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The relationship between obesity and health related
quality of life of women in a Turkish city with a high
prevalence of obesity
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Ahmet Oralvp, Hakan Baydumsc and Cemil Ozcamp, PhD

Celal Bayar University, Faculty of Medicine, Depadnt of Public Health, Manisa, Turkey

The purpose of this study was to demonstrate thetiorship between body weight and HRQOL in a
representative sample of nonpregnant women in dejotive age period. The data of this cross-seatistudy
was extracted from a survey: Manisa Demographic l@alth Survey (MDHS) conducted in Manisa city in
2000. The study population of MDHS is a represaregasample of 1602 reproductive (15-49) age women.
World Health Organization Quality of Life Questiaire abbreviated version (WHOQOL-BREF), which was
composed of four domain factors (physical, psychical, social relations and the environment), wssduto
assess HRQOL. Each of four domains had a possilnee sanged between 0 (poor HRQOL) and 20
(excellent HRQOL). The mean age of the women wa8868.19 years. Among them, 35.8 % had normal
weight (BMI 18.5 to 24.9), 32.3 % were overweight (BR5.0 to 29.9) while 31.9 % were moderate and
3.4% were morbidly obese. After adjusting for dgeel of education and co-morbid illnesses, stiisjavith a
BMI higher than normal value, had significantly law#RQOL scores, compared to normal-weight individual
on each of the domains, except for the environnhafdeain. Our results suggested that the body hteig
alone could negatively affect HRQOL. In other wordbesity not only increased the risk of morbidityd
mortality, but also affected the perceived heatttl bfe quality negatively. In conclusion, in addit to age,
socioeconomic status and co-morbid illnesses, heeight should also be controlled in studies exangni
HRQOL.
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Introduction However, almost all these studies were coredlirt de-
The prevalence of overweight and obesity have isea veloped countries. Developing countries, like Turkegre
in Europe and the Mediterranean region during theda- reported to be experiencing the double burden séadie
cades, regardless of the level of developmiéhtObesity (both communicable and chronic diseases) in the2200
also contributes to the burden of disease in tmenconity, Annual Report of the World Health OrganizatfSnThe
due to its association with a number of chronicditions prevalence of obesity is extremely high in womerd the
such as; hyperlipidemia, non-insulin dependent etiedy impact of obesity on the HRQOL of the populatiors ha
hypertension and coronary artery disedseDbesity has never been studied before in countries located him t
become one of the leading preventable causes dhlityyr Eastern Mediterranean region. Obesity and QOL relatio
through the vision of public healtfi** ship has been reported with measures of generdthhea
Although it is well documented that obesitystsongly related QOL and measures of obesity-specific QOL. The
associated with morbidity and mortality, less isowm most popular obesity-specific QOL instruments can be
about the impact of obesity on the functional statimd listed as Impact of Weight Loss Scale, Impact ofghteon
health-related quality of life (HRQL). The majorityf Quality of Life-Lite, Obesity and Weight-Loss Qualibf
published studies indicate that obesity impairs HR@\d Life measure and Weight-Related Symptom Meadre.
that higher degrees of obesity are associated gvitter Since obesity has a potential multidimensional atffen
impairment:>? Most of the studies, enrolled participant®QOL, the use of generic scales and selection ofiipeo-
from obesity clinics, who most likely attend thedieics as priate generic scale is crucial in the obeststed QOL
a result of undesirable effects caused by theirybod
weight!®1"%933 Unfortunately there are very few Correspondenceaddress Dr. Gonul Dinc, CBU Tip Fak.
population-based studies which are free of refdriad; as Istasyon mevkii, 45020 Manisa / Turkey
in the hospital-based ones that investigate thatiogiship Tel: + 90 236 239 13 19 (work); Fax: + 90 236 8258
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studies. SF 36 was used in most of the HRQOL stuain
obese subjects as a generic instrument.
was proved to be a very effective tool in assessimay
HRQOL of the subjects with a variety of diseasess it
widely known as a generic tool, which spans fumalo
health status, while WHOQOL is a relatively newlywee
loped scale, defined as a profile which has a goater-

lying theoretical conceptualization of quality dfel®

1602 healthy women aged between 15-49 years werk us
Though6SF & the analysis.

Study measures

In the original study, data was collected by siirted
teams; each consisted of two interviewers, a feddor
and a supervisor. The interviewers measured hbiglat
wall-mounted stadiometer, sensitive to 0.5cm, apdyht

WHOQOL was cross-culturally validated simultaneouslyby a 0.1kg sensitive calibrated balance scale; whth
in more than 40 cultures and languages around thsubjects wearing no shoes and only light clothifigMI

world*%4!

was calculated by dividing weight in kilograms kguare

The purpose of this study was to demonstrate ttee rel of the height in meters. World Health Organization
tionship between body weight and HRQOL, in a repre-Quality of Life Questionnaire abbreviated version
sentative sample of nonpregnant reproductive aged w (WHOQOL-BREF):

men, using WHO body weight classification, by exclu
ding cases with chronic disease and by adjustin@@R
scores for age, level of education and co-morlrieds.

