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Abstract

Background and Aims: The aim of this study was to present a health‐promotion

behaviors model in the elderly based on psychological capital, social support, and

attitudes toward death mediated with mediating role of emotional cognitive

regulation strategies in the elderly in Ardabil.

Methods: The research method was correlational which was done by the path

analysis method. The statistical population of the study consisted of all elderly

people in Ardabil in 2020, from which 250 people were selected by convenient

sampling method and were investigated with research tools including Health‐

Promotion Lifestyle Profile (1998), attitudes toward death profile (1994), Psycho-

logical Capitals (2007), social support (1988) and Cognitive Emotion Regulation

(2001). Data were analyzed by Amos‐24 software and using structural equation

modeling.

Results: The results showed that psychological capital, social support, and attitude

towards death directly affect health‐promotion behaviors and also indirectly

improve them through cognitive emotion regulation strategies. These results can

have a significant impact on promoting health and improving the quality of life of the

elderly population.

Conclusions: Based on the findings of the present study, it can be claimed that the

proposed model for the health of the elderly has an acceptable fitness and this

model can be used in developing educational programs and intervention techniques

to improve the health of this group of people.
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1 | BACKGROUND

The elderly population is one of the most important demographic

phenomena in the world at the end of the twentieth century and the

beginning of the twenty‐first century. Aging is a period of growth

that is accompanied by certain changes. Aging changes include issues

such as decreased physical fitness, changes in the body's response to

medication, experiencing important life events such as retirement,

living in a nursing home, declining income, loss of social support, and

less participation in society.1

Given the dramatic increase in the elderly population in Iran in

recent decades, and considering the fact that 50% of Iran's

population is now young, it is predicted that by 2050 we will face

an explosion of aging and 26 million and three hundred thousand of

Iran's population will be elderly.2 As the elderly population grows, the

specific needs of the elderly, including medicine, psychology, and

rehabilitation, increase. Aging is a process with reduced performance

and independence and increased disease and the need for care, all of

which make the elderly vulnerable.3,4

Elderly people may also be psychologically and emotionally

disadvantaged due to physical weakness, low perceived social

support, loneliness, and reduced ability to perform daily life tasks,

and report more depression and anxiety based on research findings,

and experience some anxiety or even existential crises.5 Therefore,

considering the size of this community, paying attention to education

and the ability of the elderly to meet the challenges of this period and

improve behaviors that promote aging health is an important step in

preventing the damage of the aging period.

One of the ways to promote the health of the elderly and the

most basic way to prevent the injuries of old age is self‐care.6,7 In

fact, self‐care is a promising path that affects the resilience of the

elderly.8 Self‐care as a learned regulatory function means the ability

to perform self‐care practices.9 and is the way in which individuals

strive to prevent illness and disability and improve their health.10,11

Self‐care activities can lead people to stay healthy and well, adapt

and reduce disability and health care costs.12 The most important

achievement of strengthening self‐care is that participants make the

right decisions about the proper use of health care and choose and

implement appropriate self‐care behaviors.13 Research shows that

self‐care behaviors directly improve health and quality of life

and reduce morbidity and mortality.14 Based on the Orem and

Vardiman15 model of self‐care, Hemmati and Hashemloo have

identified five dimensions of self‐care in Iranian society, which

include physical self‐care, emotional self‐care, social self‐care, daily

self‐care, and self‐care during illness. Therefore, understanding the

psychological, social, value, and attitude factors in the self‐care of the

elderly can help to understand and apply the patterns of self‐care in

the Iranian elderly.16

Another factor that seems to play an important role in the self‐

care of the elderly is psychological capital. Psychological capital is one

of the indicators of positive psychology, which is defined by

characteristics such as a person's belief in his/her abilities to achieve

success, have perseverance in pursuing a goal, create positive

documents about himself/herself and endure problems.17 In other

words, a positive assessment of the situation and the probability of

success is driven by motivational‐based efforts and perseverance.18

According to Luthans et al.19 psychological capital can be considered

as a competitive advantage through investing in individuals. Four

indicators of self‐efficacy, hope, positive thinking, and resilience are

considered for psychological capital.20 Hodges21 confirmed the

relationship between psychological capital and self‐care.21 In Iran,

Barghi et al.22 showed that there is a relationship between

psychological capital and self‐care of the elderly.

