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Background: Physicians are considered to be a high-risk population for a poor quality of life (QoL), but
few studies of lifestyle factors include the QoL among them.
Objectives: This study aimed to investigate the relationship between lifestyle factors and a positive QoL
among primary health care (PHC) physicians.
Methods: A cross-sectional study was conducted at 20 primary healthcare centers in Madinah, Saudi
Arabia. A self-administered questionnaire was used, including sociodemographic characteristics, lifestyle
data, and the short version of the World Health Organization Quality of Life questionnaire. Appropriate
statistical analyses were used, including multivariate logistic regression models.
Results: The response rate was 85.7% (72/84) physicians. The mean score of the total QoL and its four
studied domains (physical, psychological, social, and environmental) was relatively high, with no statis-
tically significant difference between the consultants and general practitioners. The positive total QoL in
this study was significantly lower among physicians with obesity (OR = 0.55, 95%CI = 0.25–0.97), those
using butter and animal fat for cooking (OR = 0.10, 95%CI = 0.02–0.81), and those eating meals out > 3
times per week (OR = 0.30, 95%CI = 0.10–0.90). Although non-significant, vegetable consumption and a
high level of physical activity were associated with a positive QoL, with adjusted ORs of 2.5 (95%
CI = 0.82–7.58) and 1.5 (95%CI = 0.33–6.65), respectively.
Conclusion: The findings indicate a relatively good QoL among the participating physicians; however, a
lower QoL was associated with unhealthy lifestyle factors. QoL was significantly associated with obesity,
cooking practices, and eating meals from restaurants.
� 2021 The Author(s). Published by Elsevier B.V. on behalf of King Saud University. This is an open access

article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).
1. Introduction

There has been great concern about the role of lifestyle factors
in preventing chronic diseases, and their role in preventive medi-
cine. Along with tobacco use, nutrition, the body mass index
(BMI), and physical activity are the main factors affecting the qual-
ity of life (QoL) that can be modified through lifestyle/behavioral
changes (Renehan and Howell, 2005; WHO, 2018). Regionally,
recent studies have stressed the impact of lifestyle factors on the
QoL among patients with different chronic diseases (Aboshaiqah
et al., 2016; Qusaier et al., 2016).

Concerning the effects of these factors on the QoL of health care
workers, most published studies are from the Western world,
stressing mainly the impacts of work and environmentally-
related factors on job burnout (Cimiotti et al., 2012; Galletta
et al., 2016). Few studies have discussed the health-related quality
of life (HRQoL) among certain medical specialties, such as psychi-
atrists (Liu et al., 2015) and anesthesiologists (Arenson-Pandikow
et al., 2012).

Physicians, in general, are considered to be a high risk popula-
tion for a poor QoL. They spend practically all of their time in a
state of alert while practicing medicine. Patient care and unex-
pected work situations generate a gradual and increasing overload
among them. The literature confirms considerable contributions
supporting the prevalence of psychophysiological alterations
among physicians (Haber et al., 2013; Hunsaker et al., 2015). How-
ever, there is still a lack of studies regarding the other aspects of
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the QoL and its related lifestyle risk factors among primary health
care (PHC) physicians, particularly in Saudi Arabia. PHC services
provide a large part of the basic health care to the Saudi commu-
nity, with >80% of the total visits to the Ministry of Health facilities
occurring in PHC centers (PHCCs) (Ministry of Health, 2016).
Therefore, studies that assess the QoL among PHC physicians and
its related risk factors are very important in light of improving
PHC services and physician performance.

The present study aimed to investigate the relationship
between the known lifestyle factors and a positive QoL among
PHC physicians in Madinah, Saudi Arabia.
2. Subjects and methods

2.1. Study setting, and population

This cross-sectional study recruited health care workers from
PHCCs in Madinah, Saudi Arabia, from December 2015 to August
2016. It was designed to assess the QoL among the study popula-
tion and to investigate the associations between a positive QoL
and known lifestyle risk factors.