Materials and methods

Setting

The study was conducted in the City of Manisa, which
was one of the well-developed provinces (11th ksgge
province for both population size and per capitadsr
Domestic Product) of Turkey and located in the Easter
Mediterranean, Aegean region of the country. The-mid
year census of Manisa city was 218,314 in the g6a0.

Subjects

A representative sample of 1669 reproductive (1padf@
women, were used in the study. The data of thissero
sectional study was extracted from a representative
vey: Manisa Demographic and Health Survey (MDHS)
conducted in Manisa city in 2000.

Sample size and sample selection
The sample size of MDHS was calculated using an esti
mated infant mortality rate (the least frequentedefent
variable of the survey): 43.0% 0. A 95% CI, a mien
of 8% 0 and 2.0 of a design effect were used. -
mum sample size was calculated as 1680 housetfois.
total of 168 clusters by 10 households per clustas
selected by probability proportional to size sammpli
approach. The initial households of each clusterewe
chosen randomly from a sampling frame, and the aest
the households were determined systematically leyyev
fifth household for each cluster. All reproductiage
women, present in the household on the night beftee
interview, were eligible for the study. Of the 1680
selected households, 2.4 M £ 40) were considered to
be unoccupied and 2.7 %l € 46) refused the interview.
A total of 1728 ever-married women living in théested
households were interviewed in MDHS.

Eighty-eight women who were pregnant or whoewer
in the 3 months post-partum period, were excludethf

The World Health Organization Quality of Life Assess
ment (WHOQOL) is a generic quality of life instru-
ment, designed to be applicable to people livindeun
different circumstances, conditions and cultui®s.
The WHOQOL sets out to be a purely subjective
evaluation, assessing perceived HRQOL, and in this
way it differs from many other instruments used to
assess HRQOL. WHOQOL also accepts HRQOL as a
multidimensional concept. Hence, assessment of a
number of domains is necessary to derive a com-
prehensive view of a person’s HRQOL. Two versions
are available: the full WHOQOL with 100 items and
the WHOQOL-BREF with 26 items. WHOQOL-BREF,
the generic profile instrument, useful in clinicahd
service evaluations was used in this study for aras

of brevity. It is suggested that the WHOQOL-BREF
provides a valid and reliable alternative to the
assessment of domain profiles using the WHOQOL-
100. It provides un-weighted measure-ment on four
domains: physical, psychological, social and enwviro
ment. The physical domain has questions related to
daily activities such as, pain and discomfort, plead
rest, energy and fatigue, dependence to the medi-
cations and mobility and work. In the psychological
domain, there are questions of positive and negativ
feelings, meaning of life, self-esteem, body inmayk
physical appearance, personal beliefs and abiliy t
concentrate. The social relationship domain is reta

to personal relationships, social support and séxua
activity. The environmental domain explores physica
security and safety, financial resources, physical
environment, home environment, health and social
care and their availability, leisure activities, pqr-
tunities for acquiring new information and skillsich
participation in and opportunities for recreatioma
transport. A scoring algorithm (a SPSS syntax) was
used to transform the sum of the WHOQOL-BREF item
scores within each domains, to a scale ranging flbm
(poor HRQOL) to 20 (excellent HRQOL).

the analysis, since in these periods Body MassxindeValidity and reliability of WHOQOL for the Turkish

would be affected by transient hormonal causescantil

population were completéd. The psychometric analysis

not be regarded as a real obesity. The subjects weod the Turkish version was deemed highly satisfigcto

divided into five BMI categories according to theH\@®

classification systerft As the goal of the study was to Dataanalysis
examine the association between HRQOL and highe€omparison of age means between BMI categories wer
BMI, subjects in the underweight category (BMI <88 done by ANOVA while comparisons between categorical

kg/m2) were excluded from the analydi6£38). Finally,

variables were performed by using the Chi Squate te
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Table1l. Descriptive characteristics of study populai

Body Mass Index Classification (kgfn

Characteristic) Total Sample 18.510<2525t0<30 30to<35 35to<40 >40 P Value

N (%) 1602 (100.0) 573 (35.8) 517(32.3) 313 (19.544 (9.0) 55 (3.4)

Mean age in years 35.2 32.0 35.3 38.4 39.2 40.1 <0.001%t
(SD) (8.1) (7.5) (7.9) (7.7) (7.7) (6.6)

Level of Education, % < 0.001*
No education (293) 18.3 12.6 16.4 24.0 28.5 36.4

Primary (904) 56.3 51.9 57.8 61.9 59.0 54.5

Secondary and higher (405) 25.2 35.5 25.7 141 125 9.1

Social Class, % < 0.001*
High (87) 5.4 7.5 6.0 3.2 21 0.0

Moderate (738) 46.1 44.5 45.5 49.2 50.7 38.2

Low (777) 48.5 48.0 48.5 47.6 47.2 61.8

Reported Comorbid lliness, % < 0.001*
No comorbid illness (1366) 85.3 90.6 87.0 79.6 73.6 76.4

