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Abstract. 
Background and Aims. Healthy lifestyle behaviors are the major determinant of both prevention health and health related quality of life. The aim of this study was to examine the relationship between health-promoting behaviors and quality of life of elderly individuals living in nursing homes. Methods. The study was performed between October 2008 and 2009, in the city of Kayseri in Turkey, upon 136 individuals, aged 65 and above, living in the Gazioglu Nursing Home. A sociodemographic questionnaire, Standardized Mini Mental Test, Health Promoting Lifestyle Behaviors Profile (HPLP), and WHOQOL-OLD module were used for the gathering of data. Results. The overall HPLP and quality of life (QoL) scores were 
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, respectively. More than half of the participants have higher points than the mean QoL scores. The HPLP scores of these subjects were significantly higher compared to those with lower points than mean QoL scores. There was a positive relationship between the overall HPLP and WHOQOL-OLD mean scores, except for the autonomy and sensorial function domains. Conclusions. The study result showed that health-promoting behaviors are positively associated with better quality of life scores in the elderly subjects living in a nursing home.
 

1. Introduction
As in most other countries, the proportion of the elderly people is increasing every year in Turkey due to decreased birth rates and increased life expectancy. The proportion of those aged 65 years and older in Turkey was approximately 7.3% in 2011 [1]. In Turkey older adults might feel happier living with their sons and accepting support from their children. Because of the aging society of Turkey and the trend toward more emphasis on the nuclear family than on the extended family, are needed personal support system to an institutionalized, public support system with the aging of the population.
Increased longevity health promotion behaviors become even more important particularly with regard to maintaining function and independence and improving quality of life [2].
Healthy behaviors are the sum of all the behaviors an individual displays or believes in, with the aim of promoting health and preventing disease. A healthy lifestyle is defined as controlling all behaviors that might affect an individual’s health and arranging his/her daily activities by choosing appropriate behaviors according to his/her own health state [3, 4]. In many studies from different countries, it has been established that at least 50% of deaths per year are related to unhealthy lifestyle behaviors [5, 6].
Aging is an expected and accepted physiological process, in which an individual’s physical and mental powers are slowly lost, with no return. Apart from individual differences and genetic factors, the aging process is affected to a large extent by lifestyle, occupation, nutrition, chronic diseases, environmental factors, and psychosocial characteristics [7, 8].
During this aging process, some physical, psychological, and social changes occur, and this affects the lifestyle, quality of life, and life expectancy of the elderly. Health related quality of life (HRQoL) is a relatively new concept; it focuses upon health status and happiness and is highly sensitive for the measurement of the very important detrimental and destructive effects of chronic diseases upon the geriatric population [9]. Healthy lifestyle has been defined as the control by individuals of all factors that might affect their health and choosing behaviors that are appropriate to their own health status while arranging daily activities. Behaviors that enhance health consist of activities that increase the well-being of the individual and enable self-development. A healthy lifestyle includes taking responsibility regarding healthy behaviors, well-balanced nutrition, adequate and regular exercise, not smoking, taking proper hygienic precautions, establishing positive relationships, and stress management [10, 11]. On the other hand, in elderly people, health-promoting activities should aim to increase functionality, increase life span, and sustain a comfortable, peaceful, pain-free life [11]. In this way, life satisfaction will increase in the elderly, and their perception of the meaning of life will be more positive. Promoting health in the elderly is related to their being independent in their daily activities, having a good cognitive and functional level, and being active. In order to establish the risk factors in the geriatric population and develop target interventions aimed at this group, quality of life evaluations are being used more frequently. General purpose (generic) scales have special importance in evaluating psychological status in the elderly, because most individuals in this age group usually have multiple problems in their lives regarding health and social status [9].
Health promotion increases the healthy life span of individuals, decreases disease burden, slows functional loss, enhances autonomy, and thus increases quality of life. Lima et al. [12] found that quality of life is closely associated with physical activity, smoking, and alcohol consumption. Better HRQoL was seen among the elderly who engaged in physical activity and no smokers and alcohol drinkers one or more times a week. Acree et al. [13] and Laforge et al. [14] showed that there is a positive correlation between physical activity and HRQoL.
The main goal in promoting health is to achieve healthy lifestyle behaviors regarding physical activity, nutrition, and personal hygiene [10]. Drewnowski and Evans [15] reported that biological and medical sciences are united in the belief that optimal nutrition and physical activity make a significant contribution to the overall quality of life for older adults. Although the effect of health-promoting behaviors upon health has been proven, knowledge about the relationship between health-promoting behaviors and quality of life in elderly people is scant and studies are limited. The aim of this study was to examine the relationship between health-promoting behaviors and quality of life in individuals aged 65 years and above living in nursing homes.
2. Materials and Methods
2.1. Design and Sample
This cross-sectional study was conducted in the Gazioglu Nursing Home, located in the city center of Kayseri, a city with 500,000 inhabitants living in the city center and 700,000 in the suburbs between October 2008 and October 2009. The study enrolled a total of 136 nursing home residents aged 65 years and above, who have resided in the nursing home for at least six months or more. Inclusion/exclusion criteria included residents with normal cognitive functions who did not have any documented psychiatric problems, severe visual disturbances, or hearing impairments. 66 subjects were excluded from the study, who have inability to answer the assessment questionnaire due to serious hearing problems or severe communication disorders, cognitive impairment, and being under the age of 65. Monthly per capita household income was determined according to the value of the minimum wages in 2008. The study was approved by the Ethics Committee of Erciyes University. Institutional approval was given by the Provincial Directorate of National Education. Written informed consent was obtained from participants in the study.
