variables 

Non obese cases (BMI <30%) 
(n = 63) 

Obese cases (BMI ≥ 30%) 
(n = 137) test p 

No. % No. % 

Self-actualization domain (total score 52) 32.25±8.15 32.78±7.26 t =0.46 .6485 

Poor  12 19 19 13.9 

χ 2=1.17 .5584 Good 40 63.5 88 64.2 

Excellent 11 17.5 30 21.9 

Health responsibility domain (total score 40) 20.52±4.96 21.25±1.99 t =0.96 .3405 

Poor  26 41.3 49 35.8 

χ 2=0.78 .6770 Good 36 57.1 84 61.3 

Excellent 1 1.6 4 2.9 

Exercise domain (total score 20) 8.71±2.49 8.53±2.46 t =0.50 .6161 

Poor  42 66.7 99 72.3 

χ 2=0.65 .4201 Good 21 33.3 38 27.7 

Excellent 0 0 0 0 

Interpersonal relationship (total score 28) 19.94±4.4 19.42±4.36 t =0.78 .0602 

Poor  6 9.5 9 6.6 

χ 2=0.76 .6833 Good 34 54 81 59.1 

Excellent 23 36.5 47 34.3 

Nutrition(total score 24) 15.98±3.97 16.61±3.48 t =1.22 .2628 

Poor  8 12.7 8 5.8 

χ 2=2.78 .2488 Good 39 61.9 90 65.7 

Excellent 16 25.4 39 28.5 

Stress (total score 28) 16.16±3.82 15.81±3.61 t =0.62 .5341 

Poor  15 23.8 38 27.7 

χ 2=1.86 .3941 Good 41 65.1 91 66.4 

Excellent 7 11.1 8 5.8 
None significant 
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Table 4. Mean score of the different domains in relation to hypertension 

Variables 

hypotension cases 
(n = 10) 

Normal pressure 
cases (n = 150) 

Hypertension 
cases (n = 40) test p 

No. % No. % No. % 

Self-actualization domain (total score 52) 33±8.29 32.82±7.45 31.75±7.79 F=0.33 .7202 
Poor  2 20 21 14 8 20 

χ2=1.35 .8526 Good 6 60 99 66 23 57.5 
Excellent 2 20 30 20 9 22 

Health responsibility domain (total score 
40) 

12.5±4.28 11.44±3.06 10.93±3.27 F=1.05 .3405 

Poor  2 20 54 36 19 47.5 
χ 2=5.3 .2572 Good 7 70 93 62 20 50 

Excellent 1 10 3 2 1 2.5 

Exercise domain (total score 20) 8.6±2.12 8.66±2.49 8.3±2.48 F=0.43 .7158 
Poor  7 70 103 68.7 31 77.5 

χ 2=1.19 .5526 Good 3 30 47 31.3 9 22.5 
Excellent 0 0 0 0 0 0 

Interpersonal relationship (total score 28) 20.9±3.41 19.53±4.42 19.45±4.44 F=0.48 .6179 
Poor  0 0 12 8 3 7.5 

χ 2=1.26 .8675 Good 7 70 86 57.3 22 55 
Excellent 3 30 52 34.7 15 37.5 

Nutrition(total score 24) 16.3±3.86 16.37±3.56 16.6±3.98 F=0.06 .9333 
Poor  1 10 13 8.7 2 5 

χ 2=0.93 .9193 Good 7 70 95 63.3 27 67.5 
Excellent 2 20 42 28 11 27.5 

Stress (total score 28) 16.1±3.18 16.1±3.73 15.2±3.54 F=0.96 .5341 
Poor  3 30 38 25.3 12 30 

χ 2=3.11 .5390 Good 7 70 98 65.3 27 67.5 
Excellent 0 0 14 9.3 1 2.5 

None significant 

 

Table 5. Correlation between domain’s score and personal characteristics 

Variable Self-actualization Exercise Responsibility 
Interpersonal 
relationship 

Nutrition Stress 
Total 
domains 

Age -0.06 -0.16* -0.03 -0.10 0.12* -0.13* -0.07 
Marital -0.13* -0.16* -0.12* -0.08 -0.08 -0.15* -0.15* 
Family size 0.18* -0.18* 0.05 0.16* 0.11 0.03 0.11 
Income -0.14* -0.07 -0.05 -0.10 -0.08 -0.06 -0.12* 
Residence  -0.06 -0.04 0.03 -0.05 0.02 -0.01 -0.03 

*p < .05 significant correlation 

4 Discussion 
Most of the chronic illnesses that are of large numbers are related to adverse lifestyle. The need for lifestyle change is 
therefore of great importance in reducing the prevalence of these conditions and the resultant burden [4]. 

Screening for the prevalence of chronic illnesses among the studied sample clarified that more than two thirds of the 
studied sample was overweight and obese, one fifth of them had hypertension, and one quarter had diabetes mellitus. 
These results might be due to poor access to health facilities, poverty (half of the study sample their income was 
insufficient), and high costs of drugs. In the same way Nugent [6] reported that chronic illnesses are increasing in global 
prevalence and seriously threaten the developing nations’ ability to improve the health of their populations. In this respect, 
Ibrahim and Damasceno [11] emphasized that the health system in many developing countries is inadequate because of low 
funds, poor infrastructure, and lack of experience.  
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Furthermore, the study results clarified that nearly one fifth of the study sample had two to three chronic illnesses. 
Similarly, Earl et al. [3] Mentioned that analysis of recent national data, which shows that about 1 in 7 adults had at least 2 
of 5 chronic conditions associated with disease and death, helps to address a gap in the existing knowledge base.  