At least one comorbid illness (236)  14.7 9.4 13.0 0.42 26.4 23.6

*P value is overall comparison of proportions am&hgl classifications by Chi square;Pfvalue is overall comparison of means among BMI
classifications by ANOVA, Post hoc results: 1&%2#.99 < 25 to 29.99 < 30 and over, Tukey's H&8 t

WHOQOL domain mean scores with SDs were calculatedResults

for the entire sample and for each BMI classifmati The mean age of the women were 35£28.19 years.
Raw WHOQOL Domain scores were adjusted by thre®©nly about one third of the subjectd € 573, 35.8%)
potential confounding variables such as age, leffedu- were of normal weight (BMI 18.5 to 24.9), slightlgss
cation and self-reported co-morbid illnesses, bingus than one third = 517, 32.3 %) were overweight (BMI
Multiple Linear Regression models. The domain score®5.0 to 29.9) and an additional one thii<{512,31.9 %)
and age were added into the models as continuaies va were either moderately (BMI 30.0 to 3919~ 457, 28.5
bles, while the level of education and the co-nubribi %) or morbidly obese (BMI> 40.0\ = 55, 3.4%). The
nesses were used as categorical variables. The twwevalence of obesity could be regarded as extsehigh
additional variables that might be regarded asratbe- in the study group. Overweight prevalence was ébsva
founding variables such as social class and healtvice  with aging and lower level of education. Belongitm
utilization were not added to the multivariate gse to  lower social class elevated the overweight preadeas
avoid multi-co-linearity, since both had signifitasta- well (P<0.001). Among the respondents, 14.7% reported
tistical associations with their peers. The leveledu-  suffering from prolonged ilinesses. The risk of stifig
cation and the social class category revealed a noffrom any prolonged illness was associated with ithe
parametric correlation coefficient higher than Gl the  crease of BMI, with the proportion of subjects nejng a
co-morbid illnesses and health service utilizatstowed prolonged illness, increased linearly from 9.4%tlafse

a significant agreement, tested with Kappa stafisti who had normal weight to 23.6% of those who were
(P <0.001). morbidly obese (Table 1).

The comparisons of WHOQOL domain scores accor- Unadjusted domain scores of WHOQOL were sta-
ding to BMI categories were done with two differenttistically different in overweight and obese sulgecom-
statistical approaches. Unadjusted and adjustedn mepared to those who had normal weight, except fer th
domain scores of BMI categories were compared byenvironment domainP values were: < 0.001 for physical
ANOVA. We also analyzed the data in a risk apphpac and psychological well-being domains; 0.016 forigloc
each of the four adjusted WHOQOL domain scores wereelations domain and 0.158 for the environmentahaio.
categorized by two cut-off points. One is the msidu-1)  After adjusting for age, level of education andneorbid
standard deviation (SD) value of the standard nbdisa illness, subjects with a BMI value higher than 3thad
tribution and the other one is the plus 1 (+1) dsad  significantly lower HRQOL scores on each of the do-
deviation value. The subjects having a domain scoreains, except for the environmental domain. Oncibre-
value between —1 and +1 standard deviation vallegs w trary, the environmental domain score was signitiga
excluded from the risk approach analysis. OddsoRati higher in overweight and obese subjects, compaoed t
having a value below —1SD value were calculated byhose who had normal-weight. The higher the BMI galu
regarding normal BMI category (BMI <18.5 kg/m2) as the lower the environmental domain score (Table 2).
reference. AP value of <0.05 was considered to be sta- As an alternative way of expressing the retethip
tistically significant. Analysis was performed ugiBPSS between the WHOQOL domain scores and the BMI, the
version 10.0. adjusted WHOQOL domain scores were categorized by

two cut-off points: —1 standard deviation waand +1
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Table2. Mean (SD) WHOQOL-BREF Domain Scores by Body Mastex

Body Mass Index Classification (kgfn

Domain Total 185t0<25 25t0<30 30to <35 35 to 40 >40
Sample (N=573) (N=517) (N=313) (N =144) (N =55) p* p **

(N=1602) (@) (b) (c) (d) (e)

Physical 15.08 15.33(2.30) 15.19 (2.24) 14.75(2.22) 14.60(2.79) .6Q#.46) <0.001 <0.001
(2.33)

Psychological 13.65 13.93(2.46) 13.66 (2.48) 13.45(2.49) 13.39(2.21) .504@.57) <0.001 <0.001
(2.47)

Social 14.87 15.06 (2.56) 14.82(2.48) 14.89(2.18) 14.59(2.42) 4.01(2.41) 0.016 < 0.001

Relationship (2.45)
Environmental  13.52 13.56(2.27) 13.58(2.16) 13.45(2.13) 13.52(2.12) 81%2.51) 0.158 <0.001
(2.20)

*P value is overall comparison of mean unadjustedaioracores among BMI classifications by ANOVA - Pbec comparisons (Tukey's HSD
test): For Physical domain: a >(b=c)> (d=e), Fordhslogical domain: (a=b=c=d) > e, For Social Relahip domain: a=b=c >d=e