2.2. Measurements
2.2.1. Mini Mental Status Evaluation (MMSE)
The cognitive functions of the subjects were evaluated using the Standardized Mini Mental Status Evaluation (MMSE) test. The Standardized MMSE is “categorized in 5 main topics: (a) orientation, (b) registration memory, (c) attention and calculation, (d) remembering, and (e) language.” “The MMSE consists of 11 items with response options that range from 1 (lowest score value) to 6 (highest score value) with an overall total score 30” [16]. The threshold (maybe cut-off point would be better) for the scale is 23 points with scores above the cut-off point representing people who have good mental health. The validity and reliability of MMSE for the Turkish population was established by Gungen et al. [17].
2.2.2. Health Promotion Lifestyle Profile (HPLP)
The HPLP scale consists of 48 items and the items are scored on a 4-point Likert-type scale: 1 is never, 2 is sometimes, 3 is often, and 4 is regularly. It has six subscales: (a) self-actualization, (b) health responsibility, (c) exercise, (d) nutrition, (e) interpersonal support, and (f) stress management. The overall score of the scale gives the healthy lifestyle behaviors score. The lowest overall score is 48 points and the highest is 192. High scores from the scale, and from the subscales, are interpreted as positive health-promoting behaviors. The HPLP scale was developed to test the “health-promoting Model” by Walker et al. [28]. The validity and reliability of this scale for our country was established by Esin [18].
2.2.3. World Health Organization Quality of Life Old Module (WHOQOL-OLD)
The WHOQOL-OLD consists of 24 Likert-type items that are scored from 1.0 to 5.0. “The six domains are classified as follows: (a) sensorial functions, (b) autonomy, (c) past-present-future activities, (d) social participation, (e) death and dying, and (f) intimacy.” The “Sensorial functions” domain investigates the effect of the changes observed in sight, hearing, touch, smell, and taste upon the quality of life; the “autonomy” domain investigates independence, respect, general control of life, independent decision making, and the effect of these factors upon the quality of life; and the “past-present-future activities” domain questions success obtained in the past, and the lifetime satisfaction it brings, and questions the past and feelings and thoughts about the future; the “social participiation” domain examines perceptions about use of time and participation in important activities; the “intimacy” domain examines relations with other people and social assistance; the “death and dying” domain questions subjects, thoughts about the acceptability and inevitability of death, and the meaning of death. WHOQOL-OLD form was developed by Bullinger et al. [19] and the validity and reliability was established for the Turkish population by Eser et al. [9].
2.3. Statistical Analysis
Study data were evaluated using SPSS 18.0 software. Mean standard deviation and percentages were calculated. Independent groups were compared using Student’s 
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-test and one-way ANOVA and the power and the direction of the correlation between WHOQOL-OLD total and subdomain scores and HPLP scores were determined using Spearman Correlation Analysis; the factors that affect quality of life were determined using Binary Logistic Regression Analysis. The model included quality of life as the main dependent variable, and self-actualization, health responsibility, exercise, nutrition, interpersonal support, stress management, gender, and marital status as independent variables. 
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) was considered as the cut-off point. Then the mean score was transformed to a dichotomous category, which classified subjects as good (had a score above mean score) or poor (had a score under mean score) quality of life.
3. Results
The mean age of the residents was 
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 (minimum 65 and maximum 93) consisting of 59.6% males, 64.7% have no formal education and 83.1% widow/ers and divorced individuals. In 75.0% of the group, there was at least one chronic disease. Mean monthly income was 
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The overall and subdomain WHOQOL-OLD and HPLP scores of the study group are given in Table 1. The mean overall scores were 
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 for WHOQOL-OLD. Among the mean scores on the HPLP subscales for residents living in nursing home self-actualization had the highest score, followed by health responsibility, interpersonal support, stress management, and nutrition, and exercise is the lowest score. Among the mean scores on the WHOQOL-OLD subdomains intimacy is the highest and autonomy is the lowest score.
Table 1: Distribution of health-promoting lifestyle behaviors profile and WHOQOL-OLD scale mean scores 
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              **The lowest and highest values that are applied to the scale. 
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Associations between descriptive variables and HPLP and WHOQOL-OLD scale scores was shown in Table 2. The overall HPLP score were significantly higher in male and in married (
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). Overall HPLP score, health responsibility, and interpersonel support subscale scores were significantly higher in married than widow/ers and divorced individuals (
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). No association was found between age, educational level, chronic disease, and overall HPLP score. Total WHOQOL-OLD score has not shown significant association with descriptive variables (Table 2).
Table 2: The distribution of health-promoting lifestyle behaviors profile scores according to demographic variables 
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	    Illiterate	
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The overall HPLP and subscale scores were significantly higher in elderly individuals who had higher scores than mean quality of life scores, compared to those who had lower scores. This difference was more prominent in self-actualization subscale score (
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) (Table 3).
Table 3: The distribution of health-promoting lifestyle behaviors profile scores according to level of quality of life scores 
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	Self-actualization	
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				0
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				±
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	Interpersonal support	
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	2.894	0.004
	Stress management	
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The average scores of WHOQOL-OLD: 
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, range 6.25–72.92.