Social support can be another effective factor in the self‐care of

the elderly. Social support plays an important role in relieving the

negative effects of the disease on the patient's psychological

dimension and is associated with less distress experience, a greater

sense of control, improved self‐confidence, reduced negative effects

on life, and improved quality of life.23 Social support is considered in

both received and perceived forms. Perceived social support

indicates the individual's assessment of the availability of support

when necessary and needed, but the received support is the amount

of support received by the individual.24 Stacey et al.25 examined the

relationship between self‐care and social support and concluded that

these two variables have a significant relationship with each

other. Reife et al.26 inspected the impact of social support on coping

techniques and showed that by increasing social support, individuals

use more effective coping methods and experience a better mental

health status. Stapley et al.27 concluded that self‐care behaviors and

social support play an important role in people's health and their

ability to stress.

Existential issues such as attitudes toward death are not

necessarily clinical but can be distressing if left untreated.28 Self‐

care in the elderly can be affected by attitudes toward death. Today,

death studies, as an interdisciplinary field, investigates behaviors and

feelings related to death, dying, and mourning. The sociology of death

deals with how death shapes and directs the structure of institutional

values, beliefs, and arrangements because death is a global

phenomenon, but the attitude towards it is different from one

society to another.29 Researchers state that the approach acceptance

of death indicates the belief in a good life after death. They consider

death acceptance as an approximate and relative comfort along with

an individual's awareness of personal mortality.30 Neimeyer31 showed

that neutral acceptance and death acceptance have a positive

relationship with mental health and a negative relationship with

depression, and neutral acceptance has a positive relationship with

perceived physical health and death avoidance has a negative

correlation with perceived physical and mental health. Flocke et al.

(2010) in their study examined the factors affecting the lifestyle of

the elderly and concluded that having an unhealthy lifestyle is a major

cause of mortality and preventable complications among the

elderly.32 Azaiza et al.33 evaluated the attitude toward death in the

elderly and showed that community and family support is very

important in reducing death anxiety in the elderly. Sansó et al.34 in a

study showed that there is a relationship between self‐care styles

and coping with death.
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Emotions have a biological basis but can affect the ways in which

they are expressed, and cognitive emotion regulation is defined as

the process of initiating, maintaining, modifying, or changing the

onset, intensity, or persistence of inner feelings and emotions related

to social, psychological, and physical processes in the achievement of

a goal.35 People use different methods to regulate their emotions,

and one of the most common of these methods is to use emotional

cognitive regulation strategies. Therefore, one of the variables that

can play a mediating role among research variables is emotional

regulation. Emotional regulation is defined as the process of initiating,

maintaining, modifying, or changing the intensity or persistence of

inner feelings and emotions associated with psychosocial, physical,

and social processes in achieving one's goals.36 The ability to regulate

cognitive emotion is universal.37 Therefore, in response to their

experiences, people control and regulate their emotions through

different methods.38

Coping strategies include blame yourself, reception, rumination,

positive focus restoration, focus on planning, positive evaluation,

viewpoints, catastrophe, and blame others, which each has its own

consequences.39 Volandes et al.,40 in their research, examined the

health‐promoting factors in the elderly and showed that one of the

most important self‐care behaviors that promote health in the elderly

is emotional regulation.41 Haga et al.42 in a study reported the

relationship between cognitive emotion regulation, social support,

and self‐efficacy as a component of psychological capital.

Previous studies have shown that various factors can affect older

adults' health. The majority of studies have also highlighted the

possibility of improving the health of older adults. Thus, further

research into possible factors affecting older adults' health can

contribute to improving their health. Accordingly, a survey of the role

of each component of psychological capital, social support, and

attitudes toward death with a focus on the impact of emotions on

older adults' health can pave the way for finding effective solutions at

the micro and macro levels and also improving the health status of

older adults because identifying these factors makes it possible to

take effective measures to reduce the negative consequences caused

by them. This highlights the need for more research in this field.

Moreover, conducting quantitative studies will reveal the effect of

variables on each other, and the most effective variables can be

employed in clinical interventions. In addition, no study has

addressed emotion regulation as a moderating variable in older

adults' health. Thus, the findings of this study can have significant

theoretical and practical implications. Theoretically, our findings can

extend the literature and induce further research, especially into

mediating and moderating variables. What's more, the findings of this

study can have some practical implications for elderly care centers

and families with older adults.