** P value is overall comparison of adjusted mean domseores among BMI classifications by ANOVA. Thenthin scores were adjusted by age,
level of education and presence of any chronic itimmd Age was used as a continuous variable, wiilecation as categorical and presence of
chronic condition as a dichotomous variable. Postdomparisons (Tukey’s HSD test): For Physical dioma >b >(c =d=e)

For Psychological domain: a>b>(c=d) > e, For SoRiglationship domain: a >b >(c =d= e), For Enviremtal domain: a <b < (c =d=e)

standard deviation value of standard normal distidm  relationship between body weight and HRQOL was more
of each of the four domains. The risks of havingialiy =~ apparent in womef:**°" Though many other studies
of life score lower than —1 standard deviation ealvere  suggested that the burden of obesity was primane
constantly elevated concordant with the increasBNtH  ceived as physical in natute®®*° this study showed that
class. This regular trend could be observed in alphysical, psychological and social dimensions cdlity
WHOQOL domains, except for the environment domainof life had persistent negative associations withdegree
Having a BMI value higher than normal value coutd-p  of overweight and obesity. Nevertheless, the tesof
tect individuals for having a lower environment lifyeof this study revealed a more powerful associatiomében

life score (Table 3). BMI and the Physical component, compared to the Psy
chological component consistent with the literataireve.
Discussion The results of this study could be considefeite re-

The results of this study have shown that 32.3%hef t liable, since measurements of body weight and heigh
reproductive age women were overweight and 31.9%were actually performed, rather than obtaining lay-p
were obese in the center of Manisa. The findingewer ticipants’ self-reports, as in some other studigsas
milar with the results of other previous studieaducted women were shown to underestimate their body weight
in other regions of Turkdy*’ and similar or slightly consistently, resulting in a systematic bias. Kesponse
higher than those conducted in Europe and Mediteena  bias was negligible since the response rate washigh
countries-3 4850 (97%). In addition, age, level of education andsence
The scope of this study was to probe the #@$me  of co-morbid ilinesses which are the obvious confiers
between body weight and the health related quafitife to obesity, were controlled when measuring HRQOAL. |
(HRQOL); therefore, the possible relationship betwee many studies, it was shown that the low socioecanom
obesity prevalence and other variables was notyaedl status and especially low education level worsened
in this paper. Here, a negative linear associatims HRQOL 8485069630 the other hand, co-morbid illness
found between obesity and HRQOL in a representativevas considered to be an important confounder irostim
sample of reproductive-aged women. Even after conevery HRQOL study in a variety of settings, inchglihe
trolling the possible confounding variables suchage, community or hospital levels.
education and presence of any co-morbid ilinesseés, Although some other variables such as sodadsc
viduals with obesity had lower WHOQOL scores on¢hre frequency of health service utilizattband parity? were
of the four domains of WHOQOL (physical, psy- reported to be the confounders of obesity, thedrpavere
chological and social), than those with normal Weig used in the adjustment analysis to avoid multitnedrity
These results showed that obesity could have an indevhen measuring HRQOL. Age was used in adjustment,
pendent impact on HRQOL in a representative samiple anstead of parity; co-morbidity instead of frequenaf
the population with high obesity. health service utilization and education level éast of
The results of this study are consistent witany  social class. However, some psychosocial detemtsna
other studie¥*°?"313354hat noted the relationship be- that might have a strong effect on HRQOL such e t
tween HRQOL and BMI. A reversible relationship be-of personality, smoking, alcohol drinking, was ran-
tween obesity and HRQOL was also demonstrated in @olled in the analysis, since both smoking andladt
number of weight loss intervention studies whicloveh drinking prevalence were found to be very low isth
that weight loss was associated with improvement irstudy: Less than 0.1 % of women were regular allcoho
HRQOL, and weight regain was associated with dedrinkers, while 27.2% were introduced to smokingt b
teriorations in HRQO?}18:32:52-5 their lifelong exposure to tobacco was of mediatuea
The strong relationship in each BMI category with3.5 package/years and may be considered as négligib
HRQOL may be due to the gender property of our sam¥herefore, not adjusting for the above variableshinmpt
ple, since the results of the studies showed Heainiverse  affect the relationship between obesity and HRQOL.
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Table 3. Estimated risks (Odds Ratios) of having qualitlife scores lower than —1 standard deviation &alu
compared to having a value higher than +1 standiewéation value for each of the BMI classificatiith reference to
normal BMI category*

Body Mass Index Classification (kgfin

WHOQOL-BREF Domain (n) 18.5t0<25 25 to <30 3685 35to 40 _40
Physical ( 356 vs 331) 1.00 4.30 12.11 16.08 32.64
(2.80-6.59) 8§ (7.17-20.44) (7.87-32.87) (7.47-142.59)
Psychological (298 vs 342) 1.00 3.25 11.51 19.62 29.34
(2.08-5.08) (6.68-19.83) (8.96-42.93) (8.48-101.51)
Social Relat. (493 vs 330) 1.00 3.63 9.00 11.36 24.30
(2.49-5.29) (5.53-14.63) (5.72-22.54) (5.65-104.36)
Environmental(331 vs 364) 1.00 0.25 0.09 0.07 0.07
(0.16-0.38) (0.05-0.15) (0.03-0.14) (0.02-0.23)

