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ABSTRACT

Background and Objective: Few studies have been done on lifestyle of Iranian physicians. As physicians have important role
in health promotion, the main goal of the study was to assess the lifestyle of this influential group. Materials and Methods: A
cross-sectional descriptive study was conducted on lifestyle of all registered physicians of Ardabil hospitals, Iran, 2012-13. In this
research, 225 physicians were selected, by using simple random sampling. Demographic and lifestyle data were obtained by self-report
using standard questionnaires, physical activity by official Iranian short-version of the international physical activity questionnaire,
and dietary intake by food frequency questionnaire. Weight and height was performed according to standard protocols by using
standardized and zero calibrated instruments. Data were analyzed by inferential statistics using Statistical Package for the Social
Sciences.16 software. Results: Findings showed that 8% of participants were hypertensive, 21.3% smoker, 40%-47% inactive,
51.1% overweight, and 18.2% obese. There was a significant relationship between blood pressure and self-reported lifestyle habits
(P <0.05). And 70.7% of males and 74.1% of females had regular 10-min walking each day and moderate activity of males
was significantly higher than females (P < 0.05). Food frequency weekly consumption of overweight and obese physicians were
significantly higher than normal weight physicians (P < 0.05). Conclusion: Few doctors follow a healthy lifestyle; this may have
a negative effect on society attitude about health.
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Introduction group.!! Health care providers, such as doctors, nurses,
dietitians, and administrators have significant effect in

Lifestyle is a recognizable behavioral pattern stemming primary prevention, because they serve as health role

in interaction between personal characteristics of an
individual and his/her life circumstances which reflects
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models to others.[! Health care staffs, specifically the
physicians can play a major role in promoting a healthy
lifestyle in general public, if they practice healthy habits
themselves.B! Physicians' personal lifestyles, habits, and
health behaviors have been shown that have positive
effect on their patients.!* In addition, health behaviors of
physicians are important markers which can reflect on
public health.P! Little is known about Iranian physicians'
lifestyles in Ardabil. The main aim of this study was
to assess the physicians' lifestyle in order to formulate
policies, to promote overall well-being in community.

Materials and Methods

Participants

This cross-sectional descriptive study was carried out in
Ardabil, a province in Iran during 2012-13. All physicians
were invited to take part in this study and have received
required information about sample collection. Of all
registered doctors in Medical Council of Ardabil city
about 800 persons, after calculated the exact sample
size by statistical methods, 239 healthy physicians from
private clinics and teaching hospitals in Ardabil city were
selected by using simple random sampling technique.
Informed written consent was taken by each participant.
Demographic and lifestyle data were obtained by
standardized questionnaires. Unhealthy physicians and
incomplete questionnaire were excluded from the study,
therefore after excluding 14 questionnaires and 225
subjects [117 (52%) males and 108 (48 %) females] entered
in this study. The study before start was approved by
Medical Ethical Committee of the Ardabil University
of Medical Sciences. The questionnaires used were
standardized and their validity and reliability has been
established in domestic and foreign studies.

Anthropometric and blood pressure measurements
Anthropometric factors including measurement of
weight and height was performed according to standard
protocols by using standardized and zero calibrated
instruments. Height and weight were measured
without shoes by trained research assistants. Height
was measured in meters and weight was measured to
the nearest 0.1 kg using portable Soehnle digital scales
with a range of 0. 200 kg. In this study, BMI (body mass
index) the most widely accepted indicator of obesity
was used. BMI was calculated using dividing weight
in kilograms by the square of height in meters. BMI
between 25 and 29.9 is considered overweight and BMI
of 30 or higher is considered obese. Blood pressure (BP)
was measured (with alpk2 sphygmomanometer, Japan)
(after 10 minutes comfortable resting of participants, in
duplicate and seated position according to a standard
protocol; the average of two measures of the first and
fifth Korotkoff phase was recorded as final systolic
blood pressure (SBP) and diastolic blood pressure (DBP),
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respectively).’! Individuals with SBP 140 mmHg and
DBP 90 mmHg were considered hypertensive and other
individuals is in normal range.