There was a moderate positive correlation between the overall WHOQOL-OLD score and overall HPLP score (rho: 0.418, 
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				<
				0
				.
				0
				1
			

		
	
) (Table 4). Variables univariate analysis showing a significant relationship with healthy lifestyle behaviors and HPLP subscales in order to assess impact on quality of life together is made of Binary Logistic Regression Analysis Logistic regression yielded a eight variable model, composed of gender, marital status and HPLP subscales, self-actualization, health responsibility, exercise, nutrition, interpersonal support, and stress management.
Table 4: The distribution of correlates between WHOQOL-OLD and health-promoting lifestyle profile scores 
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				=
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				6
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.
	

	HPLP Scores	WHOQOL-OLD Scores
	Sensorial functions	Autonomy	Past, present, and future activity	Social participation	Death and dying	Intimacy	WHOQOL-OLD total score
	rho	
	
		
			

				𝑃
			

		
	
	rho	
	
		
			

				𝑃
			

		
	
	
								rho	
	
		
			

				𝑃
			

		
	
	rho	
	
		
			

				𝑃
			

		
	
	rho	
	
		
			

				𝑃
			

		
	
	rho	
	
		
			

				𝑃
			

		
	
	
								rho	
	
		
			

				𝑃
			

		
	

	

	Self-actualization	
								0.095	>0.05	0.044	>0.05	
								0.343	
								0.01	0.561	0.01	0.378	0.01	0.317	0.01	
								0.465	
								0.01
	Health responsibility	0.065	>0.05	0.060	>0.05	
								0.273	
								0.01	0.368	0.01	0.233	0.01	0.139	>0.05	
								0.296	
								0.01
	Exercise	−0.218	0.01	0.170	>0.05	
								0.137	
								>0.05	0.218	0.05	0.415	0.01	−0.081	>0.05	
								0.134	
								>0.05
	Nutrition	−0.018	>0.05	0.033	>0.05	
								0.236	
								0.01	0.332	0.01	0.288	0.01	0.315	0.01	
								0.293	
								0.01
	Interpersonal support	0.158	>0.05	0.084	>0.05	
								0.230	
								0.01	0.331	0.01	0.118	>0.05	0.404	0.01	
								0.335	
								0.01
	Stress management	−0.137	>0.05	0.052	>0.05	
								0.140	
								>0.05	0.381	0.01	0.434	0.01	0.156	>0.05	
								0.241	
								>0.05
	HPLP total score	−0.006	>0.05	0.069	>0.05	
								0.320	
								0.01	0.509	0.01	0.402	0.01	0.299	0.01	
								0.418	
								0.01
	


Correlation is significant at the 0.01 level (2-tailed).
Correlation is significant at the 0.05 level (2-tailed).


In the logistic regression analysis performed, the only determining factor upon quality of life level was found to be the self-actualization scale (Wald: 15.92, Exp (B) 1.119, 95% CI: (1.059–1.183), 
	
		
			
				𝑃
				<
				0
				.
				0
				0
				1
			

		
	