* The values were generated from the adjusted stisteébutions. The domain scores were adjustedd®y level of education and presence of any
chronic condition.; T Reference category , BMI=51® <25; ¥ number of subjects with QOL valuesdothan —1SD - number of subjects with
QOLvalues higher than +1SD; § 95% Confidence \iater

Aigner et al, suggested the adjustment of HRQOL A few limitations are present in this study. Tdata of

scores for the influence of depressive symt&mm our

study, QOL scores were adjusted by age, leveldof e

cation and self reported co-morbid illness inclgdofia-
gnosed "depression". Neither physical non-specifim-

co-morbid illness were collected in a dichotomdyss —
no) fashion. However, the lack of assess$nodnthe
severity of co-morbid illnesses may be regardea dis
mitation. In addition, it would be useful to reddhe du-

plaints nor depressive complaints (symptoms) ofghe
tients were elicited from the patients thus theL0ores
were not adjusted by either of these factors.thé QOL

ration of illness which might seriously affect HRQO
The main reason for these limitations are basedhen t
fact that, it would not be possible to obtain reléaco-
scores had been adjusted for these variables tkemay  morbidity related information in such a low educhte
have lost the identity of obesity which can be rdgd as sample (75% have less that 6 years of educatiémpo-
a kind of syndrome-like clinical condition that may ther limitation is the lack of data regarding theration
comprise physical, psychological and social comptse of obesity or whether the subject had ever attedhjpbe
Further evidence of the casuality between obesily a lose weight. Such data could be useful in examginire
HRQOL was seen in the dose response relationshipssociation between BMI and health-related quadity
between obesity and HRQOL, which was clearly demontife.
strated in our study. In conclusion, the body weight alone was shdwn

One of the findings of this study that needsis ex- have a negative impact on HRQOL, indicating thag-ob
planation is the positive relationship between sijd sity not only elevated the risk of morbidity and ntadity,
environmental domain score and BMI. In other wprdsbut also affected the perceived health and lifdlityuaf
the more obese the women, the better environmgotl the subject negatively. According to the resultstiud
lity of life score they have. Unadjusted score carmgons  study, socioeconomic status, co-morbid illnessed an
revealed no association between BMI and Environnhentadbody weight should also be controlled in studieanaix
domain score. This is an expected result since the-E ning HRQOL.
ronmental domain score of WHOQOL did not show ade-
quate discriminative activities, opportunities facqui-  References
ring new information and skills, and participatiosnand 1.  Seidell JC, Verschuren WM, Kromhout D. Premaéand
opportunities for recreation and transgértThese items trends of obesity in The Netherlands 1987-1991Ji6bes
can be regarded as proxy socioeconomic variableis. Ev F;Ae;i:;\f:éibGD'ioa?atlégi? t?e%;)e:r?cze“;-obem@reece
dence for this decision is that the environmenthalin Int J Obes Relat Metab Disord 1996; 20 (5): 488-92.
reveals the highest correlation coefficient, (r8).%ith Guti =

. . . . utierrez-Fisac JL, Banegas Banegas JR, Artal§lo F

the convenupnal socioeconomic variables such as_aed Regidor E. Increasing prevalence of overweight and
tion and social class, compared to the other ttoeeains obesity among Spanish adults, 1987-1997. Int J Gledat
of WHOQOL. As such, the environmental domainlitse Metab Disord 2000; 24 (12): 1677-82.
might act as a socioeconomic composite index, anéles 4. Hardy R, Wadsworth M, Kuh D. The influence ofilgh
might not need to adjust it by any of the socioecic hood weight and socioeconomic status on changeliit a
variables. When we adjust environmental domaimesco body mass index in a British national birth cohdnt J
for socioeconomic variables such as age and edugati Obes Relat Metab Disord 2000; 24 (6): 725-34.
the contribution of some of the proxy socioeconomic®: Martinez-Ros MT, Tormo MJ, Navarro C, Chirlaque MD,
items of this domain might decrease on total domain zﬁéegk;igssin')muErz:‘it;er;‘?\%;‘éﬁ;:i‘;‘?g;ﬁ):fim‘t’l;’gzﬁsf
score, increasing the impact of some individuahgeo : ' . .
the total domain score such as physical securitysafety Spain. Int J Obes Relat Metab Disord 2001; 25(921830.
and leisure activities. These two items for instan@y

6. Kaluski DN, Chinich A, Leventhal A, Ifrah A, Ceh-
: : 8 . Mannheim I, Merom D, Green MS. Overweight, stature,
be better perceived in lower socio-economic grainas
higher SES groups.

and socioeconomic status among women--cause ateffe
Israel National Women's Health Interview Survey989J
Gend Specif Med 2001; 4 (4): 18-24.