In general, the main issue in this study was to investigate the

mediating role of cognitive emotion regulation among psychological

capital, social support, and attitudes toward death with health‐

promotion behaviors in the elderly. Based on this, thus in addition to

the model fit test, the direct and indirect effects and total variables

on each other were examined.

2 | MATERIALS AND METHODS

The research method is applied and correlational, and the statistical

population of the study consisted of all the elderly between 65 and

85 years old in Ardabil in 2020. Among them, 250 elderly people

were selected as the research sample by convenient sampling

method and responded to the research tool.

Kline43 suggested that the number of participants equal to or

greater than 200 can be adequate to run structural equation

modeling.44 Before performing the statistical analysis, the data

were screened, and univariate outliers were identified with a

box plot, but no subject was excluded. Multivariate outliers

were searched with Mahalanobis statistics, but no outliers were

found.

2.1 | Data collection tools

2.1.1 | Health Promotion Lifestyle profile (II)

This scale was designed by Walker et al.45 and includes 52

questions with a 4‐point Likert scale from never (1 point) to

forever (4 points). This questionnaire measures health‐promotion

behaviors in 6 dimensions including health responsibility, physical

activity, nutrition, spiritual growth, interpersonal relationships,

and stress management. Higher scores indicate a better situation

for people in terms of health‐promotion behaviors. The reliability

of this tool based on Cronbach's α index was reported to be

0.94.46

2.1.2 | Death Attitude Profile‐Revised (DAP‐R)

This scale was developed in 1994 by Wong et al. Factor analysis

of main components has confirmed the existence of five

dimensions of the death attitude scale. These five dimensions

are1 fear of death: negative thoughts and feelings about the state

and process of dying,2 approach acceptance: looking at death as a

way to happiness after life,3 Escape Acceptance: Considering

death as an escape from a life full of pain,4 Neutral acceptance: A

view of death as a fact that is neither frightening nor passionate,

and Death Avoidance: Avoiding to think or talk about death for

reducing anxiety, which involves the use of defense mechanisms

to keep the subject of death away from consciousness. Respon-

dents to this questionnaire identify their answers on a 7‐point

Likert scale from Strongly Agree to Strongly Disagree. All scales

have internal reliability, stability and validity. Appropriate factor

loading and good to high α coefficients indicate that the factors

are pure and internally stable. Internal reliability (α coefficients)

of these 5 dimensions have been reported from 0.65 for neutral

acceptance subscale to 0.97 for approach acceptance subscale

and retest reliability coefficient from 0.61 for death avoidance

subscale to 0.95 approach acceptance.46
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2.1.3 | Psychological Capital Questionnaire

This questionnaire was developed by Luthans et al.18 This question-

naire consists of standard values that measure the constructs of self‐

efficacy, optimism, hope, and resiliency. This questionnaire consists

of 24 items and 4 subscales including self‐efficacy, optimism, hope,

and resiliency that each subscale has 6 items. Numerous studies have

shown the validity and reliability of this scale at the intercultural and

occupational level, and the validity and reliability of these subscales

have also been confirmed.18 In Luthanes et al.18 the χ2 ratio of this

test was 24.6 and the comparative fit index (CFI) and RMSEA

statistics in this model were 0.97 and 0.08, respectively.18

2.1.4 | Multidimensional Scale of Perceived Social
Support

This scale is a 12‐item tool developed by Zimet et al.47 to assess

perceived social support from three sources, that is, family, friends,

and important people in life.This scale measures a person's perceived

social support in each of these three areas in a 7‐point range of

strongly disagree to strongly agree. Obtaining the total score of this

scale is carried out by summing the scores of all items are added

together and dividing by their number.12 The score of each subscale

is also obtained from the sum of the scores of the items related to it

divided by the number of items of that subscale.4 The validity and

reliability of this scale have been reported to be optimal by

Zimet et al.