).
4. Discussion
Life expectancy at birth has increased in modern times; this fact results in our living for a considerable number of years. Therefore, achieving a good quality of life interm of health has become a universal goal in almost every society. Included among the 21st century goals of the WHO is the adoption by 2015 of healthy lifestyles in general, with special attention to substantially increasing healthy behaviors regarding nutrition, physical activity, and sexuality [20]. The long-term results of health-promoting behavior, which is one of the most important factors in enhancing health, are increases in life span and quality of life. Health-promoting behaviors play a key role, especially in the geriatric population, in protecting against diseases and disabilities and in enhancing well being and improving functional capacity [21].
In general healthy lifestyle is vital in daily living for an individual in old age and there are many factors that affect health-promoting behaviors. These factors might include demographic variables, level of income and education, situational factors, and interpersonal interaction [22].
In this study except for gender and marital status all demographic variables have no significant association with health-promoting behaviors. Gender was not only related to the total HPLP scores but also significantly related to six HPLP subdomains. HPLP scores were significantly higher in males than females, which is consistent with the findings of previous studies [3, 23–25]. Accordingly overall HPLP score was higher in married subjects than widow/ers divorced. Kücükberber et al. [23] observed higher HPLP score in married subjects than single.
In our study there is no significant relation between level of education, monthly income, and overall HPLP score. However, many researchers [23–26] reported that as the aducational and economic status increased health-promoting behaviors and HPLP scores also increased.
In our study the mean overall HPLP score of the study group was 
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 (range 55–156), which determines a good level in health-promoting behaviors. This result is also in agreement with the opinion “as one gets older, the level of health-promoting behaviors increases” [22, 24]. This can be explained by the life experience and health consciousness one gains in the aging process. It has been reported that health-promoting behavior increases with age and is affected in a positive way [27]. One of the advantages of living a long life, is the wisdom one gains through achieving many goals and fulfilling one’s desires while one is young; this impacts positively personality and social life. These experiences contribute to life satisfaction and have a positive effect. The increase in the mean HPLP scores of the elderly emphasizes the importance of being able to stay as healthy as possible and maintains a high quality of life, in spite of the losses they might have gone through due to aging, life experience, their interpretation of the things going on around them, and their own medical experiences.
The highest scores from the HPLP subscales in our study group were seen in the self-actualization subscale (
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), and the lowest were in the exercise subscale (
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). In Kim et al.’s [3] study found that institutionalized older adults reported lower self-actualization; Walker et al. [28] showed that self-actualization is the highest subscale score. Self-actualization comprises the actualization of personal goals, realizing self-potential, self-satisfaction, personal success, and scientific discoveries [29]. In accordance with previous studies [27] our study findings showed that self-actualization gains more importance with advancing age, whereas the will to exercise decreases. Studies performed in different areas of our country report that the lowest scores are also established in the exercise subscale of the HPLP scale [30–32]. In their study, Kücükberber et al. [23] found that the physical activity subscale score of the HPLP scale was higher in the 20–48 and 49–60 age groups compared to the 61–80 age group. It is stated that physical activity is among the most effective factors in promoting health, and that it is helpful in protecting quality of life in late adulthood and in achieving a long healthy life [33].