Madinah is located in the western region and is the fourth lar-
gest city in Saudi Arabia. It is the capital of the Al Madinah pro-
vince, with a total provincial population of 1.7 million people.
Madinah is divided into four health sectors belonging to the Min-
istry of Health, each consisting of 9–11 PHCCs. In total, 173 physi-
cians and 554 nurses work at these centers (Ministry of Health,
2016).

2.2. Sampling procedures

A cluster random sampling procedure was used. Twenty PHCCs
(clusters) were selected using the probability proportion to size
(PPS) random sampling technique from the list of all PHCCs in
Madinah. In each selected PHCC, all of the working physicians were
invited to participate in the study. All physicians regardless of sex,
training level or nationality were eligible to participate.

2.3. Data collection instruments

The data were collected by using a self-administered paper-
based questionnaire that was distributed to physicians in each cen-
ter. The questionnaire was divided into three sections. The first
section included the sociodemographic data (age, sex, marital sta-
tus, occupational title, and occupational years). The second section
included data about health-related lifestyle factors (smoking, BMI,
cooking oil, meals out per week, total fruit and vegetable intake per
day, physical activity level, and hours of TV, laptop, or internet use
per day). The questions on lifestyle factors were adopted from the
World Health Organization (WHO) STEPwise approach to surveil-
lance (STEPS) survey that was used previously in a study carried
out by the Saudi Ministry of Health (Al-Zalabani et al., 2015;
WHO, 2005, n.d.).

The physical activity information included questions about
activities at work, travel to and from places, recreational activities,
and sedentary behavior. The total physical activity was calculated
according to the STEPS manual (World Health Organization, n.d.),
and then categorized into three levels (low, moderate, and high),
in which a high level corresponded to vigorous activity on at least
3 days per week or combination of moderate or vigorous intensity
on at least 7 days; moderate level corresponded to moderate activ-
ity on at least 5 days per week or combination of moderate or vig-
orous intensity on at least 5 days; and low level corresponded to
physical inactivity where criteria for high and moderate levels
were not achieved. The BMI, as a measure of overweight and obe-
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sity, was calculated as the division of the self-reported weight in
kilograms by the height in meters squared (kg/m2). Obesity was
defined for both sexes as a BMI of � 30 kg/m2, with overweight
as a BMI of 25 to < 30 kg/m2, according to the WHO (The World
Health Organization, 2000).

The last section of the questionnaire included QoL data col-
lected using the Arabic short version of the WHO Quality of Life
(WHOQOL-BREF) scale, which included 26 questions
(‘‘Development of the World Health Organization WHOQOL-BREF
quality of life assessment. The WHOQOL Group.,” 1998). The
instrument showed a good internal consistency in the current
study with Cronbach’s alpha of 0.90.

The QoL was the dependent variable that was assessed by the
WHOQOL-BREF using four domains: physical (7 items), psycholog-
ical (8 items), social (3 items), and environmental (8 items). The
scores of the domain items denote the subject’s perception of the
QoL in each particular domain.

The domain scores were scaled in a positive direction, with
higher scores denoting higher QoLs. The study considered a high
QoL to be a good quality (positive quality), with a cut-off point
for the QoL of 65% or above. This cut-off point selection was based
on a previous study (Bani-Issa, 2011). The average score of each
domain item was used to calculate the domain score. The average
scores were then multiplied by four to make the domain scores
comparable to those of the WHOQOL-100. In this way, they were
changed to a scale of 0–100. The total QoL and domain scores were
then computed and reported.