2.1.5 | Cognitive‐Emotion Regulation Questionnaire

This questionnaire was developed by Garnefski et al.48 This self‐

report questionnaire, which measures cognitive components with 36

items, is scored on a 5‐point Likert scale. Garnewski et al. (2001)

consider Cronbach's α coefficient for factors including positive

refocusing, planning, positive reappraisal, putting into perspective,

blaming others, self‐blame, rumination, Catastrophizing, and accep-

tance of the situation equal to 0.81, 0.81, 0.72, 0.68, 0.81, and 0.72,

respectively and showed that these subscales can be divided into two

groups of adapted and maladaptive emotion strategies. Adapted

strategies include acceptance of situations, positive refocusing,

planning, positive reappraisal, and putting into perspective. Mal-

adaptive strategies include self‐blame, blaming others, rumination,

and Catastrophizing. Samani et al.49 used the factor analysis method

to examine the factor structure of the cognitive emotion regulation

scale for its application in Iranian culture. Cronbach's α coefficients

for positive refocusing, planning, positive reappraisal, putting into

perspective, blaming others, self‐blame, rumination, Catastrophizing

and acceptance of conditions were obtained to be 0.91, 0.73, 0.79,

0.80, 0.65, 0.66, and 0.62, respectively. The retest coefficient of the

questionnaire was calculated during 1 week, which varied between

0.75 and 0.88 for different factors.

2.2 | Data analyses

After collecting data, Pearson correlation was used to evaluate the

relationships between variables. SPSS‐25 and EMOS‐24 software

were also used to evaluate the direct and indirect effects of variables.

Moreover, the missing data (less than 2%) were replaced using

the regression imputation method in SPSS 25. Outliers were checked

using the Mahalanobis value in AMOS 24 and the values greater than

2.5 were considered outliers.43 However, the results revealed no

outliers. The normality of the data was checked using cutoff values

for skewness (±2) and kurtosis (±3). The results showed that the data

were normally distributed.44

3 | RESULTS

3.1 | Sample characteristics

In the present study, 132 (53%) of the participants were female and

118 (47%) were Man. Also, 51 participants in the study had an age

between 65 and 70 years old; 76 people had age between 71 and 75

years old; 105 people had age between 76 and 80 years old, and 68

people had the age between 81 and 85 years old.

Table 1 provides a statistical description of scores related to the

variables of psychological capital, social support, attitude toward

death, cognitive emotion regulation strategies, and health‐promotion

behaviors, including skewness and elongation, along with mean and

standard deviation scores.

According to the information obtained, the mean psychological

capital is equal to 75.93, social support is equal to 14.87; fear of

death is equal to 32.30; death avoidance is equal to 18.98, neutral

acceptance is equal to 26.32; approach acceptance is equal to 42.58;

escape acceptance is equal to 23.57; adaptive emotion regulation

strategy is equal to 32.25; maladaptive emotion regulation strategy is

equal to 23.57, and the mean of health‐promotion behaviors is equal

to 22.38. Also, due to the fact that the values of skewness and

elongation of the data are between +2 and −2, the data have a normal

distribution at the level of 0.05.

Before performing the hypothesis test, the normality of the data

distribution should be tested. For this purpose, the Kolmogorov−

Smirnov test was used to determine the type of data distribution.

The results showed that the level of significance of the calculated

statistic for all variables is greater than 0.05, so the assumption of

normal distribution of scores is accepted. Also, tolerance and variance

inflation factor (VIF) indices were used to examine the existence of

multicollinearity between variables. A tolerance of less than 0.1 or a

VIF greater than 10 indicates multicollinearity. Based on the results,

no deviation from the assumption of linear multicollinearity was

observed in any of the values of tolerance and VIF statisticscalculated

for the research variables.

Table 2 shows the results of the correlation between psycholog-

ical capital, social support, attitudes toward death, and cognitive

emotion regulation strategies with health‐promotion behaviors.
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3.2 | Correlational analysis

Based on the results, all correlation coefficients calculated are

significant (p < 0.01). Psychological capital (r = 0.61, p < 0.01), social

support (r = 0.81, p < 0.01), neutral acceptance (r = 0.58, p < 0.01),

approach acceptance (r = 0.62, p < 0.01), and escape acceptance

(r = 0.51, p < 0.01) had significantly positive correlations with health‐

promotion behaviors. However, fear of death (r = −0.28, p < 0.01) and

death avoidance (r = −0.70, p < 0.01) had negative correlations with

health‐promotion behaviors. There was a positive correlation

between adaptive emotion‐regulation strategy and health‐

promotion behaviors (r = 0.72, p < 0.01), and a negative relationship

between maladaptive emotion‐regulation strategy and health‐

promotion behaviors (r = 0.70, p < 0.01).