G Ding, E Eser, G Saatli, U Atman CiharQral, H Baydur and C Ozcan

513

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Liese AD, Doring A, Hense HW, Keil U. Five year 24.

changes in waist circumference, body mass index and
obesity in Augsburg, Germany. Eur J Nutr 2001;(@0
282-8.

Rodriguez Artalejo F, Lopez Garcia E, GutierrésakE JL,
Banegas Banegas JR, Lafuente Urdinguio PJ, Dominguez
Rojas V. Changes in the prevalence of overweight and
obesity and their risk factors in Spain, 1987-19P7ev
Med 2002; 34 (1): 72-81.

Lipowicz A, Gronkiewicz S, Malina RM. Body mass
index, overweight and obesity in married and newarried
men and women in Poland. Am J Human Biol 2002; }4 (4
468-75.

Sibai AM, Hwalla N, Adra N, Rahal B. Prevaleraed
Covariates of Obesity in Lebanon: Findings from st
Epidemiological Study. Obesity Research 2003; 11):(11
1353-1361.

Belahsen R, Mziwira M, Fertat F. Anthropometr§ o
women of childbearing age in Morocco: body composit
and prevalence of overweight and obesity. Publialtde
Nutr 2004; 7 (4): 523-30.

Must A, Spadano J, Koakley EH, Field AE, Cold&z
Dietz WH. The disease burden associated with ovghtre
and obesity. JAMA 1999; 282 (16): 1523-9.

Allison DB, Fontaine KR, Manson JE, Stevens Jladlie
TB. Annual deaths attributable to obesity in theit&bh
States. JAMA 1999; 282 (16): 1530-8.

Solomon CG, Manson JE. Obesity and mortalitsevéew

of the epidemiologic data. Am J Clin Nutr 1997; 66 (
Suppl): 1044-1050.

Sullivan M, Karlsson J, Sjostréom L, Backman LnBsson
C, Bouchard C, Dahlgren S, Jonsson E, Larsson B,
Lindstedt S, Néaslund I, Olbe L, Wedel H. Swedisles#
subjects (SOS)--an intervention study of obesityseiae
evaluation of health and psychosocial functioningttie
first 1743 subjects examined. Int J Obes Relat Metab
Disord 1993; 17 (9): 503-12.

Kolotkin RL, Head S, Hamilton M, Tse CK. Assegsin

Impact of Weight on Quality of Life. Obes Res 19951): 34.
49-56.

Fontaine KR, Cheskin LJ, Barofsky |. Health-relate
quality of life in obese persons seeking treatménEam

Pract 1996; 43 (3): 265-70. 35.

Fontaine KR, Barofsky |, Andersen RE, Bartlett, SJ
Wiersema L, Cheskin LJ, Franckowiak SC. Impact of
weight loss on health-related quality of life. Quifie Res
1999; 8 (3): 275-7.

Doll HA, Petersen SEK, Stewaed-Brown SL. Obeaitg
physical and emotional well-being: Associationswastn
body mass index, chronic illness, and the physarad
mental components of the SF-36 Questionnaire. Gass
2000; 8 (2): 160-170.

Finkelstein MM.Body mass index and quality dé lin a
survey of primary care patients. J Fam Pract 2@0Q(8):
734-7.

Kolotkin RL, Crosby RD, Williams GR, Hartley GG, ddi
S. The relationship between health-related quaftyife
and weight loss. Obes Res 2001; 9 (9): 564-71.
Fontaine KR, Barofsky |. Obesity and healtlatesl quality
of life. Obes Rev 2001; 2 (3): 173-82.

Larsson U, Karlsson J, Sullivan M. Impact okaveight
and obesity on health-related quality of life--a egligh
population study. Int J Obes Relat Metab Disordd2®6
(3): 417-24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

36.

37.

38.

40.

41.

42.

Hulens M, Vansant G, Claessens AL, Lysens R,sNjl
Rzewnicki R.Health-related quality of life in phydiga
active and sedentary obese women. Am J Human Biol
2002; 14 (6): 777-85.

Damush TM, Stump TE, Clark DO. Body-mass indec an
4-year change in health-related quality of life Ading
Health 2002; 14 (2): 195-210.

Kolotkin RL, Crosby RD, Wiliams GR. Health-related
quality of life varies among obese subgroups. ORes
2002; 10 (8): 748-56.

Yancy WS Jr, Olsen MK, Westman EC, Bosworth HB,
Edelman D. Relationship between obesity and health-
related quality of life in men. Obes Res 2002; 10)(1
1057-64.

Marchesini G, Bellini M, Natale S, Belsito C, dsa S,
Nuccitelli C, Pasqui F, Baraldi L, Forlani G, Melchita

N. Psychiatric distress and health-related qualftyife in
obesity. Diabetes Nutr Metab 2003; 16 (3): 145-54
Lopez-Garcia E, Banegas Banegas JR, Gutierreg-Blisa
Perez-Regadera AG, Ganan LD, Rodriguez-Artalejo F.
Relation between body weight and health-relatedityuai

life among the elderly in Spain. Int J Obes Relattal
Disord 2003; 27 (6): 701-9.