2.4. Statistical analysis

The data collected from the participating physicians was ana-
lyzed using the statistical analysis system (SAS) software package
(SAS Institute Inc., 1999). The physicians’ characteristics were tab-
ulated so that the categorical variables were presented by the fre-
quency number and percent, and the continuous variables were
presented by the mean ± SD. The mean scores of the total QoL
and its aspects were compared among the physicians by their job
titles using an independent t-test. A p value � 0.05 was considered
to be an indicator of a statistically significant difference. Multivari-
ate logistic regression analyses were performed to examine the
association of the QoL and its domains with the studied lifestyle
risk factors, while controlling for possible confounding factors.
The potential confounders included in all of the analyses were
age (<32 and � 32 years old), sex (male vs. female), job title (con-
sultants and specialists vs. general practitioners), marital status
(singe, married, widow, and divorced), and occupational years.

2.5. Ethical considerations

Approval was obtained from the local Ethics Committee at the
Department of Public Health in Madinah, Saudi Arabia. Each partic-
ipant signed a written informed consent. Best practices were fol-
lowed to ensure the confidentiality and privacy of the collected
data.
3. Results

A total of 72 PHC physicians (43 males and 29 females) were
analyzed to examine the association between their lifestyle factors
and QoLs. This represented a response rate of 85.7% (72 out of 84
physicians invited to participate). Table 1 presents the sociodemo-
graphic characteristics of the participating physicians. Their mean
age was 34.4 ± 8.6 years old (25–61), and most of them were mar-
ried (72.2%). The consultants and specialists made up 37.5% of this
cohort, while the general practitioners made up 62.5%, with mean



Table 1
Characteristics of the studied physicians, Madinah, Saudi Arabia.

Characteristics* N = 72

Age in years, mean ± SD (range) 34.4 ± 8.6 (25–61)
Age in years

<32
�32

33 (45.8)
39 (54.2)

Sex
Male
Female

43 (59.7)
29 (40.3)

Marital status
Single
Married
Widow and divorced

14 (14.8)
52 (72.2)
6 (8.3)

Job title
Consultants and specialists
General practitioners

27 (37.5)
45 (62.5)

Occupational years, mean ± SD (range) 5.3 ± 5.2 (2–30)

Lifestyle medical related problems
No
Yes

55 (76.4)
17 (23.6)

* Data are presented by the mean ± SD or by n (%).
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occupational years of 5.3 ± 5.2 (2–30). About 24% of the physicians
(n = 17) complained of chronic diseases related to their lifestyle
risk factors.

Table 2 presents the mean QoL scores of the physicians by their
job titles (consultants and specialists vs. general practitioners). The
total mean QoL score was slightly higher in the general practition-
ers (287.6 ± 44.7) when compared to that of the consultants and
specialists (286.7 ± 46.4), although this was not statistically signif-
icant. When addressing the different aspects of the QoL, the psy-
chological QoL score was also slightly higher in the general
practitioners. The mean scores of the physical and social aspects
of the QoL, however, were slightly higher among the consultants
and specialists when compared to the general practitioners, but
no statistically significant difference was detected. The mean score
of the environmental QoL was nearly the same in both groups.

The association between the lifestyle factors and positive total
QoL in the PHC physicians is shown in Table 3. A significant reduc-
tion in the positive total QoL was found in the obese physicians
(OR = 0.55, 95%CI = 0.25–0.97), and those who reported eating
meals out > 3 times per week (OR = 0.30, 95%CI = 0.10–0.90). A
markedly significant reduction of 90% was also detected among
those physicians using butter and animal fat in cooking, with an
adjusted OR of 0.10 (95%CI = 0.02–0.81). Sitting in front of the TV,
laptop, or internet for>3 h per day was associated with an insignif-
icant reduction in the positive QoL of 60%, with an adjusted OR of
0.40 (95%CI = 0.10–1.45). However, eating > 3 vegetable servings
per day and practicing a high level of physical activity were asso-
ciated with an insignificant increase in the positive QoL, with
adjusted ORs of 2.5 (95%CI = 0.82–7.58) and 1.5 (95%CI = 0.33–
6.65), respectively. The other lifestyle factors studied appeared to
have no observable effect on the positive QoL among the studied
physicians.
Table 2
Quality of life scores of the primary health care physicians by their job title, Madinah, Sau