Physical activity and food habit assessment

Physical activity was assessed using the office al Iranian
short-version of the international physical activity
questionnaire (IPAQ) which is available at www.ipaq.
ki.se. The short form of IPAQ used in our study had
seven items, providing information on time spent on
walking, vigorous-intensity, moderate-intensity physical
activities, and sedentary activity during the previous 7
days.[! Data were analyzed according to the guidelines
of IPAQ. The metabolic equivalent of task minutes
per week for each of walking, moderate-intensity, and
vigorous-intensity activities were calculated as follows:
walking = (3.3 ~ walking min ~walking days); moderate
activity = (4.0 ~ moderate activity min ~ moderate
activity days); vigorous activity = (8.0 ~ vigorous activity
min ~ vigorous activity days). Furthermore, sufficient
vigorous activity was computed on the basis of 3 or
more days of vigorous-intensity activity of at least 20
min/day. Likewise, sufficient moderate-intensity and
walking activities were computed based on 5 or more
days of moderate-intensity activity and walking of at
least 30 minutes per day. Physical activity levels were
also classified into three categories: inactive, minimally
active, and health-enhancing physically active, according
to the scoring system provided by IPAQ. Food habits
and usual dietary intake was assessed using a 56-
item food frequency questionnaire. Data analyzed in
Statistical Package for the Social Sciences .16 software.
The Student’s t-test and paired sample t-test were used
to compare the means in independent groups and paired
groups, respectively. Descriptive statistics are presented
as mean * standard deviation. To evaluate differences
between groups, the chi-square test was implemented.

Results

Of 225 cases, 67.6% (152) were general and 32.4% (73)
were specialists. Of all hypertensive cases, 66.7% were
male, 61.1% were specialist, and 44.4% have non-normal
BMI. The prevalence of hypertensive in specialist was
significantly higher than general doctors. [Table 1] The
mean age of medical doctors was 43.51 + 7.35 years old
(45.41 + 8.34 in males and 41.49 + 5.48 in females). Mean
SBP and DBP of participant was 121.8 / 79.1 mmHg.
About 8% (18) of medical doctors were hypertensive.
The prevalence of hypertension in male and female was
10.3% and 5.5%, respectively. There was no significant
relationship between sex and hypertension (P = 0.18).
Surprisingly prevalence of hypertension in specialists
of medical doctors was higher than general practitioners
(15.1% vs 4.6%) (P < 0.009). An increasing in BP was
observed among 66. 75-year-old. Other results showed
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that 7 (40%) of hypertensive practitioners and 180 (80%)
of all practitioners was aware of their hypertension
and about 64.4% (145) of individuals were previously
measured their BP under standard conditions (twice
every 15 min in a relaxed state). Smoking habits were
observed in 21.3% of subjects. Number of cigarettes
smoked per day with males was significantly higher than
females (34.5% vs 7.3) (P < 0.001). The results showed that
most of cases with higher SBP were in age groups 46-55
with 122 £ 7.5 and most of cases with DBP were in age
group 46-55 with 79 + 4.5. The rate of SBP significantly
different in all age groups but the rate of DBP is similar in
all age groups [Table 2]. There was statistical significant
relation between age groups and BP based on chi-square
test. About 115 (51.1%) and 41 (18.2%) of subjects were
overweight and obese, respectively. And, there was no
significant difference in obesity rate between age groups
and both sexes based on chi-square test. Also other
results showed that 70.7% of male practitioners and
74.1% of female practitioners had regular 10-min walking
each day, moderate activity of males was significantly
higher than females, and severe activity of females was
significantly higher than males (P <0.05) [Table 3]. There
was no significant difference in mean scores of metabolic
equivalent of task -minutes/week for walking between
both sexes. The prevalence of physical inactivity in
males and females was 47.4% and 38.6%, respectively.
Just one-fifth of medical doctors had vigorous physical
activity for at least 20 min, 3 days a week. Food frequency
consumption of bread types, rice, macaroni, pies, biscuit,
liquid fat, red meat, cream, butter, nuts, and sausage
per week in overweight physicians were significantly
more than normal weight physicians (P < 0.05), and
food frequency consumption of coffee intake per week
in hypertensive subjects was significantly higher than

Table 1: The prevalence of hypertension by exposure variables

normotensive subjects (P < 0.05) [Table 4]. The rate of
inactivity rate in specialist with 46.6% was more than
general practitioner [Table 5].