To investigate the mediating role of cognitive emotion regulation

strategies in the relationship between psychological capital, social

support, and attitude toward death with aging health‐promotion

behaviors, path analysis was used. Figure 1 shows the standard

coefficients of the proposed model to investigate the mediating role

of cognitive emotion regulation strategies in the relationship between

psychological capital, social support, and attitudes toward death with

health‐promotion behaviors in the elderly.

3.3 | Model fitness

The fit of the proposed model with the data based on the fit indices is

reported inTable 3. To provide a suitable model, normalized χ2 index,

comparative fit index, and goodness of fit index are suggested. A

general rule for fitness indicators is that values equal to or greater

than 0.9 are acceptable. In addition, if values of the root mean square

error of approximation is between 0.03 and 0.08, it is acceptable.43

The χ2 to degrees of freedom ratio index (df/χ2) confirms the fit

of the model. df/χ2, which is in the range of 1 to 5 and means the fit

TABLE 1 Descriptive measures of mean and standard deviation of research variables

Skewness Elongation Mean Standard deviation

Psychological capital −0.028 −0.004 75.93 15.912

Social support −0.792 0.989 14.87 2.368

Fear of death 0.103 −0.234 32.30 6.135

Death avoidance 0.424 1.330 18.98 3.684

Neutral acceptance −0.645 0.753 26.32 3.850

Approach acceptance −0.462 0.620 42.58 7.629

Escape acceptance −1.009 1.219 23.57 3.157

Adaptive emotion regulation strategy −0.239 0.760 32.25 4.631

Maladaptive emotion regulation strategy 0.527 0.801 23.57 4.384

Health‐promotion behaviors −0.502 1.007 22.38 3.090

TABLE 2 Pearson correlation coefficients among the variable (n = 250)

Variable 1 2 3 4 5 6 7 8 9 10

Psychological capital 1

Social support 0.522* 1

Fear of death −0.216* −0.231* 1

Death avoidance −0.418* 0.592* 0.171* 1

Neutral acceptance 0.392* 0.528* −0.230* −0.463* 1

Approach acceptance 0.390* 0.485* −0.095 −0.699* 0.405* 1

Escape acceptance 0.389* 0.407* −0.080 −0.492* 0.387* 0.501** 1

Adaptive emotion regulation strategy 0.557* 0.613* −0.186* −0.623* 0.490* 0.585* 0.508* 1

Maladaptive emotion regulation strategy −0.518* −0.588* 0.200* 0.619* 0.490* −0.570* −0.499* −0.719* 1

Health‐promotion behaviors 0.630* 0.810* −0.276* −0.705* 0.577* 0.617** 0.510* 0.723* −0.698* 1

*Significance at the level of 0.01.

**Significance at the level of 0.05.
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of the model to the data. The standardized root of the mean squared

residual (SRMR) is 0.027, which is less than the criterion (0.08) and

thus confirms the fit of the model. Finally, incremental fit index, CFI,

goodness‐of‐fit index, and normed fit index indices are larger than

the desired criterion (0.9). Table 4 also shows the standardized direct

path coefficients.

As can be seen in Table 4, the path coefficient related to the

effect of psychological capital on health‐promotion behaviors in

older adults is positive (β = 0.11, p < 0.01). Similarly, the path

coefficient related to the effect of social support on health‐

promotion behaviors in older adults is positive (β = 0.63, p < 0.01).

Moreover, the path coefficients related to the relationship

between fear of death (β = –0.05, p < 0.05) and death avoidance

(β = −0.07, p < 0.05) with health‐promotion behaviors are nega-

tive and there is a positive relationship between approach

acceptance and health‐promotion behaviors in older adults

(β = 0.09, p < 0.05). However, neutral acceptance and escape

acceptance had no significant relationship with health‐promotion

behaviors in older adults. Intermediate paths were investigated

using the bootstrap method, as detailed in Table 5.