Consultants and specialists (n

Mean ± SD

Total quality of life scores 286.7 ± 46.4
Physical quality of life scores 79.1 ± 13.9
Psychological quality of life scores 70.5 ± 9.9
Social quality of life scores 74.7 ± 13.9
Environmental quality of life scores 67.9 ± 10.9

* n: number; SD: standard deviation.
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Table 4 displays the association of the lifestyle factors with the
positive physical and psychological aspects of the QoL among the
PHC physicians. Although not significant, the positive physical
QoL was found to decrease with smoking, butter and animal fat
cooking, overweight and obesity, moderate and high levels of phys-
ical activity, and sitting > 3 h in front of the TV, internet, or laptop.
A significant reduction was observed among those physicians who
reported eating out>3 times per week, with an adjusted OR of 0.25
(95%CI = 0.10–0.97). The positive physical QoL, however, was
found to increase 3 (95%CI = 1.01–9.98) and 1.5 (95%CI = 0.50–
4.70) times among those physicians who reported eating >3 serv-
ings of fruit and vegetables, respectively. The positive psychologi-
cal QoL was found to insignificantly increase in association with
smoking (OR = 1.90, 95%CI = 0.40–9.20) and moderate (OR = 1.50,
95%0.40–5.60) and high (OR = 1.40, 95%CI = 0.40–5.20) levels of
physical activity. Although not significant, a positive psychological
QoL was reduced by overweight and sitting > 3 h in front of the TV,
internet, or laptop. The adjusted odds ratios were 0.6 (95%
CI = 0.20–2.03) and 0.5 (95%CI = 0.20–1.80), respectively.

The associations between the lifestyle factors and positive
social and environmental aspects of the QoL in the studied physi-
cians can be seen in Table 5. A positive social QoL was found to
decrease among smokers, overweight and obese physicians, those
eating out > 3 times per week, and those sitting > 3 h in front of
the TV, internet, or laptop, with a markedly significant reduction
of about 90% detected among those physicians reporting the use
of butter and animal fat in cooking, with an adjusted OR of 0.10
(95%CI = 0.03–0.47). A total vegetable intake of >3 items per day,
however, was found to increase the positive social QoL among
the physicians (OR = 1.5, 95%CI = 0.87–3.89). Although insignifi-
cant, the positive environmental QoL was increased by 1.7 (95%
CI = 0.65–4.45) among the physicians reporting an intake of >3
fruit items per day, and 1.9 (95%CI = 0.60–6.5) among those prac-
ticing a high level of physical activity. The adjusted ORs for the
other lifestyle factors studied indicated an insignificant reduction
in the positive environmental QoL among physicians with over-
weight or obesity, those reporting eating out > 3 meals per week,
and among those sitting > 3 h in front of the TV, internet, or laptop.
4. Discussion

The QoL includes a wide multidimensional concept that is usu-
ally concerned with a subjective assessment of all aspects of life
(The World Health Organization Quality of Life Assessment
(WHOQOL)., 1998). Several factors can influence an individual’s
perception of the QoL, including lifestyle factors. Since physicians
are considered to be a high-risk population for a poor QoL, the pre-
sent study aimed to examine the association between lifestyle fac-
tors and the QoL among PHC physicians in Madinah, Saudi Arabia.

The study findings revealed no significant differences in the
scores of the mean total QoL and its aspects between the consul-
tants and general practitioners. The same findings were also
reported in a cross-sectional study conducted in Brazil, in which
the overall WHOQOL-BREF score and its domains (physical, psy-
di Arabia*

= 27) General practitioners (n = 45) P value

Mean ± SD

287.6 ± 44.7 0.93
77.9 ± 10.1 0.73
71.2 ± 10.8 0.83
73.8 ± 17.3 0.83
67.9 ± 10.5 0.99



Table 3
Association of lifestyle factors with positive quality of life among primary health care physicians, Madinah, Saudi Arabia.