Discussion

Our findings showed that 8% of medical doctors
were hypertensive, 21.3% smoker, 44% inactive,
51.1% overweight, and 18.2% obese, which all of
these parameters are risks for health statues. Study of
Bazargan et al.”! demonstrated that focus on creating
healthy lifestyles of physicians specially controlling
cardiovascular risk factors can benefit general
population. In other words, physicians with impaired
physical and mental health can have a direct impact
on patient health care and safety.[® Our data showed
that about 70% of participants were overweight
and obese which not similar to study by Santos and
Sichieri.”’! Results of these studies are demonstrated
that overweight and obesity are common problem
of Ardabil community and, as mentioned earlier,
physicians can impact on public health. Other studies
are showing that high BMI!" and smoking™! are
associated with increased hypertension too. Also we
found that, overall; about 50% of our samples had a
normal BMI regardless of their gender, which, this
was similar to the finding of the previous studies.

In our study, similar to studies in developing countries,
the prevalence of overweight and obesity was higher in
high level education groups.'? As improved physician
health has been linked to more frequent and successful
counseling with patients about lifestyle behaviors;
therefore, they should be encouraged to have a healthy
lifestyle, unfortunately our study expands physician's

Hypertension - P value
Exposure variables
n % n %

Sex Male 12 66.7 104 50.2 0.18
female 6 33.3 103 49.8

Specialty General practioner 7 38.9 145 70 0.007
specialists 11 61.1 62 30

BMI normal 10 55.6 146 70.5 0.18
Non-normal 8 44 4 61 29.5

All values are mean * standard deviation. BMI = body mass index

Table 2: Means of systolic and diastolic blood pressure by age group

Blood pressure Systolic P value Diastolic P value

Age groups ( years,n)

26-35 (n=110) 116 +7.3 0.04 76 £ 6.1 0.15

36-45 (n = 80) 118.1 £ 7.1 78 £ 4.8

46-55 (n = 29) 122+75 79+45

56-65 (n = 6) 117 £ 5.8 73.3+5.8
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Table 5: Physical activity profile of Ardabil's medical doctors

Activity category Total Males Females Type of physician

General practitioner Specialist
Inactive* 43.1% 47.4% 38.6% 41.4% 46.6%
Minimally active™* 35.6% 37.9% 33% 34.9% 37.0%
Active*™** 21.3% 14.7% 28.4% 23.7% 16.4%
Pvalue 0.33 0.47

Chi-square = 5.536, Degrees of Freedom = 2, two-sided level of significance = 0.062
* Not meeting criteria for minimally active or active.

** Meeting any of the following conditions: 1! participating in 3 or more days of vigorous-intensity activity for at least 20 min per day, or @ participating in 5 or more days of moderate-intensity
activity or walking for at least 30 min per day, or ¥ participating in 5 or more days of any combination of walking, moderate-intensity or vigorous-intensity activities achieving a minimum of at

least 600 MET-min per week.

*** Meeting either of the following criterial":vigorous-intensity activity on at least 3 days achieving at least 1500 MET-min per week, or 2! taking part in 7 or more days of any combination of
walking, moderate-intensity or vigorous- intensity activities achieving a minimum of at least 3000 MET-min per week.