Fontaine KR, Bartlett SJ, Barofsky |. Health-tetbquality

of life among obese persons seeking and not clyrent
seeking treatment. Int J Eat Disord. 2000; 27(Q})-5.

Han TS, Tijhuis MAR, Lean ME, Seidell JC. Qualitylife

in relation to overweight and body fat distributiohm J
Public Health 1998; 88 (12): 1814-20.

Fine JT, Colditz GA, Coakley EH, Moseley G, Mans&,
Willett WC, Kawachi |. A prospective study of weigh
change and health related quality of life in woma&MA
1999; 282 (22): 2136-42.

Coakley EH, Kawachi I, Manson JE, Speizer FEll&i
WC, Colditz GA. Lower levels of phsical functioningea
associated with higher body weight among middledage
and older women. Int J Obes Relat Metab Disord 1998
(10): 958-65.

Hassan MK, Joshi AV, Madhavan SS, Amonkar MM.
Obesity and health-related quality of life: a cresstional
analysis of the US population. Int J Obes Relat aidet
Disord 2003; 27 (10): 1227-32.

Groess EJ, Kaplan RM, Barrett-Connor E, Ganiats TG
Body mass index and quality of well-being in a comityu

of older adults. Am J Prev Med 2004; 26(2): 126-9.
Fontaine KR, Barofsky |, Bartlett SJ, Franckowiak,
Andersen RE. Weight loss and health-related quality
life: results at 1-year follow-up. Eat Behav 2004t%85-8.
WHO. The World Health Report 2002. http://wwwho.
int/whr/2002/en/index.html

Mapi Research Institute. The Patient-Reportedc@oe
and Quality of Life Instruments Database (PROQOLID).
http://www.proqolid.org/

Carr AJ, Higginson 1J. Are quality of life meassi patient
centred? BMJ 2001; 322 (7298): 1357-60.

The WHOQOL Group. Development of the World Heal
Organization WHOQOL-BREF quality of life assessment.
Psychol Med. 1998; 28 (3): 551-8.

The WHOQOL Group. The World Health Organization
quality of life assessment (WHOQOL): Development an
general psychometric properties. Soc Sci Med 1998;
(12): 1569-1585.

Bennet S, Woods TA. Simplified General Method fo
Cluster-Sample Surveys of Health in Developing
Countries. Rapp Trimest Statist Sanit Mond. 1991;984:
106.



514

Obesity andItteeelated quality of life in Turkish women

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

World Health Organization. Obesity: Preventimgnd
Managing the Global Epidemic. Geneva: World Health
Organization Publication WHO/NUT/NCD/98.1, 1997.
Eser E, Fidaner H, Fidaner C, Eser SY, ElbGdker E.

Psychometric properties of the WHOQOL-100 and56.

WHOQOL-BREF. Journal of Psychiatry, Psychology and
Psychopharmacology (Turkey) 1999; 7 (2): 23-40.

Onal AE, Erbil S, Ozel S, Aciksari K, Tumerdeém The
prevalence of and risk factors for hypertensioradtults
living in Istanbul. Blood Press 2004; 13 (1): 31-6.

Tezcan S, Altintas H, Sonmez R, Akinci A, Dogdn
Cakir B, Bilgin Y, Klor HU, Razum O. Cardiovascular risk
factor levels in a lower middle-class communitydinkara,
Turkey. Trop Med Int Health. 2003; 8 (7): 660-7.

Erem C, Arslan C, Hacihasanoglu A, Deger O, Tepta
Ukinc K, Ersoz HO, Telatar M. Prevalence of obesihd
associated risk factors in a Turkish populatioral{zon
city, Turkey). Obes Res. 2004; 12 (7): 1117-27.
Stam-Moraga MC, Kolanowski J, Dramaix M, De Back
G, Kornitzer MD. Sociodemographic and nutritionatet-
minants of obesity in Belgium. Int J Obes Relat Metab
Disord 1999; 23 (1):1-9.

Aranceta J, Perez Rodrigo C, Serra Majem L, Rlhas
Quiles Izquierdo J, Vioque J, Foz M. Prevalencelssity

in Spain: the SEEDQ'97 study. Spanish Collaborative6l.

Group for the Study of Obesity. Med Clin (Barc) 899
111 (12): 441-5.

Martinez JA, Kearney JM, Kafatos A, Paquet Sytiez-
Gonzalez MA Variables independently associated with
self-reported obesity in the European Union. PuBkalth
Nutr 1999; 2 (1A): 125-33.

Katz DA, McHorney CA, Atkinson RI. Impact of olitgs
on health related quality of life in patients withronic
illness. J Gen Intern Med 2000; 15 (11): 789-96.

Engel SG, Crosby RD, Kolotkin RL, Hartley GG, \iiths
GR, Wonderlich SA, Mitchell JE. Impact of weights&
and regain on quality of life: mirror image or diféntial
effect? Obes Res 2003; 11 (10): 1207-13.