Following the results, social support had an indirect significant

impact on health‐promotion behaviors in older adults through the

moderating role of cognitive emotion regulation strategies

(β = −0.031, p < 0.01). Moreover, psychological capital, mediated by

cognitive emotion regulation strategies, has a significant effect on

health‐promotion behaviors in older adults (β = −0.029, p < 0.05). The

results indicated that the components of attitudes towards death

(except the fear of death) mediated by cognitive emotion regulation

strategies had an indirect and significant effect on health‐promoting

behaviors in older adults (p < 0.05).

F IGURE 1 Standard coefficients of the model related to the mediating role of cognitive emotion regulation strategies in the relationship
between psychological capital, social support and attitudes toward death with health‐promotion behaviors

TABLE 3 Model fit indices

Fit index
Acceptable
domain

Observed
value

Fit index
evaluation

IFI >0.9 0.974 Acceptable

GFI >0.9 0.968 Acceptable

SRMR <0.08 0.027 Acceptable

CFI >0.9 0.973 Acceptable

NFI >0.9 0.972 Acceptable

Abbreviations: CFI, comparative fit index; IFI, incremental fit index; GFI,
goodness‐of‐fit index; NFI, normed fit index, SRMR, standardized root of
the mean squared residual.
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3.4 | Moderation test of gender

A multigroup analysis was used to test gender differences in the

proposed model. The difference in χ2 values between the two models

was not statistically significant (Δχ2 = 21.3, p = 0.593), indicating that

gender does not have a moderating role.

4 | DISCUSSION

The aim of this study was to present a model of health‐promotion

behaviors in the elderly based on psychological capital, perceived

social support, and attitude toward death with mediating role of

emotional cognitive regulation strategies in the elderly in Ardabil. The

results of data analysis showed that psychological capital, perceived

social support and attitude towards death directly affect health‐

promotion behaviors and also improve them indirectly and through

emotional cognitive regulation strategies.

Regarding the first hypothesis of the study, that is, psychological

capital has a positive and direct effect on health‐promotion behaviors

in the elderly, the results of data analysis showed that the path

coefficient related to the effect of psychological capital on positive

health‐promotion behaviors is significant. Considering the

significance of the obtained coefficient, the research hypothesis,

that is, the positive effect of psychological capital on behaviors

promotion health in the elderly, is confirmed.

Based on this, it is concluded that with an increase in

psychological capital, health‐promotion behaviors in the elderly also

increase. This finding is consistent with the research of Hodges.21 For

explaining this finding, it can be said that psychological capital is a

high‐level conceptual structure that has important implications for

people's health because its sub‐components are able to explain the

level of physical and mental health of individuals and ultimately lead

to their well‐being, although it is important to note that all

components of psychological capital (self‐efficacy, optimism, flexibil-

ity, and hope) work together to improve health‐promotion behaviors

in individuals.21

Regarding the positive and direct effect of social support on

health‐promotion behaviors in the elderly, the present study showed

that the path coefficient related to the effect of social support on

health‐promotion behaviors in the elderly is positive and significant.

Considering the significance of the obtained coefficient, the research

hypothesis, that is, the positive effect of social support on behaviors

that promote aging health is confirmed. Based on this, it is concluded

that with increasing social support, health‐promotion behaviors in the

elderly also increase. This finding is in line with the studies of Stacey

TABLE 4 Standard paths and coefficients in the model

Variables Standardized C.R. p

Direct effects Health‐promotion behaviors←Psychological capital 0.110 4.433* <0.001

Health‐promotion behaviors←Social support 0.629 22.604* <0.001

Health‐promotion behaviors←Fear of death −0.046 −2.228** 0.022

Health‐promotion behaviors←Death avoidance −0.086 −2.784** 0.005

Health‐promotion behaviors←Neutral acceptance 0.030 1.262 0.207

Health‐promotion behaviors←Approach acceptance 0.090 3.118** 0.002

Health‐promotion behaviors←Escape acceptance 0.034 1.432 0.152

*p < 0.01 level (2‐tailed).