As regards the health promoting lifestyle among female employees, results revealed that the studied sample got the highest 
scores on self-actualization, interpersonal relationships, and nutrition. These results might be due to that all the studied 
sample are employees, therefore they build good relationships with others and try to achieve the sense of self- 
Actualization. Moreover, having a job and a regular income may influence self-respect. Furthermore, these results 
reflected the Egyptian culture in giving support to each other during ease and difficult time. In accordance with these 
results Al-Maaitah [12] investigating health promoting behaviors of Jordanian Muslim women found that the women got 
high scores of self-actualization, interpersonal support and nutrition. Moreover Tokgöz [13] in her study on 282 female 
lecturers discovered that self-actualization and interpersonal support scores were the highest. 

On the other hand, the current study results found that the participants got poorest scores on exercise, stress, and health 
responsibility. The low scores of stress management may be explained by participants in this current study commonly 
experienced stress and have indicated that they were not confident in their ability to manage the stress in their lives. The 
lowest ranking in relation to incorporation of physical activity into their lifestyle may have been influenced by Egyptian 
culture and social structure or characteristics of the studied sample. Additionally, health responsibility involves an active 
sense of accountability for one’s own well-being. It includes paying attention to one's own health. Naturally, if an 
individual does not perceive his/her health problems, he/she does not make an effort to promote his/her health. Similarly, a 
study done by Ays et al. [14] revealed that, the participants got the lowest mean scores on exercise and health responsibility 
and stress management.  

Comparison between those who have chronic diseases and don't, the study results pointed to that, the former got poorer 
scores on exercise, health responsibility and stress than the later one. This indicates a general lack of knowledge among the 
participants that the increase of the disease incidence rates is due in part to unhealthy lifestyle are contributory factors to 
the high risk of chronic illnesses. Peacey et al. [15] supported the researchers point of view regarding the influence of 
lifestyle on the health problems and they found a low knowledge, even among the well-educated young peoples, especially 
in some countries of Eastern Europe, Asia, Africa and Latin America.  

Despite a strong link between physical inactivity and chronic illness risk, a growing body of evidence originating from 
representative samples found that a low percentage of adults identified a lack of physical activity as a risk factor for the 
diseases. The results of study have revealed that regular physical activity is widely recognized as a mean of preventing the 
occurrence of many chronic diseases and reduced risk of all-cause mortality [16]. Recent evidence confirms the previous 
findings that engaging in moderate physical activity is very important for the primary prevention of chronic diseases [17]. 

Very interesting are the previously published data from 30 articles evaluated by Oguma and Shinoda-Tagawa [18]. The 
results indicated that physical activity was associated with significant reduction of chronic heart disease and stroke and 
hypertension among women respectively. Concerning the significant role of exercise in decreasing the risk of diabetes 
mellitus was also found in a recent paper by Grace et al. [19].  

Protective effects of physical activity in overweight and obesity are well documented by Jethon and Wierzbicka- 
Damska [20]. The authors concluded that physical exertion without the help of diet is moderately effective in reduction of a 
body weight among overweight or obese individuals.  

Physical health outcomes related to stress included hypertension as mentioned by Din-Dzietham et al. [21]. Furthermore, 
the biological responses resulting from stress are possible contributors to the development of a number of physiological 
risk factors for cardiovascular disease, stroke, type 2 diabetes and several cancers [22].. 
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A meta-analysis of longitudinal studies on stress and adiposity also found that stress is associated with increasing  
adiposity [23]. A systematic review of the literature reported less healthy eating patterns and higher body weight in 
individuals in lower social positions who had higher stress levels, with these patterns more apparent in women than  
men [24].  

Concerning the correlation between personal characteristics and promoting healthy lifestyle, study results clarified that 
there were a statistically significant negative correlations  between age and exercise and stress. The youngest is the age, the 
higher is the promoting lifestyle behaviors in exercise and stress management. On the contrary Pirincci et al. [25] found that 
as age increased, HPLP score rose accordingly, and this association was statistically significant. Academic staff aged 40 
years or more had a high HPLP score, as age increased, exercise and stress management scores also increased. 

The study results showed that there was a statistically significant negative correlation between income and overall life 
style domains score. The higher is the income, the lower will be the life style healthy score. This result might be due to that 
individuals of high standard usually adopt poor lifestyle habits and behaviors as eating fast foods, always riding cars, and 
using elevators. On the contrary Ays et al. [14] found a statistically significant difference between income and HPLP scores. 
The workers with an income higher than their expenses received higher HPLP scores.  

Furthermore, this study result pointed to a statistically significant negative correlation found between marital status and 
overall lifestyle. However, Tokgöz [13] found no relation between marital status and overall scores of HPLP and subscales.  

Recently, a study done in Turkey by Hacer et al. [26] found that there was no statistically significant variation when 
evaluated for age, marital status, family type, and economic status.  

5 Conclusion 
Results from this study suggest that participants do not consistently include health-promoting behaviors into their lifestyle, 
especially exercise, health responsibility and prevention of stress. About one fifth of the study sample was hypertensive, 
while one quarter of them was diabetic, and the majority was overweight and obese. There were no statistically significant 
relations between chronic illnesses (hypertension, diabetes and obesity) and promoting life style behaviors among female 
employees in Zagazig City. 

Recommendations 
Develop a process to promote worksite wellness programs, to complete health assessments, and to support behavioral 
changes intended to promote healthy lifestyles. 
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