weak lifestyle and health behaviors and also obesity 2. Berra K. Challenges of changing lifestyle to reduce risk for
in Ardabil City. Also food frequency consumption of cardiovascular disease. ] Cardiovas Nurs 2010;25:223.
high Carbohydrate (i.e., bread types, rice, macaroni 3. Wallace P, Brennan P, Haines A. Are general practitioners doing
ies. bi it Tiauid fat ’ d N hi 1; ! h ’ enough to promote healthy lifestyle? Findings of the Medical
pies, biscuit, iquid fat, red mea ) 18 —en_ergy (suc. as Research Council's general practice research framework study
cream, butter, nuts, and sausage) per week in overweight on lifestyle and health. British Med ] 1987;294:940.
physicians were significantly more than normal weight 4. Livaudais JC, Kaplan CP. Haas ]S, Pérez-Stable EJ, Stewart S,
physicians, and these results are consistent with similar Jarlais GD. Lifestyle behavior counseling for women patients
studies among adults. 34 We found that increased eating among a sample of California physicians. ] Women's Health
frequency of coffee intake per week in hypertensive 2005;14:485'95'. ) o ]
subjects was significantly higher than normotensive  ° Sebo B, Gallacchi MB, Goehring C, Kinzi B, Bovier PA. Use of
J o 7 . tobacco and alcohol by Swiss primary care physicians: a cross-
subjects. Similar to our finding, some studies have found sectional survey. BMC Public Health 2007;7:5.
; ; ; 15-16
a relatlpnshlp bet.ween coffee intake anfi _BP'[ ]Wher.eas 6.  Al-Hazzaa HM, Al-Hazzaa HM. Health-enhancing physical activity
other investigations showed no positive or negative among Saudi adults using the International Physical Activity
associations between hypertension and coffee drinking."”! Questionnaire (IPAQ). Public Health Nutr 2007;10:59-64.
7. Bazargan M, Makar M, Bazargan-Hejazi S, Ani C, Wolf K.
: Preventive, lifestyle, and personal health behaviors among
Conclusion physicians. Acad Psychiatry 2009;33:289-95.
Coffee intake, smoking, low activity were risk factor =~ 8 Taub S, Morin K, Goldrich MS, Ray P, Benjamin R. Physician
for overweighting and obesity in physicians, while health and welhlles.s. Qccupatlonal Met.l 2006;56:77-82.
most of physicians emphasis on importance of healthy 9. DMd Santos, Sichieri R. Body mass index and measures of
behaviors, few of them follow health lifestyle, and this adiposity among elderly adults. Revista de saude Publica
’ - yl€, anc 2005;39:163-8.
factor can have a negative effeCt. 01:1 SF)Cle'ty attltqde 10. Nemati A, Alipanahmoghaddam R. Assessment of Nutritional
about health. There was not any limitation in carrymng Status of Women at Reproductive Age in Ardebil Province, Iran.
out this study, only some of physicians tend to complete Res ] Biol Sci 2008;3:116-9.
the questionnaires and we must replace them by new 11. Nemati A, Naghizadeh Baghi A. Assessment of Nutritional
samples. Because importance of Iifestyle and quality status in Post Menopausal women of Ardebil, Iran. J Biol Sci
of life studies between doctors and all health workers, 2008’81'(1961'.200' y | _ o
doing more future studies about these themes is essential, ~ '* Yannakoulia M, Melistas L, Solomou E, Yiannakouris N,
Association of eating frequency with body fatness in pre-and
postmenopausal women. Obesity 2012;15:100-6.
Acknowledgement N N ' 13. Vicennati V; Pasqui F, Gavazza G, Garelli S, Casadio E. di Dalmazi
The authors thank all physicians who participated in our G, Cortisol, energy intake, and food frequency in overweight/
Study and help them in Carrying it out. obese women. Nutrition 2011;27:677-80.
14. Leidy HJ, Campbell WW. The effect of eating frequency on
Financial support and sponsorship appetite control and food intake: brief synopsis of controlled
. . . . . . feeding studies. ] Nutr 2011;141:154-7.
Research unit of Ardabil University of Medical Sciences ) ) )
15. Uiterwaal CS, Verschuren WM, Bueno-de-Mesquita HB, Ocké
i i M, Geleijnse JM. Boshuizen HC, Coffee intake and incidence of
Conflicts of interest hypertension. Am J Clin Nutr 2007;85:718-23.
There are no conflicts of interest. 16. Palatini P, Ceolotto G, Ragazzo F, Dorigatti F, Saladini F, Papparella
I. YP1A2 genotype modifies the association between coffee
References intake and the risk of hypertension. ] Hyperten 2009;27:1594.
17. Zhang Z, Hu G, Caballero B, Appel L, Chen L. Habitual coffee

1. Darviri C, Artemiadis A, Tighani X, Alexopoulos E. Lifestyle
and self-rated health: a cross-sectional study of 3,601 citizens
of Athens, Greece. BMC Public Health 2011;11:619-28.

Indian Journal of Community Medicine/Vol 41/Issue 4/October 2016

consumption and risk of hypertension: a systematic review and
meta-analysis of prospective observational studies. Am ] Clin
Nutr 2011;93:1212-9.

272