Kolotkin RL, Crosby RD, Kosloski K, Wiliams GR.
Development of a brief measure to assess qualitifeoin
obesity. Obes Res 2001; 9 (2): 102-11.

Karlsson J, Sjostrom L, Sullivan M. Swedish s#heub-
jects (SOS) - an intervention study of obesity. ofyear
follow-up of health-related quality of life (HRQL)nd
eating behavior after gastric surgery for severmsitp. Int
J Obes Relat Metab Disord 1998; 22 (2): 113-26.

55.

57.

58.

590.

60.

62.

63.

64.

Choban PS, Onyejekwe J, Burge JC, Flanchaum L. A
health status assessment of the impact of weigbs lo
following Roux-en-Y gastric bypass for clinically veze
obesity. J Am Coll Surg 1999; 188 (5): 491-7.

White MA, O'Neil PM, Kolotkin RL, Byrne TK. Geed,
race, and obesity-related quality of life at exteelevels of
obesity. Obes Res 2004; 12 (6): 949-55.

Carpenter KM, Hasin DS, Allison DB, Faith MS.I&e
tionships between obesity and DSM-IV major depxessi
disorder, suicide ideation, and suicide attempesults
from a general population study. Am J Public Heatb00;

90 (2): 251-7.

Fontaine KR, Barofsky |, Cheskin 1J. Predictorsjaality

of life for obese persons. J Nerv Ment Dis 19975 (8):
120-2.

Palinkas LA, Wingard DL, Barrett-Connor E. Deggsive
symptoms in overweight and obese older adultssade
the “jolly fat” hypothesis. J Psychosomat Res 198B(1):
59-66.

Le Pen C, Levy E, Loos F, Banzet MN, Basdevant A.
“Specific” scale compared with “generic” scale: autlle
measurement of the quality of life in a French camity
sample of obese subjects. J Epidemiol Community tHeal
1998; 52 (7): 445-50.

Aranceta J, Perez-Rodrigo C, Serra-Majem L, Riba
Quiles-lzquierdo J, Vioque J, Foz M; Spanish Colla-
borative Group for the Study of Obesity. Influencé
sociodemographic factors in the prevalence of dpesi
Spain. The SEEDO'97 Study. Eur J Clin Nutr 20016%55(
430-5.

Rissanen AM, Heliovaara M, Knekt P, Reunanen A,
Aromaa A. Determinants of weight gain and overweigh
adult Finns. Eur J Clin Nutr 1991; 45 (9): 419-30.
Gutierrez-Fisac J, Regitor E, Rodriguez C. Tremus
obesity differences by educational level in SpainClin
Epidemiol 1996; 49 (3): 351-4.

Aigner M, Forster-Streffleur S, Prause W, Hréid Weiss

M, Bach M. What does the WHOQOL-Bref measure?
Measurement overlap between quality of life and de-
pressive symptomatology in chronic somatoform i
order. Soc Psychiatry Psychiatr Epidemiol. 2005;(%):
81-6.



G Ding, E Eser, G Saatli, U Atman CiharQral, H Baydur and C Ozcan 515

Original Article

The relationship between obesity and health related
qguality of life of women in a Turkish city with a high
prevalence of obesity

Goniil Dingmp, Erhan Esemb, Giil Saatlivsc, Umit Atman Ciharmp,
Ahmet Oralvp, Hakan Baydumsc and Cemil Ozcamb, PhD

Celal Bayar University, Faculty of Medicine, Depagnt of Public Health, Manisa, Turkey

+ B AR R AT SR 4 20 B SRR AR B9 45 7 B o2 A

TAENENAER —BERARUENBEHEIFRBFBLELR , HEEFEHEHRQOL
ZERER M, SEERMEMENEIERBR | 2000F £Manisaf i #ETHMa
nisak O i R R EFHE(MDHS), MDHSH R %E £16028 B #i5(15-49%)
BV AR R R R, R EEABN LS REREBERA(WHOQOL-
BREF)H MERSEAER(EE. OEF, MR FUNRERR) , ARFFMEHR
QOL, H—E#EmMNFT2 07 (EAHRQOL)EI20% (EHIHRQOL)Z @, EL
BRI F i £35.2948.1%%. HHPHIC8UNZMBEEE (BMI  18.5-
24.9), 32.3%BE (BMI 25.0-29.9) 31.9%FEEM K3.4% HIRRERR,
EREFE., HERERGSHEFRE , RTREEEN A SBEEERESE
HERErEE , PEEEEENHRQOLY E. RMNEREHERE—F
BIEHROQLEEEMWEE, 152 , EBTRENBRERETCHWER , Bk
HEEREREIREGCEEENEE, BMS2 , RTFH. H&RRARE
BHERB 2 |, FESTRRHRQOLR th FES% 17 41| B8 52 E £ 1E

FRY #RMEEEEmE, B, T, WHOQOL, —kERMEEmE.
TEH,