**P < 0.05 level (2‐tailed).

TABLE 5 Indicators of bootstrap test for measuring indirect relationships in the model

Variables Standardized p

Social support <‐‐‐ Cognitive regulation strategy <‐‐ health promotion behavior −0.031 0.009

Psychological capital <‐‐‐ Cognitive regulation strategy <‐‐ health promotion behavior −0.029 0.015

Fear of death <‐‐‐ Cognitive regulation strategy <‐‐ health promotion behavior −0.003 0.503

Death avoidance <‐‐‐ Cognitive regulation strategy <‐‐ health promotion behavior −0.026 0.032

Neutral acceptance <‐‐‐ Cognitive regulation strategy <‐‐ health promotion behavior 0.017 0.020

Escape acceptance <‐‐‐ Cognitive regulation strategy <‐‐ health promotion behavior 0.010 0.048

Approach acceptance <‐‐‐ Cognitive regulation strategy <‐‐ health promotion behavior 0.029 0.003

Note: Bold number are paths that are significant at the 0.05 level.
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et al., Reef et al., and Stapley et al.25–27 In fact, social support

facilitates healthy behaviors. Elderly people with adequate social

support are more successful in following the recommended diet and

medication. On the other hand, socially isolated elderly may find it

difficult to change their behavioral patterns, which makes them

vulnerable.25

Regarding the direct effect of attitude toward death on

health‐promotion behaviors in the elderly, the results showed

that the path coefficients related to the relationship between fear

of death and death avoidance with health‐promotion behaviors

were negative and the relationship between approach acceptance

and health‐promotion behaviors was positive and meaningful.

The relationship between neutral acceptance and escape accep-

tance with aging health‐promotion behaviors is not significant. In

this regard, Jaroslaw et al.13 reported the role of self‐care in

reducing the risk of death in the elderly.13 Stange et al. in their

study examined the factors affecting the lifestyle of the elderly

and concluded that having an unhealthy lifestyle is a major cause

of mortality and preventable complications among the elderly.32

Sanso et al.34 also showed that there is a relationship between

self‐care styles and coping with death. Mental preoccupation

with death, especially in old age, is something that exists in

almost the majority of people, and their psychological conse-

quences are determined depending on the attitude that people

have towards death and the end of worldly life. People who have

a positive attitude towards death and actively accept death as a

way to achieve eternal happiness and accept the fact that death is

not inexistency and annihilation, but a transfer from the world to

another world in which human life continues in a different way,

they are always hopeful, and in addition to having higher mental

health, they also take more appropriate behaviors to take care of

themselves.34

Other hypotheses of the present study were to investigate

the effect of psychological capital, social support and attitudes

toward death on health‐promotion behaviors in the elderly with

mediating role of cognitive emotion regulation strategies. Based

on the results, the coefficients related to the indirect impact of

psychological capital, social support, and attitude toward death

on health‐promotion behaviors in the elderly with mediating role

of the cognitive emotion regulation strategies are significant.

Therefore, the research hypothesis, that is, the mediating role of

cognitive emotion regulation strategies in the relationship

between psychological capital, social support, and attitudes

toward death with health‐promotion behaviors in the elderly is

confirmed. In this regard, it can be said that according to the

cognitive perspective, irrational cognitions can lead to emotions

and dysfunctional behaviors, and this can prevent the use of

appropriate methods of problem solving in the person and

ultimately endanger his health. However, emotion regulation

can be done in effective ways by problem‐solving and safe

behaviors. Individual health in psychological components such as

cognitive capital, an appropriate level of social support, and

appropriate attitude towards death in the elderly causes the

regulation of emotions and appropriate decision‐making in

problems, including health‐related problems.

5 | CONCLUSION

The data in the present study revealed that psychological capital,

social support, and attitudes toward death both directly and indirectly

enhance health‐promoting behaviors in older adults through the

mediation of cognitive emotion regulation strategies. Therefore,

although a decisive and final judgment in this regard requires

extensive and diverse social and psychological studies, the findings

can be a starting point for inducing further research in older adults'

health.

Due to the nature of correlation, the present study does not

determine the causality of the relationship between variables. Also,

due to the cross‐sectional nature and the impossibility of random

sampling, the generalizability of the results is reduced. On the other

hand, it was not possible to research the elderly who did not

cooperate with the researchers, so there was a bias in the

implementation that the research was done only on volunteer and

collaborating samples. It is also not possible to control all unwanted

variables. In addition, the large number of questionnaire questions

may affect the accuracy and motivation of the elderly. Therefore, it is

suggested that the mentioned limiting factors be considered in future

studies.
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