On the other hand, insufficient physical activity levels in society are a serious public health problem with severe consequences [34]. Regular physical activity with the purpose of promoting health and preventing diseases is recommended for the whole population [35]. As exercise capacity increases in an individual, the negative effect of sensorial function loss upon quality of life decreases; on the other hand, as social participation increases, fear and anxiety regarding death and dying decrease. In our opinion, the low exercise level found in our study group is not a result of aging, but rather a reflection of the general tendency in our population. As a matter of fact, in many studies performed independent of age in our country, the exercise level was found to be low in general [30–33].
In our study more than half of the elderly subjects had a point higher than mean QoL score 43.45 (SD = 10.30, range 6–73), indicating that they evaluate their QoL as moderate. QoL is a complex phenomenon, and many factors are thought to influence [36]. Demographic variables and health promotion behaviors were among in these factors. In this study, in contrast to previous studies results [25] all demographic variables (gender, age, education, marital status, and montly income) and chronic diseases were not found to be significantly related to QoL. However some studies have reported that as age increases, the quality of life level decreases [23]. They have also shown that as one grows older, life satisfaction and quality of life decrease not only due to functional insufficiency, but also due to chronic diseases [37].
In addition, as time goes by, familial and environmental losses occur, and adaptation problems that arise from these sociocultural and industrial changes, as well as changes in how they are viewed by other people and in their value meaning to other people, may affect quality of life in a negative way.
The overall WHOQOL-OLD and overall HPLP scores showed a moderate positive correlation. Individuals have a high point than mean of quality of life score and also had significantly higher overall and subscale scores in health-promoting behaviors. On the other hand, favorable health-promoting behaviors had a positive effect upon quality of life, and as the subscale scores of health-promoting behaviors increased, except for sensory functionality and autonomy, the subdomain scores for quality of life also increased. There was a positive correlation between the overall scores of both scales. This is an expected result, as both aspects interact with each other. In other words, positiveness in one results in positiveness in the other, and vice versa. Kocoglu and Akın [24] reported a positive correlation between health-promoting behaviors and quality of life scores. Physical activity has been found to be related with increased quality of life, due to low mortality rates and to protection and control against chronic diseases [16]. In the study by Lee et al. [25] the quality of life score (
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) in elderly individuals that exercised for at least 30 minutes three days a week was significantly higher compared to those that did not exercise. In a study by Pasinlioglu and Gozum [30] conducted in elderly people, using the SF-36 life quality scale, a positive relationship was established between physical activity and the subdomain scores for quality of life.
It can be concluded that elderly individuals that had higher points than mean QoL score are more satisfied compared to those who had lower points, because they have goals in life, they can assume their own health responsibilities, and they exercise, choose appropriate nutrition and meal times, communicate and sustain communication with immediate family and friends, and can diagnose sources of stress and manage them appropriately and thus increase their quality of life even more. In other words, both situations have a causal connection. The fact that the number of elderly individuals has increased in the population results, on the one hand, in their being able to share their experiences and wisdom as a positive social aspect; on the other hand, it necessitates the setting up of health and government policies to deal with possible problems such as loss of capability, loss of identity, or even social degradation. In addition there is a further need to organize a ministry and institutes to help the geriatric population and to create social awareness about the topic.
Limitations
Notable limitations of this study: in the literature, the lack of research on institutionalized older adults precludes a full comparison of these results with those previous studies. Since this was a descriptive study for a group of nursing home residing in an urban community in the middle anatolian of Turkey, the findings cannot be generalized to the Turkish elderly population in Turkey.
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