Lifestyle factors Positive QoL* (n = 51) Negative QoL (n = 21) OR** 95% CI

Smoking
Never and Ex-smokers
Current smokers

40
11

17
4

1.00
1.15

Ref.
0.78–3.10

Body mass index (kg/m2)
<25
25–<30
�30

22
20
9

6
7
8

1.00
0.45
0.55

Ref.
0.15–1.93
0.25–0.97***

Cooking oil
Vegetable oil
Butter and animal fat

50
1

17
4

1.00
0.10

Ref.
0.02–0.81***

Meal outside home/week
�3
>3

24
27

4
17

1.00
0.30

Ref.
0.10–0.90***

Total items of fruit intake/day
�3
>3

29
22

11
10

1.00
1.20

Ref.
0.40–3.27

Total items of vegetables intake/day
� 3
>3

21
30

11
10

1.00
2.50

Ref.
0.82–7.58

Physical activity levels
Low
Moderate
High

16
16
19

66
11
4

1.00
0.25
1.50

Ref.
0.10–1.05
0.33–6.65

Sitting hours in front of TV, laptop, internet, etc./day
�3 h
>3 h

43
8

15
6

1.00
0.40

Ref.
0.10–1.45

* Positive quality of life includes those subjects whom domain score exceeds 65%. Negative QoL is the reference group
** OR are adjusted for age, sex, job title, occupational years, marital status and chronic diseases.
*** Significant.

Table 4
Association of lifestyle factors with positive physical and psychological aspects of quality of life among primary health care physicians, Madinah, Saudi Arabia.

Lifestyle factors Physical QoL* Psychological QoL*

+ve/�ve 53/19 OR** (95%CI) +ve/�ve 50/22 OR** (95%CI)

Smoking
Never and Ex-smokers
Current smokers

47/16
6/3

1.0 (Ref.)
0.50 (0.10–2.38)

42/20
8/2

1.0 (Ref.)
1.90 (0.40–9.20)

Body mass index (kg/m2)
<25
25–<30
�30

23/5
18/9
12/5

1.0 (Ref.)
0.30 (0.10–1.10)
0.60 (0.30–1.34)

20/8
17/10
13/4

1.0 (Ref.)
0.60 (0.20–2.03)
1.15 (0.60–2.40)

Cooking oil
Vegetable oil
Butter and animal fat

51/16
2/3

1.00 (Ref.)
0.15 (0.10–1.21)

48/19
2/3

1.0 (Ref.)
0.30 (0.05–2.17)

Meal outside home/week
� 3
> 3

25/3
28/16

1.0 (Ref.)
0.25 (0.10–0.97)

20/8
30/12

1.0 (Ref.)
0.99 (0.35–2.90)

Total items of fruit intake/day
� 3
>3

26/13
26/6

1.0 (Ref.)
3.00 (1.01–9.98)

28/12
22/10

1.0 (Ref.)
1.04 (0.36–2.97)

Total items of vegetables intake/day
� 3
> 3

30/12
23/7

1.0 (Ref.)
1.50 (0.50–4.70)

32/10
18/12

1.0 (Ref.)
0.50 (0.20–1.37)

Physical activity levels
Low
Moderate
High

18/4
19/8
16/7

1.0 (Ref.)
0.55 (0.14–2.10)
0.50 (0.13–2.06)

14/8
19/8
17/6

1.0 (Ref.)
1.50 (0.40–5.60)
1.40 (0.40–5.20)

Sitting hours in front of TV, laptop, internet, etc./day
� 3 h
> 3 h

44/14
9/5

1.00
0.60 (0.20–2.36)

42/16
8/6

1.0 (Ref.)
0.50 (0.20–1.80)

* Positive environmental aspects of quality of life include those subjects whom domain score exceeds 65%.
** OR are adjusted for age, sex, job title, occupational years, marital status, and chronic diseases.
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chological, social, and environmental) did not show any statisti-
cally significant differences between the studied anesthesiologists,
non-anesthesiologists, and physicians working in different health
care facilities (Arenson-Pandikow et al., 2012).
4735
Although not significant, the mean physical QoL in the present
study was higher among the consultants and specialists when
compared with the general practitioners. It was 79.1 ± 13.9 among
the consultants and specialists and 77.9 ± 10.1 among the general



Table 5
Association of lifestyle factors with positive social and environmental aspects of quality of life among primary health care physicians, Madinah, Saudi Arabia.

Healthy lifestyle factors Social QoL* Environmental QoL*

+ve/�ve 61/11 OR** (95%CI) +ve/�ve 41/31 OR** (95%CI)

Smoking
Never and Ex-smokers
Current smokers

52/9
9/2

1.0 (Ref.)
0.80 (0.47–2.10)

35/28
6/3

1.0 (Ref.)
1.40 (0.30–6.50)

Body mass index (kg/m2)
<25
25–<30
�30

25/3
23/4
13/4

1.0 (Ref.)
0.45 (0.10–2.60)
0.48 (0.20–1.21)

19/9
13/14
9/8

1.0 (Ref.)
0.40 (0.11–1.15)
0.70 (0.40–1.30)

Cooking oil
Vegetable oil
Butter and animal fat

59/8
2/3

1.0 (Ref.)
0.10 (0.03–0.45)

39/28
2/3

1.0 (Ref.)
0.40 (0.10–3.25)

Meal outside home/week
� 3
> 3

26/2
35/9

1.0 (Ref.)
0.30 (0.10–1.60)

18/10
23/21

1.0 (Ref.)
0.70 (0.25–1.75)

Total items of fruit intake/day
� 3
>3

37/7
24/4

1.0 (Ref.)
1.15 (0.49–3.50)

21/19
20/12

1.0 (Ref.)
1.70 (0.65–4.45)

Total items of vegetables intake/day
� 3
> 3

39/8
22/3

1.0 (Ref.)
1.50 (0.87–3.89)

25/17
16/14

1.0 (Ref.)
0.90 (0.30–2.10)

Physical activity levels
Low
Moderate
High

20/2
20/7
21/2

1.0 (Ref.)
0.20 (0.05–1.10)
1.20 (0.15–10.1)

12/10
13/14
16/7

1.0 (Ref.)
0.90 (0.20–2.50)
1.90 (0.60–6.50)

Sitting hours in front of TV, laptop, internet, etc./day
� 3 h
> 3 h

51/7
10/4

1.0 (Ref.)
0.40 (0.10–1.60)

34/24
7/7

1.0 (Ref.)
0.70 (0.25–2.50)

* Positive environmental aspects of quality of life include those subjects whom domain score exceeds 65%.
** OR are adjusted for age, sex, job title, occupational years, marital status, and chronic diseases.
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practitioners. Because of their experience in the diagnosis and
treatment of diseases, consultants and specialists may take better
care of themselves physically, and be more likely to respond well
to any changes in their physical health (Liu et al., 2015). This could
explain their relatively better physical QoL when compared with
that of the general practitioners.

The proportion of PHC physicians with a positive (good) QoL
was relatively high in the present study. It was 70.8% for the total
QoL, 73.6% for the physical QoL, 69.4% for the psychological QoL,
84.7% for the social QoL, and 56.9% for the environmental QoL.
Liu et al. (Liu et al., 2015) reported a good physical QoL but
impaired mental QoL among Chinese psychiatrists. The high level
of psychological stress, job burnout, and the job environment,
may contribute to the poor mental health among psychiatrists
(Firth-Cozens, 2007; Rathod, 2000). The presentation of the psychi-
atrists in the present study sample, however, was negligible. More-
over, the variation between countries regarding the health system,
number of working hours, rumination, annual leaves, and other
related factors may explain the differences in QoL estimates among
physicians in different countries. With respect to the physical QoL,
some reports have suggested inadequate physical health care
among physicians of different specialties (Kay et al., 2004; Linn,
1985) when compared with the general population. However,
other studies have reported a low mortality rate among physicians
(Schlicht et al., 1990), since they are more likely to practice infec-
tion control and prevention (Chambers, 1992).

The positive total QoL in this study was reduced among physi-
cians with obesity, those reporting eating out > 3 times per week,
and those who sat > 3 h per day in front of a TV, laptop, or internet.
A marked reduction of 90% was also detected among those physi-
cians using butter and animal fat in cooking. Vegetable consump-
tion and a high level of physical activity were associated with a
better QoL, with adjusted ORs of 2.5 and 1.5, respectively. Obesity
is known to influence health, in general, and it is considered to be
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an important risk factor for several diseases (The World Health
Organization, 2000); as such, it has been reported to affect the
HRQoL. Furthermore, a modest weight reduction as a result of life-
style modification has appeared to ameliorate problems with the
HRQoL (Fontaine and Barofsky, 2001). Butter and animal fat cook-
ing is a risk factor for developing atherosclerosis, hypertension, and
cardiovascular disease. The results of a recent study in China car-
ried out on 775 scientific workers reported higher physical HRQoL
scores among those reporting a daily intake of vegetable oils when
compared with those reporting a daily intake of animal fat (Gong
et al., 2015).

Physical activity and good dietary habits are indicators of a good
HRQoL (WHO, 2018). At the Mayo Clinic in Rochester, Minnesota,
an incentivized exercise program survey was carried out to study
the effects of physical exercise on the QoL and burnout among
physician trainees (Weight et al., 2013). When compared to the
nonparticipants, the study results revealed a significantly higher
QoL in the program participants (median 68 vs 75, p < 0.001).
Although not significant, the burnout was also lower in the pro-
gram participants when compared with the nonparticipants
(Weight et al., 2013). A recent study in the USA on 3594 individuals
aged 60 years old and older reported significant associations
between physical exercise and self-reported health and physical
and mental health days. In addition, the study found significant
associations between the fruit and vegetable consumption and
physical health days (Kwon et al., 2015).

The abovementioned lifestyle factors were found to affect each
of the domains of the QoL (psychological, physical, social, and envi-
ronmental) in a way similar to that of the total QoL, but with some
variations in the characteristics for each domain.

The present study strengths include the fact that the study
questionnaire used was comprehensive, and the assessment of
the HRQoL was based on a simple and valid WHOQOL-BREF
(‘‘Development of the World Health Organization WHOQOL-BREF
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quality of life assessment. The WHOQOL Group.,” 1998). The life-
style factors included in the study questionnaire were adopted
from the WHO STEP survey, which was used previously in a study
done by the Saudi Ministry of Health (WHO, 2005). To the best of
our knowledge, the present study is the first to investigate the
association between the QoL and its domains and lifestyle factors
among PHC physicians in Saudi Arabia.

One limitation was that this study was cross-sectional in nat-
ure; thus, the causal relationships could not be demonstrated
between the observed associations. Although the study achieved
a high response rate, the generalization of the study results was
difficult to apply to other physicians in different settings due partly
to the sociocultural variations and partly to the small sample size.
Self-selection and information bias may represent another limita-
tion factor in this study. However, the high response rate and
anonymous and self-administered questionnaire have greatly min-
imized such expected bias.

5. Conclusion

In conclusion, the present findings indicate relatively good QoLs
in the participating PHC physicians. However, the QoL can be sub-
stantially impaired with unhealthy lifestyle factors. In the present
study, QoL was significantly associated with obesity, cooking prac-
tices, and eating meals from restaurants. From a clinical perspec-
tive, the QoL among PHC physicians should be considered in PHC
monitoring in Saudi Arabia to estimate its burden on the quality
of health care services provided to the Saudi community. Further
research to explore the determinants of the QoL in PHC physicians
in a large national sample from different Saudi regions is
warranted.
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